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Application Form For Workshop Services 
 

 
 
Date of Application:…………………………………………..  
 
 
Name of Parents:..............................................................................................… 
 
Name of Child:..................................................................................................… 
 
Date of Birth:............................................ Chronological Age:................… 
 
Address:............................................................................................................… 
 
    ............................................................................................................… 
        
Postcode:..............................…………………… 

 
Telephone Number:.........................................................................................….. 
 
Fax:………………………………………………………………………………………. 
 
Email:…………………………………………………………………………………….. 
 
 
Please make sure the following documents are enclosed: 
 

Diagnosis 
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  Certification of absence of medical conditions 
 
 
Any other evaluations and assessments of the child 
 
Recent photograph of child 
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