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Augment Training Booking Form
	Title:
	Mr.  FORMCHECKBOX 
   Mrs.  FORMCHECKBOX 
   Ms. FORMCHECKBOX 
   Other (Please specify):      

	First Name:
	     
	Surname:
	     

	Organisation Name:
	     

	Address:
	     
	Telephone:
	     

	
	
	Fax:
	     

	
	
	Email:
	     

	Postcode:
	     

	Training type:
	WRAP:                                                                    

SMFHA:                                                                  

Unlock Your Potential:                                       

Peer Support:                                                                                                          

Recovery Training:                                               

Mental Health Awareness:

Consultancy and Service Design:


	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	# of people participating: 
	Individual:  FORMCHECKBOX 
       Group:  FORMCHECKBOX 
  If group, how many?:         
	


	Training Start Date:

(DD/MM/YYYY)
	     

	Training End Date:

(DD/MM/YYYY)
	     

	Booking details/Special requirements: 
	     

	Payment Option:
	BACS:                             FORMCHECKBOX 

Cheque:                         FORMCHECKBOX 


	Declaration

I/We have read and understood the terms and conditions and agree to pay all fees and expenses associated with the course.  FORMCHECKBOX 
 (Check box)

Name (BLOCK CAPS):      
Date (DD/MM/YYYY):      
Please send completed form to “Admin@Augment-Scotland.org.uk”


