INTERCARE TRAINING

Inter

STUDENT CHANGE REQUEST FORM - QLD

Student First Name /Given Names:

Student Last Name:

Residential Address:

Mobile:

DOB:

Email:

Enrolled Qualification: (please select)

CHC33015 - Certificate lll in Individual Support - Ageing

CHC33015 - Certificate lll in Individual Support - Disability

Other

Study Type: (please select your current study type below)

O Face-to-Face (On-Site Classes)

O ZOOM (Online Classes)

Training Schedule: What day/nights of the week are you currently studying?

(Please select below by marking the appropriate box)

Monday - AM Tuesday - AM Wednesday - AM Thursday — AM
Monday + Wednesday + . B B
Tuesday - PM Thursday - PM Friday - AM Saturday — AM

If you are studying Face-to-Face (On-Site Classes) in QUEENSLAND: (Please select your fraining location below)

Springwood

Caboolture

Carseldine

I[pswich

Labrador

Other (please specify):
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INTERCARE TRAINING
STUDENT CHANGE REQUEST FORM

Request to Change Quadlification: (please select the ‘Qualification’ that you would like to change to below)

CHC33015 - Certificate lll in Individual Support - Ageing

CHC33015 - Certificate lll in Individual Support - Disability

Other

Request to Change Study Type: (please select the ‘Study Type' that you would like to change to below)

O Face-to-Face (On-Site Classes) O ZOOM (Online Classes)

Training Schedule: What day/nights of the week would you like to change your study to?
(Please select your new fraining schedule below)

Monday - AM Tuesday - AM Wednesday - AM Thursday — AM
Monday + Wednesday + . B B
Tuesday - PM Thursday - PM Friday - AM Saturday — AM

If you are studying Face-to-Face (On-Site Classes) in QUEENSLAND
(Please select your new requested training location below):

Springwood Caboolture Carseldine

Ipswich Labrador Other (please specify):

OFFICE USE ONLY

Date Request Received

Changes Approved O Yes O No

Changes Processed O Yes O No
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