PROVIDER CAPACITY BUILDING WORKSHOP

APPLICATION FORM (Page 4 & 5)

Fax to (011) 803 6702 (Attention Ivy Kgaladi) or 
Email to Ivy@theta.org.za 
Applicant Details

	Date of this Application:
	     

	
	

	Provider Name:
	     

	
	

	Delegate Name(s):
	     

	
	

	Contact Nr:
	     

	
	

	E-Mail address:
	     

	
	

	Province of Attendance:
	     

	
	

	Date of Attendance:
	     

	
	


Criteria Evaluation Details

	Are you a THETA constituent member / provider:
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Unsure
	 FORMCHECKBOX 


	
	If No / Unsure, please contact the Quality Assuror, Charmaine Janisch for further information.

	If Yes, please indicate the sub-sector:
	Sport / Fitness
	 FORMCHECKBOX 


	
	Recreation / Adventure Based Learning
	 FORMCHECKBOX 


	
	Other – please indicate
	     

	

	Please indicate where you are in the process of THETA accreditation:
	Not started yet
	 FORMCHECKBOX 


	
	Phase A submitted during 2003 / 2004
	 FORMCHECKBOX 


	
	Phase B submitted during 2003 / 2004
	 FORMCHECKBOX 


	
	Already accredited by THETA 
	 FORMCHECKBOX 


	
	Accreditation expired
	 FORMCHECKBOX 



Conditions to Application:

I       (full name of provider representative) understand that acceptance onto the Capacity Building Workshop is conditional to the criteria set by THETA.
Should the nominated attendee not be able to attend, the provider undertakes to cancel the attendance at least 10 days in advance. Alternatively, and alternative attendee will be nominated to attend the workshop on behalf of the provider. In the event that a nominated attendee does not attend the workshop without any arrangements as stipulated above, the provider recognises THETA’s right to charge a cancellation fee of R2000.00 to cover costs thereof.

Application forms received will be not automatically be accepted as confirmed. Should confirmation of acceptance not be communicated by THETA within 10 days of application, it is upon the provider delegate to contact THETA and confirm acceptance of nomination at least 10 days prior to the workshop. 
	     

	
	     

	Name of Provider Representative
	
	Signature of Provider Representative


	For Office Use Only

	Provider Application meets requirements?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	TBA
	 FORMCHECKBOX 


	
	
	
	
	
	
	

	Applicant accepted onto a workshop?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	TBA
	 FORMCHECKBOX 


	
	

	Date candidate informed:
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