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Short Course Application Form

1. #WMPL CHOICE OF CENTRE
4 (— ) BEEHRARPONELZERFE, 72, "3,

NOTE : (1) Please number the Centres in order preference”1”,”2”,”3".

1 E¥E KWUNTONG 1 SEHM POKFULAM 1 ®HPF§ TUEN MUN

2. HEAESE APPLICANT'S PARTICULARS

XA R A
Name in English : Name in Chinese :
5l 5 z EREOERE
Sex : [IMale [JFemale HKID Card No. :
H4E B H A F F i
Date of Birth : Day Month Year Age:
Fuk (&)
Home Address :
Tel. No. :
T (FX)
Home Address :
EE it

E-mail Address :

3. YBEHEHEFE /| BEKER SPECIAL EDUCATIONAL NEEDS / DISABILITIES

BEER B =
O Intellectual disability (Mild) [ Hearing impairment
PEERE R E
] Intellectual disability (Moderate) [ Visual impairment
B m REERE/ RAEAMRE
O Mental iliness O Visceral disability / Chronic illness
EEE®R BHREZTREH
] Speech impairment [ Specific Learning Difficulties
B B E TEHLAFAR/IBEERIE
] Autism [J Attention deficit / Hyperactivity disorder

fx & & B
O Physical disability
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Results

Renarks

FHEE A\ AT
(/UK X k)
Applicant’s recent photo
38mm x 50mm

AANFEEFET OV
| agree to conform to the
regulations of the Centre

SE PN =5
Signature of Applicant

B \HE
Signature of Grardian

H
Date
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4. BB DETAILS OF EDUCATION AND TRAINING
Dates A BEAR BREBREMBE
From H To & Class School attended or other educational details
5. LIRS DETAILS OF EMPLOYMENT RECORD
Dates A 5 B RSB EBR bt
From H To & Post Name & Address of Employer
6. EERf CHOICE OF EOURSE
% —i®4E 1st Choice: % Zi&# 2nd Choice :
7. HEN##E REFERRING AGENCY (&75{#a08% - 53 CIFHIAT « For ease of recording, please fill in block letter.)
BBER BB RERRE
Name of Agency : Agency Ref:
P& ABER (%4 ME/ &1) T
Name of Contact Person (Mr/Ms/Mrs) : Tel No. :
BEAE b
Agency Address :
E BE
E-mail Address : Fax No. :
8. MZFIfL VOCATIONAL ASSESSMENT
FACDESHENGERE ?(EES , POSSLHERBAEZLIERS. )
Has the Applicant received Vocational Assessment? (If no, applicant will be arranged to receive this service.)
] =& Yes O & No
NEEIZRTBETGRE , FER ERFER b B HA
If yes, please state: Reference Number Date of Assessment
9. EEMAER PARTICULARS OF PARENT / GUARDIAN / NEXT OF KIN
HH B R
Name : Relationship :
LS XRS5 T R it
Occupation : Name and Address of Employer.:
B
Tel. No.:
EAEMBEER EH bt
Tel. No. for Emergency Calls : E-mail Address :
AE D EREECRBEREER VAR (ER, 0B, EEIBETGERE)REERZEREEREP L.
NOTE : The completed application form, together with the relevant documents (e.g. medical, psychological, audiological or vocational assessment
reports etc.) should be returned to the Shine Skills Centre of the first choice.
1. ErEREEEETL (BE) 2. EBmEREEEEAL (CEPOL) 3. EreReesEdue ()
JUREBRIE AT\ Tk EAEEPME TR P S g 9%
Shine Skills Centre (Kwun Tong) Shine Skills Centre (Pokfulam) Shine Skills Centre (Tuen Mun)
487, Kwun Tong Road 147, Pokfulam Road 1, Fung On Street
Kwun Tong, Kowloon Pokfulam, Hong Kong Tuen Mun, New Territories
Tel : 2270 0900, Fax : 2357 4042 Tel : 2538 3292, Fax : 2538 3299 Tel : 2452 8900, Fax : 2457 6207
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