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This form should be completed, sig
the required training courses 
 
DATE:   

CONTACT PERSON: 

TEL:  

ADDRESS: 
 

TRAINING VENUE: 

COURSES 

1.  

2.  

3.  

COURSE 

1. 

2. 

3. 
 
 
Delegates who are not available
charged for as though training h
 

I __________________________
confirm the above mentioned co

 
 
Signature ___________________
 
 

Proto Aid Consultants and Training 
 Avenue Cnr 6th Street          Tel: 011917 4718                   PO Box 2367 
burg North                Fax: 0865288113           Boksburg 
                                                    Vat: 4120210997                         1460           

cc. 2003/055760/23 
                                      e mail: info@protoaid.co.za 
R TRAINING COURSES 
ned and returned by fax or email not less than 10 working days before commencement of 

COMPANY:   

POSITION: 

FAX:  CELL: 

DATES DELEGATES STARTING TIME VENUE 
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FACILIATOR No DELEGATES TRAINING AIDS 

   

   

   

 for confirmed courses, and who are not substituted on the scheduled days, will be 
ad taken place. 

___________________, have the authority to conclude this agreement and hereby 
urse/s 

__________________                         Date ____________________________________ 


