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CLARENCE COLLEGE OF BEAUTY & COMPLIMENTARY THERAPIES
APPLICATION FORM
Name:  _____________________
Telephone:  ___________________
Address:  ________________________
Mobile:  _________________

Email:  _______________________________________________________  

Educational Record:

Health Record:
Do you suffer from any of the following? (Please tick if applicable)

Diabetes



Skin Disease

High/Low Blood Pressure

Epilepsy

Heart Condition


Allergies

Nervous Disorders


Any Medical Condition

If Yes, please specify:  

Course to be undertaken:

I agree to abide to the Clarence College Terms & Conditions of enrolment and college regulations.  

Signed  ____________________________ (Applicant)
Signed  ____________________________ (Parent/Guardian)  
        If under 18 years

Date      ____________________________
