Team Training Registration Form

□Mr    □Mrs    □Miss    □Ms     □Ps    □Rev    □Dr

Surname:
__________________First Name: __________________________

Address:
______________________________________________________

Suburb:
________________Postcode: _________  State: ______________

Home Ph:
(  )__________________ Work Ph: (  ) ______________________

Mobile:
_____________________  Email: __________________________

I hereby apply to register for Healing Team training and undertake to submit to the leadership and ministry guidelines as laid down by Capital Healing Rooms. I understand that completion of the training does not guarantee that I will be assigned to a team at the Capital Healing Rooms. I also understand that I must submit a Pastor’s reference before commencing this training program.

Signed:___________________________________________________

Pastor/Minister Referral

I hereby endorse the application of the person mentioned above to participate in the Capital Healing Rooms training program. I release them to be used in this ministry should they be invited to participate in the Healing Rooms teams.

Name:
________________________________________________

Church:
________________________________________________

Contact No(s):______________________________________________

I have known this person for ___ years, commend their character and integrity and do not hesitate to recommend them to you.

Signature:
_______________________________Date _____________

If you have any questions please direct them to the Director, Capital Healing Rooms on the number shown below.

---------------------------------------------------------------------------------

Cost $50 per person.  

Cheques payable to Capital Healing Rooms. Payment required with registration.

Cheque  
Cash      Visa      MasterCard 

Name on Card____________________________________________

___  ___  ___  ___   ___  ___  ___  ___    ___  ___ ___ ___   ___  ___  ___  ___

Expiry Date: ___ / ___    Signature:___________________________

Unit 1F 169 Newcastle St FYSHWICK ACT 2609                  Ph: (02) 6162 1977  Fax (02) 6162 1978 

Email:  admin@capitalhealingrooms.org.au                        ABN 17 259 066 769


