                      The Donegal Institute Of Beauty Therapy

                                             & 
Complementary Medicine, Rossview Business Pk, Port Rd , Letterkenny .                         
   DIPLOMA COURSE ENROLMENT FORM

PERSONAL DETAILS

NAME

ADDRESS

HOME TEL                                                Mobile TEL

Email-
DATE OF BIRTH                                       NATIONALITY

OCCUPATION

ANY SPECIAL LEARNING NEEDS?

Are you suffering from any Medical conditions/ infections?........
Give details------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Do you suffer from any skin conditions/allergies?.................
Give details------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
EDUCATION

List courses attended/ and or exams passed- 
I, the undersigned, confirm that the information given in this application is correct and I agree to act in accordance with all college regulations.
Signed-------------------------------------witness---------------------------------

Parent or guardian signature if under 18 ---------------------------------------
This Completed Form is to be returned to the college for processing.           

The Donegal Institute Of Beauty Therapy & Complementary Medicine,                                         
                   Rossview Business Pk, Port Rd , Letterkenny
                           FEE PAYMENT- Diploma course
Student name----------------------------------------------------------- 

Course/s ----------------------------------------------------------------- 

FEE PAYMENT

I enclose a deposit of -----------, equal to 25% of the total course fees - excluding kit & exam fees.

                 Please indicate your chosen method of payment.

I agree to pay the remaining balance 2 weeks prior to course commencement                                                                              yes/ no

                                                               Or

I agree to pay the remaining balance by cash instalments/ Cheque, direct debit or standing order from my bank account in agreed monthly instalments of………………. until the balance due has been settled              yes/ no                               
· Fees will be due on a pre-arranged monthly date and must be available on or before this date. 

· An administration fee will be charged on any late collection of fees of 10% of the monthly payment and continued late payments will result in cancellation of course placement.

Please note course commencement dates & course timetable may be altered at the discretion of the college.

I understand the all deposits and Course fees due are not refundable under any circumstances should I fail to commence or fail to complete the course and are still due if unpaid by course cancellation/termination - please note if there has been financial assistance granted then any remaining balance will be the due by solely the student in these circumstances. 

The student will be allowed a 14 day cool off period from course booking deposit payment date.

Signed---------------------------witness--------------------------

Parent or guardian signature if under 18 ----------------------
This Completed Form is to be returned to the college for processing.           

The Donegal Institute Of Beauty Therapy & Complementary Medicine,                                         
                   Rossview Business Pk, Port Rd , Letterkenny
    NB- To be completed if paying fees through bank only
Student Name…………………………………………………….
                                        Order To Pay    
Account name to be debited

Billing address

Amount to be debited-(balance of fees dived by 6)- 
Date to be debited-                                                                -24th October
Frequency-                                                                            - Monthly x 6
Date to cease payments-
Account number to be debited-
Sort code of account to be debited-
Bank name -
 Bank Address-
signed consent -                                            

                          Payments To 
ACCOUNT NAME-                              Pamela O’Donnell

BANK NAME-                                     AIB Bank
BANK ADDRESS-                              Main Street, Dungloe, Co.Donegal
ACCOUNT NUMBER-

SORT CODE- 

This Completed Form is to be returned to the college for processing.           

