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Gary Tinker Federation 
For the Disabled Inc.

Registration Form                                      
                                                                                        Registration Date:_____/_________/________










Day                   Month                 Year

Personal Information:

	Last Name:  
                        
	First Name:    

	Middle Name:  

	Social Insurance Number:  

	Saskatchewan Health Number:

	Birth Date:


Contact Mailing Information:

	You must advise the Gary Tinker Federation for the Disabled Inc.  immediately of address change.



	Apt. Number:


	Street Number:
	P.O. Box Number:

	Street Name:


	Town/City:
	Province:  SASK
Postal Code:

	Home Phone Number:

(306) 
	Business Number:

(306) 
	Cellular:

Messages:


	Citizenship    Canadian:□ Landed Immigrant: □        

                             Student Visa: □                                         
	Gender    Male: □ Female: □
Number of Dependants: □


	Marital Status:    Married:□  Common-Law:□  Divorced:□  Separated:□  Single:□   Widowed:□ 


Status Information:

	Native Status:    Métis: □    Non-Status: □    Status: □    Band Name:_________

Treaty Number:_______________________    Living On Reserve: __________________________

Resume Attached: □ Yes  □ No       


	Language of Preference:    English: □    French: □


GTF Personal Plan of Action form:  Yes: □    No: □ 
(Must complete this form on page 4) 

	A Person with Disability:  Yes:□    No:□  

	Type of Disability: Yes, Unknown:□(Assessment) Vision:□ Physical:□ Learning:□  

Cognitive: □ Acquired Brain Injury:□ Mental Illness: □  Hearing: □ Other: ______________


	On Employment Insurance: (last 3 years):□ 

On Provincial Social Assistance: (last 3 years):□
	Driver Class:  1□    2□    3□    4□

             5□    6□    7□    1A□


	Date Applied for E.I.: ________________________

                                    Day                   Month                      Year


Education and Training History:
	Grade School: (please circle the highest grade you have completed)

School Name & Location: _____________________________________________  
School Year: ________.
              1          2          3          4           5          6           7           8          9          10          11           12
                              High school:□      ABE:□      GED:□      Adult 12:□


University or Technical school
	Course or Program
	School  or Institution
	Location
	Start Date
	End Date
	Outcome/Highest Level Attained

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Employment History:

Start with the most recent job (use back of sheet if you require more room)
	Employer
	Job Title
	Part time, full time, seasonal, casual or self employed
	Start Date
	End Date
	Outcome

	
	
	
	
	
	


Service Requirement:

	Please describe the type of service you would like from this office.

	

	Do you need help with how to look for work (i.e. job search skills or resume?)

	

	If inquiring about a program, please identify what you are looking for.

	

	If known, please provide details of the program your interested in (i.e. dates, length, and school).

	


Release Form:
I authorize any person, corporation, organization, government or government agency to release any of my personal, financial, or other information or documents requested by, or on my behalf of the Minister for any purpose related to any employment or training benefits administered by the Minister. I nominate the Minister as my agent to receive any such information or documents from Revenue Canada.

I authorize the Minister to release to any government or government agency or to any educational or financial institution any of my personal, financial, or other information or documents for any purpose related to their programs or financial assistance available to me.

_________________________________                                         _________________________________

             Client Signature                                                                                        Print Signature

_____________________                 ________________________                 _____________________
                Date                                     Social Insurance Number                                  Witness
Gary Tinker Federation Personal Plan of Action

Name:___________________________
Social Insurance #:___________________________________

GOAL:

(Short term, long term, employment goal, training goal)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SKILLS:

(Specific things I have acquired through work experience, volunteering, or training programs)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

STRENGTHS:

(Areas I have the ability to develop into skills; areas I know I am strong in)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

BARRIERS:

(What is in the way of me achieving my goal?)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ALTERNATIVES (to short/long term goal):

(If I can’t reach my goal right now, what else can I do? What is my plan “B”?)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PLAN OF ACTION:

(What are the steps I need to take now?)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Agreement:

As your Career Counsellor, I will follow up
I agree to carry out the activities and interventions

With you to facilitate completion of the agreed
of my plan and authorize and exchange of information

Action Plan.                                                                                                       on my progress with the Service Providers Listed in

the Plan, so they can assist in my action plan. 
______________________________________


         __________________________________________
Name of Counsellor

        Date


         Name of Client



Date

                  Box 135


                  La Ronge, SK. S0J 1L0  


                     Tel: 425-6612


          Fax: (306) 425-6613


Toll free: 1-866-365-5508


� HYPERLINK "mailto:r.stomp@sasktel.net" ��r.stomp@sasktel.net�


c.neault@sasktel.net


n.mckenzie@sasktel.net
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