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Incomplete Application will not be considered for training program. 
 

This section is to be completed by Coordinator or Coach 

Training Program Name:  

Location of Course:  ⧠ Behchokǫ̀ ⧠ Whatì ⧠ Gamètì ⧠ Wekweètì 

Required Documents:   
 

1. Client Information 
 

Legal 
Name:            

 
Date of Birth: 

Last Name First Name Middle Name (YYYY-MM-DD) 

Gender: ⧠ Male ⧠ Female ⧠ Other SIN: Disability: 

Marital Status: ⧠ Single     ⧠ Married or Equivalent        ⧠ Separated        ⧠ Widow       ⧠ Divorced 

Phone:  Cellphone:  Email:  
   

 

2. Assessment (Action Plan)  
 

 Start Date of Action Plan:   Is Child Care Required? ⧠ Yes  ⧠ No 

Employment Status:  ⧠ Full-time Employed ⧠ Part-Time Employed ⧠ Student ⧠ Unemployed 

Receiving Funding:  ⧠ Social Assistance Recipient  ⧠ EI Claimant  ⧠ Other:  

License:  
Class # Prov. Expiring Comment 

 

3. Client Declaration 
 

I declare that the information submitted in this application is true, correct, and complete to the best of my knowledge. I 
also declare that the financial assistance sought will be used for the educational purposes as set out in the signed 
sponsorship agreement. I understand that if I have given any false or misleading information, I could be charged with a 
criminal offense and will be liable for full repayment of any assistance received. 
 
I hereby give permission to Career Development, Client Services Department of The Tłıc̨hǫ Government to verify the 
information in this application and approve access of my client records.  
 
By signing this I give consent for Client Services Department of The Tłıc̨hǫ Government to release information contained in this 
form with Service Canada and the Departments within the Tłıc̨hǫ Government.  
 

Applicant Signature:  
 
 

Date:  
 

Career Development 
Signature:  

 
Date:  
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