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NIACAB OCN Registration Form
Please email back to pat.hutchinson@citizensadvice.co.uk 
Course date: __4th Oct17 – 24th Jan 18
Code: _______________________________________
(Regional Office to complete)
Surname: ________________________________________________
Forename/s: _____________________________________________
Address:

   __________________________________________________________
  ___________________________________________________________

Postcode: ___________________________________
Telephone number __________________
Mobile ___________________________

Email address______________________

Code: ________________________________________
(Regional Office to complete)
This information is for monitoring purposes only and will be kept confidential.  CAB and ECNI are endeavouring to ensure that the courses are representative of all groups given protection under discrimination law and section 75 of the NI Act.
Community Background:
Regardless of whether they actually practice a particular religion, most people in Northern Ireland are perceived to be members of either the Protestant or Roman Catholic communities.

Please indicate the community to which you belong by ticking the appropriate box below:


I am a member of the Protestant community


I am a member of the Roman Catholic community

I am not a member of either the Protestant or 


the Roman Catholic Communities
Sex:

Please indicate your sex by ticking the appropriate box below:


Male


Female


Code: ________________________________________

(Regional Office to complete)
Age:

Please state your date of birth
Date of birth: ______________________________________
Racial Group:

Please state your nationality
My Nationality is: ___________________________________
Please indicate your race or colour or ethnic or national origins:
White




Chinese



Irish Traveller


Indian



Pakistani



Bangladeshi



Black Caribbean


Black African


Black Other


Mixed ethnic group (please state which): ________________
__________________________________________________
Any other ethnic group (please state which): _____________
__________________________________________________
Code: ________________________________________

(Regional Office to complete)
Disability:

Under the Disability Discrimination Act 1995 a person is deemed to be a disabled person if he or she has a physical or mental impairment which has a substantial and long-term adverse effect on his or her ability to carry out normal day-to-day activities.  Please note that it is the effect of the impairment without treatment which determines whether an individual meets this definition.
Do you consider that you are a disabled person?

Yes




No


If you answered “yes”, please indicate the nature of your impairment by ticking the appropriate box or boxes below
Physical impairment, such as difficulty using



your arms, or mobility issues requiring you to use

a wheelchair or crutches
Sensory impairment, such as being blind or



Having a serious visual impairment, or being deaf

or having a serious hearing impairment
Mental health condition, such as depression or

schizophrenia








Learning disability or difficulty, such as Down’s 


Syndrome or dyslexia, or Cognitive impairment,

Such as autistic spectrum disorder
Long-standing or progressive illness or health 



condition, such as cancer, HIV infection, diabetes,

epilepsy or chronic heart disease


Other (please specify):



Code: ________________________________________

(Regional Office to complete)
Sexual Orientation:
Please indicate your sexual orientation by ticking the appropriate box below
My Sexual Orientation is towards:

Persons of a different sex to me





(i.e. I am a heterosexual man or woman)


Persons of the same sex as me





(i.e. I am a gay man or a lesbian)

Persons of both sexes






(i.e. I am a bisexual man or woman)
Marital Status/Civil Partnership Status:
Please indicate whether you are married or in a civil partnership by ticking the appropriate box below
Are you married or in a civil partnership?


Yes:





No:



Code: ________________________________________

(Regional Office to complete)
Dependants/Caring Responsibilities:
Do you have dependants, or caring responsibilities for family members or other persons?

Yes:




No:



If you answered “yes”, please indicate whether your dependants or the people you look after are:

(Please tick the appropriate box or boxes):


A child or children




A disabled person or persons


An elderly person or persons


Other






If “Other”, please specify:  _______________________________










































































































































































































