
STRICLTY PRIVATE & CONFIDENTIAL 

 
Windmill Therapeutic Training Unit Ltd 
Larkins Road, South Main St, Wexford 

 
Tel: 053 9122358   

Email: windttultd@eircom.net 
 

APPLICATION FORM 
 

Area of Service: Wexford Local Health Office                        
 
Name: ________________________________________________________
  
Date of Birth: ___________________ 
 
Address: ___________________ Male: Female: 
 
 ___________________ PPS No: ___________________ 
  
 ___________________ Phone No: ___________________ 
 

 

Personal Details 
 

Name of Next of Kin: _______________________________________________ 
 
Address: ___________________ Relationship: ___________________ 
 
 ___________________ Home Phone No: ___________________ 
 
 ___________________ Mobile Phone No: ___________________ 
 
Any other interested or significant persons:  _____________________________   
 
 

Previous Experience History 
 

Please outline previous education/placement/training/work experience/employment:  
 

Facility      Start Date  Finish Date   
 
_________________________   __________  __________  
 
_________________________   __________  __________ 
 
_________________________   __________  __________  
 
_________________________   __________  __________ 
 
_________________________   __________  __________  
 
_________________________   __________  __________ 
 
_________________________   __________  __________ 
 
 

mailto:windttultd@eircom.net


 
Reason for referral to Windmill /why you wish to access Windmill:_______________ 
 
___________________________________________________________________ 
 
___________________________________________________________________ 
 
Referred by: _________________________________________________________ 
 

General Information  
 

 
Completed by: _______________________________________________ 
 
 
Date:  _______________________________________________ 

Interests : 

____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________ 
Medication : 

____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________ 

 

Any additional needs that those who may be supporting you should be aware of: 

____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________ 

 

 Any Reports of assessment of needs completed : 

____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________ 

 

Any other relevant information : 

____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________ 

 


