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PRIMARY/SECONDARY TRAINING PROVIDER DETAILS
	Trading Name: 
	 

	Legal Name:
	 

	Company Registration  Number: 
	

	Legal Status:
	Closed Corporation  FORMCHECKBOX 

	Pty (Ltd)    FORMCHECKBOX 


	SDL Number:
	

	Postal Address:
	
	Code:
	

	Physical Address:
	
	Code:
	

	Geographic Area:
	
	Metropolitan Area
	

	*Name of Primary SETA:
	

	*Accreditation Number:
	

	*Accreditation Type:
	Full Accreditation  FORMCHECKBOX 

	Provisional Accreditation  FORMCHECKBOX 


	*Accreditation Start Date:
	

	*Accreditation End Date:
	

	Provider Class:
	Delivery Site  FORMCHECKBOX 

	Assessment Site  FORMCHECKBOX 
 
	Delivery & Assessment Site  FORMCHECKBOX 


	Provider Type

	Employer  FORMCHECKBOX 

	Training  FORMCHECKBOX 

	Education  FORMCHECKBOX 

	Education & Training  FORMCHECKBOX 

	Development Enterprise NGO  FORMCHECKBOX 



*Only applicable to secondary providers
Contact People:

	Primary Contact Person

	Name:
	
	Title:
	

	Surname:
	
	Gender:
	

	RSA ID Number: Please attach an ID copy
	
	Equity:
	

	Alternative ID No. Please attach an ID copy
	

	Home Language:
	

	Citizen Residence Status: 
	

	Nationality:
	

	Current Occupation:
	

	E-mail Address:
	

	Contact Number:
	

	Fax Number:
	


	Secondary Contact Person

	Name:
	
	Title: 
	

	Surname :
	
	Gender:
	

	RSA ID Number: Please attach an ID copy
	
	Equity:
	

	Alternative ID No. Please attach an ID copy
	

	Home Language:
	

	Citizen Residence Status: 
	

	Nationality:
	

	Current Occupation:
	

	E-mail Address:
	

	Contact Number:
	

	Fax Number:
	


*Please note that this form must be accompanied by the below mentioned documents. Failure to do so will result in the provider not being registered on BANKSETAs  SETA Management System. 
	Checklist
	Submitted

	Proof of company Registration
	 FORMCHECKBOX 


	Tax Clearance Certificate 
	 FORMCHECKBOX 


	Proof of physical address 
	 FORMCHECKBOX 


	Copy of accreditation letter from the primary SETA
	 FORMCHECKBOX 


	Copy of an accreditation certificate from the primary SETA
	 FORMCHECKBOX 


	ID Copies for the 2 contact people
	 FORMCHECKBOX 


	Declaration of authenticity signed
	 FORMCHECKBOX 



*DECLARATION OF AUTHENTICITY BY PROVIDER REPRESENTATIVE

This section must be completed by the provider primary contact person

	I __________________________ hereby declare that the documents supplied are true and correct. 

__________________________                 _____________________________

 Signature of Training Provider Rep.                 Training Provider Name 

___________________

Date
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Thornhill Office Park, Block 22, 94 Bekker Road, Midrand, 1685 011 805 9661 011 805 8348 086 102 0002 0800 205 054
PO Box 11678, Vorna Valley, 1686

ENABLING SKILLS DEVELOPMENT IN THE BANKING AND MICROFINANCE SECTOR
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