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PRESTON
FITZROY
SUNSHINE
BOX HILL
WANGARATTA
ECHUCA

Victorian  Aboriginal  Community
Controlled Health Organisation Inc.

Aboriginal Cultural Safety
Training

23 FEBRUARY
25 FEBRUARY
2 MARCH

4 MARCH

18 MARCH

20 MARCH

VACCHO

HORSHAM 24 MARCH
TRARALGON 26 MARCH
WARRNAMBOOL 31 MARCH
SWAN HILL 9 APRIL
FRANKSTON 21 APRIL
DANDENONG 23 APRIL
Victorla



Aboriginal Cultural Safety Training for the
Victorian Alcohol and Other Drugs (AOD)
Sector 2015 AOD workforce workshop

Enrolment Form Workshop selection

Please select your first and second preference for the workshop you would like to attend. Please note
that workshops will be capped at 25 people, so it is recommended that you submit your Enrolment

Form at your earliest convenience to secure your prefered location.

Location Date 1st 2nd Location Date 2nd
Preston 23 February Horsham 24 March
Fitzroy 25 February Traralgon 26 March
Sunshine 2 March Warrnambool 31 March
Box Hill 4 March Swan Hill 9 April
Wangaratta 18 March Frankston 21 April
Echuca 20 March Dandenong 23 April
Participant details
Name
Gender

Male Female 'Transgender Other:

Indigenous status

Aboriginal

Organisation
Agency name

Position

Address

Email

Care and Recovery Coordination
Non-Residential Withdrawal

Torres Strait Islander

Dietary requirements

Signature

Counselling
Other:

Aboriginal and Torres Strait Islander l

Catchment

Residential

Phone/Mobile

Date

Non-Indigenous

Intake And Assessment
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