
 
 
 
 

Professional Skills Training  
Referral Form 

 
 
Trainee Name ____________________________________    Home Phone _______________ 
Address _________________________________________    Message Phone _____________ 
City ____________________________   State _____________________     Zip _____________ 
Student Identification Number ___________________________ Date of Birth ______________ 
(SSN or Assigned Student Number)     
Skills Training Job Title _________________________________________________________ 
Physical Limitations/Disability ____________________________________________________ 
 
Training Site __________________________________________________________________ 
Skills Training Supervisor ________________________________________________________ 
Address _____________________________________________ Phone Number ____________ 
City __________________________ State ____________________  Zip___________________ 
 
Vocational Consultant __________________________________________________________ 
Agency _______________________________________________________________________ 
Address ___________________________________________ Phone _____________________ 
City __________________________ State ____________________ Zip ___________________ 
 
Length of Training 
From (month/day/year) _______________________ To (month/day/year) __________________ 
Are related classes part of the plan?                 Yes   No   
Monthly incentive to employer?            Yes   No  
Insurance Carrier _________________________________ Claim Number _________________ 
 
NOTE:  Please attach to this form: (1) Authorized Training Plan; (2) Proposed Skills  

Training Curriculum; (3) Authorization for payment (AFP). Thank you! 
 
Mail to: Lane Community College 

ATTN: Chuck Fike 
4000 E. 30th Avenue 
Eugene, OR 97405-0640 


