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Craft Training Center of the Coastal Bend

Assessment Program
Fax:  (361) 289-0499  (   Phone:  (361) 289-1636
REGISTRATION FORM

Please use one form per session date and time.
Please print clearly—check name spelling and SSN numbers.  Make sure you scheduled for correct test.
Company Name:           


Contact Name:           

Phone:  (     )      
  Fax:  (     )      

Preferred Test Day (Mon.-Fri.)          
 Date:           
 Preferred Test Time:   FORMCHECKBOX 
8:30 a.m.   FORMCHECKBOX 
2:00 p.m.
	Participant(s) First & Last Name
	Social Security Number

or NCCER ID
	Assessment Name

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Please make sure your employees are instructed to go to the correct testing location,

if they are late, due to going to the wrong location, they will need to be rescheduled.
This form must be signed and dated by an Authorized Company Representative or the registration request will not be accepted.
I hereby certify that the employee (s) listed are being registered for Skills Assessment by above listed company as of this date.
                                       
, 20        
.

Signature of Authorized Company Representative

CTCCB Registration Form – Revised 09/26/08
