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10 Broome Street, South Perth Western Australia 6151 •  
L ADDRESS: PO Box 409, South Perth Western Australia 6951

Telephone (08) 9217 2500 •Fax: (08) 9217 2599 
E-MAIL: support@dsf.net.au 
UEST FOR A DYSLEXIA-SPELD TUTOR 
xia-Speld Foundation WA (Inc) entitles you to access the Foundation’s tutoring service 
 arrange a tutor for you.  Upon receipt of your membership payment and details, along 

 will contact you with names and phone numbers of qualified tutors. 

ly rate for a DSF tutor is between $45 and $60.  This is a private contractual 
u and the tutor.  The tutoring is, however, monitored by DSF with regular reports 
e DSF Tutor Manager.  In order for this arrangement to continue and to ensure that full 

ined it is important that you renew your membership with the Foundation each year. 

 once tutoring has commenced, we would be more than happy to discuss these with 

ontact are unavailable please let us know.  If you are unable to make a match please 
ptions. 

AME:  ……………………………………............................. 

……………………………AGE:……….DATE OF BIRTH:……………………… 

…….………………………………….…………………..  POSTCODE: …………. 

) ….…….………………….… (h)…………………………(w)……………………….  

………………………………….…   YEAR:  ………..…… 

G TO TAKE PLACE IN YOUR CHILD’S SCHOOL YOU MUST FIRST HAVE SCHOOL 

OOL ADDRESS:……………………………………………………………………… 

     Maths    

     Concentration   

     Behaviour   

     Organisation   

     Other …………………  

SSESSED BY: 

     Occupational Therapy  

     Paediatrician   

     Other    

 the last 2 years: Yes / No  ………………………………… 

in the last 2 years: Yes / No  ………………………………… 

   Membership Date            RN 

 Location:   Phone No.: 

_/_______/_______             Initials of person giving names:…………… 


	REQUEST FOR A DYSLEXIA-SPELD TUTOR
	PARENT’S / CARER’S NAME:  ……………………………………....................
	CHILD’S NAME:  ………………………………………AGE:……….DATE OF BIRTH:……………………



