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Please complete this form in BLOCK CAPITALS using a black ink pen.  Once you’ve completed this application form, please take a photocopy of it and all of the supporting documents for your own records.  

Your Title:



Mr:__    Mrs: __    Miss __   Ms __    other (pls specify) ______________

Your First Name


_____________________________________________

Your Last Name/Family Name

_____________________________________________

Standards of Practice: Checklist

	SECTION A – Standard Statement – please indicate your agreement to the following statements:


	Please

Initial

	· I have read & agree to abide by the BCTC Code of Ethics
	

	· I have read & agree to abide by the BCTC Standards of Practice
	

	· I have read & agree to abide by the BCTC CPD standards
	

	

	2.   Where do you conduct your treatments or practice?  (e.g. Centre/Clinic/Rented space/Home office)  
       Please provide details:



	

	3.   What facilities do you provide for your clients?                                                                                                      (A3)


	

	4.   Do your treatments require the removal of any clothing?                                                                                    Yes/No  
      Please provide further details 


	

	5.   Have you ever refused treatment to a potential or existing client?                                                                       Yes/No  
      If yes, please give further details – use separate sheet, if necessary                                                                     (A4)
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	6.          Does your current publicity literature, advertising your treatments/services, specify which professional organizations you are a member of?  Please include copies with your application                                        (A7)     


	

	7.
Do you have a clearly defined complaints procedure for clients if they are dissatisfied with the treatment they receive?   
Please provide a copy with your application                                                                        (A7)  


	

	8.
What steps do you take to ensure client confidentiality – whether in your own practice or dealing with other healthcare professionals?  Please provide a detailed description, use a separate sheet if necessary          (A8)    


	

	9.
Are you ever required to obtain informed consent on behalf of your clients before you can offer treatments?  Yes/No    If yes, please give further details – use a separate sheet if necessary                                      (A10/11)  


	

	10.
Are ALL the therapies you practice or utilize in your treatments fully covered by your practitioner insurance? Yes/No
                                                                                                                                                        (A13)
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	11.
Are you currently engaged as a ‘student practitioner’ in any therapies?                                                    Yes/No

Have you informed your insurance company?                                                                                           Yes/No

                                                                                                                                                                                   (A13)



	

	12.
Have you ever been arrested or convicted for an offence or crime?  
                                              Yes/No 

If yes, please give further details – use a separate sheet if necessary
                                                (A1)



Name: ……………………………………………………………………
Date: …………………………………………….
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1.    Please provide blank sample copies of all forms you use in your work   

E.g. client consultation sheet

Personal history details

Treatment record form (inc aims & objectives)

Treatment plan

Client declaration form

Information sheets given to clients regarding aftercare etc     



	2.   What steps / procedures do you follow for preparing you and/or your treatment room for each new client?
(B4)

       E.g. Wash your hands, Tidy room, Adjust room temperature, Refresh linens & paper sheets


Remove tissues/empty bins etc


	3.  What assessment procedures do you use to determine your client’s need for treatment?                                       (B6)  

      Please provide further details  e.g. any form used, a written description etc



	4.  What evaluation procedures do you use to determine the effectiveness of your treatments with your clients?

     Please provide further details  e.g. any form used, a written description


	5.  Are your clients’ personal data/ treatment records kept in a secure location?                                                    Yes/No                                                

     Please provide further details                                                                                                                                (B12)



Name: ……………………………………………………………………
Date: …………………………………………….
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	1.
Please provide copies of all qualification certificates for any therapies that form part of your therapeutic skills
(C1)


	2.
What activities do you plan to participate in to maintain the development of your skills & knowledge regarding your therapy during the coming year?
(C2 - 5)

Please provide details by completing the Continuing Professional Development form provided (Appendix: – CPD Planning Sheet)


	3.
What activities or training have you completed in the previous 12 months?  (C2 - 5)

Please provide a brief summary on a separate sheet


	4.
Do you subscribe to any professional journals/web-based information sources that relate to your therapy?     Yes/No                                      

                                                                                                                                                                                      (C6)
If yes, please provide further details – use a separate sheet, if necessary


	5. 
What monitoring or evaluating procedures/guidelines do you follow?                                                                    (C7)
       e.g. client feedback/supervision/mentoring/coaching


Please provide further details – use a separate sheet, if necessary


	6.
Do you maintain financial records for your business?                                                                                  Yes/No    
                                                                                                                                                                                      (C8)



Name: ……………………………………………………………………
Date: …………………………………………….
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Appendix:  CPD Planning Sheet

Name:
__________________________________________   CPD for Year Ending:
    ___________
Please print extra copies of this sheet if required
	Time Period
	From:
	To:

	Review my current position and identify areas for further work/development

	Create a plan with my aims and objectives

	Identify learning and support needs

	Create a realistic timetable

	Review in 1 month / 2 months / 3 months / 4 months 
…………………………………………………………  (make note of date in diary)

	How am I doing?
	Do I need some support?
	Who could I contact?

	…………………………………………
	………………………………………
	…………………………………….























SECTION B – THERAPEUTIC PROCESS











SECTION C – SKILLS & COMPETENCIES OF A PRACTISING THERAPIST














BCTC Registrations			Contact Info:


P O Box 5122				Email:	contact@bctcvsr.org.uk


Bournemouth				Tel No: 	0845 345 5977


Dorset, 	BH8 0WG			Website:	� HYPERLINK "http://www.bctcvsr.org.uk" ��www.bctcvsr.org.uk�
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