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Practitioners & Instructors Registration Form 
This information is confidential & for Accreditation Purposes only 

 
 

Please fill this form in carefully, legibly, in BLOCK CAPITALS, using BLACK ink 
 
 

Please complete a new registration form for each therapy to be practised in the centre. 
 
 
 

Personal Details  
 
Surname: _________________________________     Forename(s): _________________________________________________      
 
D.O.B.                         /          /                                         Occupation:  _________________________________________________ 
                                                                                   
Address:  _________________________ __________________________________Town:_________________________________ 
 
Post Code:  ____________________________________Tel. No.  _____________________________________________________ 
 
Mob No.  _____________________________________    e-mail:  ____________________________________________________    
                                                                                                                                            
 

Professional Qualifications Office use Only 

 
Qualification:  ____________________________________________________________   
 
Initials :             ___________________________________   Date        /          / 
 
Training Body:  ___________________________________________________________ 
 
Address:  ________________________________________________________________ 
 
Town:      ___________________________________ Post code:____________________   
 
Tel. No. _____________________________ Mob No.  ____________________________ 
 
e-mail:   _________________________________________________________________  
 

 
Verified                 Yes         No 
 
Copy of Cert.        Yes        No 
 
 
Cert. No._____________________ 
 
 
First aid             yes              no 
 
Cert. no. _____________________ 
 
Renewal Date              /           / 

Professional Body  Office use Only 

 
Name:  _________________________________________________________________ 
 
Address:  _______________________________________________________________ 
 
Town:       ___________________________Post Code:  __________________________    
 
Tel. No:  ____________________________ Fax No.  ____________________________ 
 
 e-mail:  ________________________________________________________________ 
 
 
Membership No:    ________________________   Expiry Date:            /             / 
 
 

 
Verified                Yes          No 
 
Copy of Reg.        Yes          No 
 
No. of Reg. _________________ 
 
INITIALS 
 
 
 
Renewal Date           /          / 
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Certificate of Insurance Office use Only 

Practitioners are required to have their own professional indemnity insurance. 
Please give details of this below. 

 
Company:  _______________________________________________________________ 
 
Address:  ________________________________________________________________ 
 
Town:      ____________________________  Post Code:  _________________________   
 
Tel. No.  _____________________________ Fax. No.  ____________________________  
 
e-mail: _____________________________________ _____________________________ 
 
Policy No. ___________________________    Expiry Date:             /              /  
 

 
Copy of Cert.     Yes           No 
 
 
 
 
 
 
 
 
Renewal Date           /           / 

 

Other Qualifications Office use only 

Qualification                                                                                    Date 
 
 
 
 

Cert. No.                 Copy 

 
 

 Do you have any previous criminal convictions      yes        no    (if yes please give details on separate sheet) 
 

 
ONLY REGISTERED AND APPROVED THERAPIES MAY BE PRACTISED IN THE CENTRE 

 
 
 

Declaration 
 

1. I agree to practice only registered & approved   methods  in  the centre and confirm the above information is correct is complete. 
 

2. I agree to comply with   :- 
 
a.      The Code of Conduct and Guidance to Practitioners issued by the British Complementary Medicine Association (BCMA) 
  
b.      All Codes of Conduct issued by   my Professional Body- while   practising in the KSD Dundee / Healthy Living Centre. 
 
Signed:                                                                                                                                              Date                           /             /  
 
Name (  in  Block Letters)  _______________________________________________________________________ 
 
 
 
 
 
 
 
 
Signature of Confirming Person (KSD Dundee):  ________________________ Date                 /            /   
 
Name (in Block Letters) __________________________________________________________________________ 
 

 
We confirm all relevant checks have been made and the results found to be satisfactory 

 


