SOUTH AFRICAN NEURODEVELOPMENTAL THERAPY ASSOCIATION
BASIC 8 WEEK PAEDIATRIC BOBATH / NDT COURSE   2011
APPLICATION FORM

NAME AND SURNAME:  
POSTAL ADDRESS: 

TELEPHONE (H)                                               (W)
FAX:



       E-MAIL ADDRESS:
PROFESSION:



    TRAINING INSTITUTION:

YEAR OF QUALIFICATION:

  HPCSA REG. NO: (If working in RSA)

Professional insurance and liability cover?  

CLINICAL EXPERIENCE

I currently work full-time                  part-time                 Number of hours/week 
CURRENT EMPLOYMENT (Name, location): 
Length of time in your present job? 

How long have you been treating children / young persons who have cerebral palsy / other neurological conditions? 

Do you currently have children with CP on your caseload    YES            How many/wk?           NO 
(NB. YOU ARE REQUIRED TO CLEARLY INDICATE THE ABOVE INFORMATION) 


Do you have colleagues who are Bobath/NDT -trained?       YES             NO 
Are you responsible for supervising and/or training other therapists? 
YES                NO              (Please comment if applicable.) 


Do you plan to return to the same employer after the course? 
YES                NO               If NO please state your intentions for future work: 

YOUR NAME AS YOU WANT IT PRINTED ON THE CERTIFICATE: 

Signature of Applicant:




           Date: 


Thank you for completing this application form. This information, needed for the purposes of participant selection onto the course, will be held in confidence. 

Please send your completed form directly to:
Mary Murray

Address: P. O. Box 2159, Boksburg, 1459 Johannesburg 
e-mail: mdpmurray@live.com
Tel : 	(083) 462 6240


Fax : 	(011) 892-3893














