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SPECIAL TREATMENT REGISTER FORM
MOBILE THERAPISTS
(PLEASE PRINT LEGIBLY)
Name of Applicant: …………………………………………………………………
Address: ……………………………………………………………………………...
…………………………………………………………………………………………..
……………………………....................................................................................
…………………………………………………………………………………………..
Qualifications:…………………………………………………………………….....
…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

(Please send in copy of qualification and verification certificates with this form) 

Treatments offered:…………………………………………………………………
…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Do you have Public Liability Insurance?................. YES/NO 

If so please provide a copy.
Please also provide a passport sized photograph.

Signed:





Date:
Print Name:
