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LCSP REGISTER

of Remedial Masseurs and Manipulative Therapists

38a High Street, Lowestoft, Suffolk NR32 1HY

Tel: 01502 563344   :   Fax: 01502 582220
Email: admin@lcsp.uk.com  :   Website: www.lcsp.uk.com
APPLICATION FORM FOR
MEMBERSHIP OF LCSP REGISTER
	PERSONAL DETAILS
Surname:



Forename:



Date of Birth:
Title:




Dr. Mr. Mrs. Ms. Miss. (please circle as appropriate)

Address:

Tel / Fax home:



Tel / Fax work:                                             

Mobile Phone:



Email:

Therapy qualifications, and dates obtained (please state - use separate sheet of paper if necessary):
[ ] Full time Therapist     [ ] Part time Therapist

State any other occupation(s):
Practice address and contact details if different from above:

           


	TRAINING
Do you have a valid CPR / First Aid certificate:       [ ]  Yes  [ ]  No 

Date of Expiry:

Please enclose a copy of your CPR / First Aid certificate, (CPR / First Aid courses in which the delegate has been assessed for competency will only be accepted. Courses which are attendance only are not acceptable).

Name of Therapy School, College, University attended:

Address:




Postcode:

Date of attendance:  
From:


To:

[ ] Full time study  [ ] Part time study  [ ] Distance learning

Course Title(s):




Academic contact hours:

Self directed learning / home study  hours:

Accrediting body: 
Please enclose copies of all certificates and any other evidence of training.




	MEMBERSHIP
Membership category / categories applying for:

[ ] Remedial Massage Therapy

[ ] Manipulative Therapy 

[ ] Osteopathic (must be currently registered with GOSC)     Reg No: ………………………… 
[ ] Chiropractic (must be currently registered with GCC)       Reg No: …………………………
[ ] Physiotherapy (must be currently registered with HCPC)  Reg No: …………………………
[ ] Full Member  [ ] Associate Member [ ] Affiliate Member [ ] Student Member

Uninsured membership. This membership is for practitioners who wish to arrange their own insurance.
Please Note: These members are required to enclose proof of their insurance upon application, and also at their annual renewal.

Membership with LCSP reduced block rate insurance scheme. Please tick this box to receive further information [  ].
Please note: Your insurance will be invalid if you are not a fully paid up member of the LCSP Register. This includes a lapse in membership by renewals not being received by the due dates given.



	Referees: Please obtain signatures of two independent professional persons, at least one of them who must be a practicing healthcare professional.

	Name:

Occupation:

Address:

Postcode:

Telephone No:

Email:

Signature:

Date:


	Name:

Occupation:

Address:

Postcode:

Telephone No:

Email:

Signature:

Date:


	DIRECTORY OF THERAPISTS

I wish to be included on both the LCSP Register website and also the hard copy of the Directory of Therapists.

[  ] YES          [  ] NO




	MEMBERSHIP CERTIFICATE
I wish my name on the LCSP Register certificate to be inscribed thus:

__________________________________________________________________________
And understand that it remains the property of the LCSP Register and must be returned to them if for any reason I do not continue my membership.




	CONTINUING PROFESSIONAL DEVELOPMENT
I enclose samples of my up to date CPD from my CPD portfolio; [  ]
I am interested in the following subjects for post-graduate study:

I have other skills and training which may be of use to the register, (please state - use a separate sheet of paper if necessary):
The LCSP Register has a mandatory requirement for every practicing member to undertake 20 hrs CPD each year once entered onto the register.




	MISCELLANIOUS

Please state where you heard about the LCSP Register:




	PAYMENT DETAILS

I include payment for the following:

[  ] Student membership fee

£25-00

[  ] Affiliate membership fee

£80-00

[  ] Associate membership fee

£130-00

[  ] Full membership fee


£130-00

[  ] Overseas student fee


£15-00

[  ] Overseas Full / Associate fee

£80-00

Total included £



[  ] cheque
All cheques should be made payable to: LCSP Register




	DECLARATION

I hereby wish to apply for membership of the LCSP Register of Remedial Masseurs and Manipulative Therapists for the year 2018. I have read and understood the objects, aims and rules of the organisation and agree to be bound by them. I have never been convicted of a criminal offence, nor is there a case pending against me. I have no outstanding insurance claims against me. I am in good health and there is no medical, emotional or psychological reason why I should not work as a safe and effective therapist.

[  ] Yes   [  ] No : I agree to be included in the directory of therapists  

[  ]  Yes  [  ] No : I give permission for my name, telephone number and area to be made public in 


 response to referrals.                                   

I also give permission for my details to be kept on the LCSP Register database adhering to the Data Protection Act.

The information given on this form is correct to the best of my knowledge. I understand that I will apply to renew my membership again by 1st March 2019.

Name:                                      

   Signed:                                   


  Date:

  


	CHECKLIST
Please ensure you have included the following:

[  ] Application form with referee signatures

[  ] Copy of current First Aid certificate

[  ] Copies of Academic Qualifications and course structure details

[  ] Copies of recent CPD activity, certificates, course outlines, synopsis etc.

[  ] Method of payment




	FOR OFFICE USE ONLY

Cheque amount:                                     
 
Date received:

To be interviewed / examined by:

Application presented to council on :

Acceptable for LCSP Register membership:  
[  ] YES  [  ] NO

Any special conditions of offer:


[  ] YES  [  ] NO
Included on database:



[  ] YES  [  ] NO

Included on website:  



[  ] YES  [  ] NO

Letter sent:                 



[  ] YES  [  ] NO

Certificate sent:          



[  ] YES  [  ] NO

Name: ___________________________  Signed: _________________________​​​​​​​​​_ Date: ________________ 

           On behalf of LCSP Register
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