PROFESSIONAL MEMBERSHIP RENEWAL FORM 2011 - 2012
PLEASE USE CAPITALS THROUGHOUT AND COMPLETE BOTH SIDES OF THE FORM 

Membership of ADMP runs from 1st April to 31st March and must be renewed annually in order to retain your professional status. Practitioners in the process of upgrading should renew their membership at their current rate.
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A. INFORMATION FOR ADMP UK PURPOSES ONLY

Name:  MERGEFIELD "Title"  
Membership Number: 
Registration Status: 
Professional Qualifications: 
.

	Address for ADMP correspondence

	 MERGEFIELD "Address_5" 




	Home Telephone: 

	Mobile Telephone:

	Email: 


B. Information for Public Contact and Register Purposes
(If you do not want any details published, please leave blank.)
	Address for Public contact purposes

	

	Contact Telephone: 

	Email: 


C. Membership

Professional membership fee              £130.00   
Non Practicing Fee 


£ 45.00    
Overseas supplement 


£ 10.00


Payment can either be made by cheque or by standing order. Standing orders should be made to Association for Dance Movement Psychotherapy UK Ltd. Account Number 11245317, HSBC sort code 40-01-07
Payment frequency (Standing orders only): Yearly  /  Half Yearly  /  Quarterly      (Delete as appropriate)

Payment method: Cheque        

Standing Order

Amount Enclosed:
£                
If paying by cheque you must make a single annual payment.

 D. Insurance

ADMP requires that all practicing members have professional insurance either their own or through their employers.


I enclose a copy of my insurance  
Or:
My employer’s insurance number is 

E. Continuous Professional Development

CPD Declaration: I have read and understood the ADMP criteria on CPD which I have fulfilled for the membership year April 2009 to March 2010. I agree that ADMP can inspect my CPD log and records at seven days notice. (Do not send your log unless requested.)
Signed: 







Date:
F; Supervision

It is a professional expectation that clinical practice will be supervised at a ratio of twenty clinical hours to one supervision hour

Supervision Declaration: I am in regular supervision with   
 ……………………………………………..

at a level commensurate with my clinical hours and responsibilities.

Signed: 







Date:

G. Code of Practice

Code of Practice Declaration: I have read the ADMP UK Code of Professional Practice (Revised 2010) and I agree to abide by the Code in my professional practice 

Signed: 







Date:

Data Protection Authorisation

I understand that the information that I have provided above will be used to produce Directory of ADMP members and will be made available to the public.  I hereby give my authorisation for these details to be included in the ADMP Directory until such time as I inform ADMP to the contrary.  All other information held by ADMP will be used only for the purposes of intra-professional communication.

	SIGNED:


	DATE:


ALL APPLICATIONS, TOGETHER WITH REMITTANCE TO BE RETURNED TO:-

The Administrator, 32 Meadfoot Lane, Torquay, TQ1 2BW

Company No. 01646790 Company Limited by Guarantee.   www.ADMP.org.uk   e-mail: admin@ADMT.org.uk






