MORENCY

 

Stress Management Consultants
34 Plymouth Road, Barnt Green, Birmingham, B45 8JD
t: 0121 445 5107
e:enquiries@morency.co.uk

w: www.morency.co.uk 
Application Form for Therapist

All information contained within this document is given in strictest confidence and forms the basis of any agreement entered into between the Therapist named and Morency. 

General

	Name


	                     

	 Address

Postcode
	

	Daytime tel no


	

	Evening tel no


	

	Mobile tel no


	

	Email address


	

	Date of Birth


	

	Nationality


	

	Languages spoken


	


Availability – Please place an ‘x’ for the times you are available to work.

	
	MON
	TUES
	WED
	THURS
	FRI
	SAT
	SUN

	8am
	
	
	
	
	
	
	

	9am
	
	
	
	
	
	
	

	10am
	
	
	
	
	
	
	

	11am
	
	
	
	
	
	
	

	12pm
	
	
	
	
	
	
	

	1pm
	
	
	
	
	
	
	

	2pm
	
	
	
	
	
	
	

	3pm
	
	
	
	
	
	
	

	4pm
	
	
	
	
	
	
	

	5pm
	
	
	
	
	
	
	

	6pm
	
	
	
	
	
	
	

	7pm
	
	
	
	
	
	
	

	8pm
	
	
	
	
	
	
	

	9pm
	
	
	
	
	
	
	


Professional Indemnity Cover

	Insurer*
	

	Start date + End date
	

	Limit of Indemnity
	


*(If selected we will need a copy of your current insurance certificate)

Professional details

	Highest qualification
	

	Training organisation
	

	Training duration
	

	Date qualified
	

	Number of years in practice since qualification
	

	Approximate weekly caseload over the past 3 months
	

	Other relevant qualifications (+ date)
	

	Accreditations*
	

	Membership of Professional bodies (+ type)
	

	Code of ethics subscribed to
	

	Health care provider (please underline)
	BUPA / AXA PPP / WPA / Signa / Pru Health, None


*(If selected, we will need a copy of the current accreditation certificate)

Areas of expertise (place an ‘X’ where it is relevant)

	Adult
	

	Child 
	

	Adolescent
	

	Older Adults
	

	Couples
	

	Groups
	

	Abuse
	

	Alcohol and Substance misuse
	

	Anxiety/Stress
	

	Anger issues
	

	ADD / ADHD
	

	Autism
	

	Bi-polar disorder
	

	Bereavement
	

	Eating Disorders
	

	Fertility
	

	Forensic
	

	General Health Problems
	

	OCD
	

	Personality Disorders
	

	Phobias
	

	PTSD
	

	Psychosis / Schizophrenia
	

	Relationship difficulties
	

	Self Esteem
	

	Self harm
	

	Sexual problems
	

	Sleep Disorders
	

	Somatoform Disorders
	


Therapeutic Modalities (place an ‘X’ in the relevant category)

	
	Main orientation
	Use sometimes
	Rarely use 
	No training

	CBT
	
	
	
	

	REBT
	
	
	
	

	DBT
	
	
	
	

	Humanistic
	
	
	
	

	Integrative
	
	
	
	

	Psychodynamic
	
	
	
	

	Psychoanalytic
	
	
	
	

	Systemic
	
	
	
	


Assessment Provision

	Length of experience in providing assessments
	

	Type of diagnostic classification used (e.g. DSM, ICD10)
	


Current supervision arrangements

	Frequency (please underline)
	Weekly / fortnightly / monthly

	Length of supervision session
	

	Style
	Individual / peer / group / other

	Main supervisor
	


Other experience

	Experience of telephone counselling
	

	Experience of brief therapy
	


	Please let us know where you heard about Morency (internet, advertising, recommendation etc)
	


 References – please supply the name of two references whom we can contact:

	Name:

Address:

Tel:
	Name:

Address:

Tel:


I confirm that the above details are accurate and true

	Signed*
	

	Date
	


*(no need to sign if sending by email) 
