FirstAssist Services Limited
Associate Recruitment Application Form

PLEASE COMPLETE IN BLOCK CAPITALS

PERSONAL DETAILS
Surname

____________________________________________________________ Dr / Mr / Mrs / Miss / Ms

Forename
_________________________________________________________________________________

Date of birth
_________________________________________________________________________________

Home Address
_________________________________________________________________________________



_________________________________________________________________________________

_________________________________________________________________________________

County                 ______________________________________         Postcode ______________________________

*Telephone: 
Home__________________________________
Work:   _______________________________



Mobile:  _______________________________

*Please ensure all contact numbers have a secure answering facility and show which number may be used by clients.

E-mail address:     ______________________________________
Fax:
_______________________________

Nationality            ______________________________________         Mother tongue:  _________________________

Any languages you can confidently provide counselling in:  _______________________________________________

Any languages you can provide a counselling assessment in: _______________________________________________

COUNSELLING QUALIFICATIONS (please enclose copies of all certificates) List the most recent

	Dates of training
	Name of Institution
	Qualification
	Date qualification awarded

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


No of counselling hours:  Pre qualifying _______________________ Post qualifying ___________________________

PROFESSIONAL DETAILS   List the most recent

	Start/end dates
	Name & telephone number of employer
	Job Title
	Duties

	
	
	
	

	
	
	
	

	
	
	
	


FURTHER TRAINING 
Please enclose copies of certificates of training in the following areas.
	
	 Course length    
	Course Provider
	Course Date

	Adolescents
	
	
	

	Adults
	
	
	

	Elderly
	
	
	

	Couples
	
	
	

	Family
	
	
	

	Substance misuse
	
	
	

	Addictions
	
	
	

	Organisational Issues 
	
	
	

	Supervision
	
	
	

	Bereavement
	
	
	

	Critical Incident Debriefing
	
	
	

	Trauma Management 
	
	
	

	PTS
	
	
	

	Mediation
	
	
	

	EMDR
	
	
	

	Coaching
	
	
	

	CBT
	
	
	

	Group Work
	
	
	

	Training 
	
	
	

	Short Term/Brief counselling model
	
	
	

	Solution Focussed Therapy
	
	
	


PRIVATE PRACTICE

Date of commencement of private practice: - ___________________________________________________________

Number of private clients seen since above date: - _______________________________________________________

Number of clients seen in the past 12 months: - _________________________________________________________

Addresses of counselling locations: -

1.________________________________________

2.____________________________________

_________________________________________  

_____________________________________ 

_________________________________________  

_____________________________________  

_________________________________________  

_____________________________________

_________________________________________ 

 _____________________________________  

SUPERVISION

Supervised Counselling hours in total: ________________________________________________________________

Current Supervision arrangements and frequency: _______________________________________________________

_______________________________________________________________________________________________

How long have you been with your current supervisor?    _________________________________________________

What are your supervisor’s qualifications?   ____________________________________________________________

References: -

Please provide the names and addresses of two referees within your profession that we have permission to contact.  The first of which must have been your clinical supervisor for a minimum of one year: -

Name
_____________________________________________

Name____________________________________________________

Address________________________________________________

Address__________________________________________________

_______________________________________________________ 

_________________________________________________________

_______________________________________________________ 

_________________________________________________________

_______________________________________________________ 

_________________________________________________________

Postcode        ____________________________________________

Postcode       ______________________________________________

Telephone      ____________________________________________

Telephone     ______________________________________________

Position held _____________________________________________

Position held ______________________________________________

Qualifications                                                                                                       Qualifications 

/Professional Accreditations                                                                               / Professional Accreditations 
________________________________________________________    
________________________________________________________
Dates ___________________________________________________

Dates ___________________________________________________

Professional Standing

BACP, UKRC, BABCP, BPS or other relevant professional body membership number 

________________________________________________________________________________

________________________________________________________________________________

Are you accredited by any of these awarding bodies? ___________________________________________

If not, are you be eligible for BACP accreditation? ___________________________________________

INDEMNITY INSURANCE
It is a requirement that all FirstAssist Associates have Professional Indemnity Insurance.

Name of your Insurer ______________________________________________________________________________

Policy number __________________________
Expiry date _____________________________

TRAINING / EXPERIENCE AND THERAPEUTIC APPROACHES USED FOR TIME LIMITED COUNSELLING

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

REFERRAL INFORMATION

Are there any types of cases you do not want to have referred to you?
YES / NO
If yes, please explain.

________________________________________________________________________________

________________________________________________________________________________

__________________________________________________________________
CRIMINAL RECORDS BUREAU

Have you been subject to CRB Disclosure in the past 12 months?       YES / NO* If yes, please give details

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

* If no, you will be required to do so by FirstAssist Services Ltd prior to completion of the recruitment process 

Notwithstanding the provisions of the Rehabilitation of Offenders Act 1974 have you, at any time, had criminal convictions recorded against you?
YES / NO If yes, please provide details below.

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

Please make full disclosure of any other matters which would in any way be material to the Company in assessing your suitability for the provision of Face to Face Counselling to the Company’s clients. (For the purpose of this clause, examples of such material conduct would be allegations of misconduct involving clients, their family or dependants, breaches of the Code of Ethics of the British Association for Counselling or the British Psychological Society, dismissal from previous employment or assignments following allegations of misconduct or breach of the codes, and any illness or disorders which would in any way be likely to affect your ability to provide effective and professional counselling services. These are by way of example only, and in the case of any doubt as to the necessity to disclose information, such doubts should be exercised in favour of disclosure.)

If there is nothing to disclose, please write ‘N/A’

_______________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

NON-COUNSELLING EXPERIENCE/QUALIFICATIONS e.g. Stress Management trainer, Clinical Supervisor, CQSW, Nursing, Teacher.

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
Do you have a plan for management of your clinical work in an emergency?  If yes – please describe: -

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

The above information is true to the best of my knowledge and belief.

Signed: ___________________________________________
Date: ____________________________________

Information about Consultation Premises – please copy if more than one premises
(Please attach a photograph of your counselling room and one of the entrance(s) to your premises)

	Counselling Address:

Other geographical areas you provide counselling in:

Telephone: Home:                                      Work:                                       Mobile:




Please describe the following:
	Description of counselling premises e.g. office / hospital / private house / counselling centre/ other: 



	Access to the premises: (e.g. public transport, parking availability etc):



	The building and its location: (e.g. private house, suburb, counselling centre, GP surgery, flat above other premises etc)



	The access to consulting room: (e.g. public transport, parking availability etc and any access limitations should also be noted):



	The consulting room and its contents:  (e.g. décor, layout, privacy)



	WC/hand washing facilities:



	Do you have a waiting area:



	Secure storage facilities for client records:



	Client contact facility: (e.g. business line, secure answering facility – able to respond within 24hrs)



	Available to take calls about referrals day, eve & w/ends



Returning this form:

Return this form by email 

CounsellingAssociateRecruitment@firstassist.co.uk 
M
Return this form by post
FAO: The Associate Recruitment Desk, Counselling Department, FirstAssist Services Limited, Wheatfield Way, Hinckley

Leicestershire, LE10 1YG.
DCS11
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