IRISH ASSOCIATION OF SPEECH & LANGUAGE THERAPISTS IN PRIVATE PRACTICE

Membership Application Form 2012
All applicants must be current IASLT members prior to being added to the directory

Contact Information: 

(Please print clearly)

PLEASE NOTE THAT THE PRIMARY MODE OF CORRESPONDENCE WILL BE VIA E-MAIL. PLEASE PROVIDE AN E-MAIL ADDRESS THAT YOU CHECK REGULARLY. 

Name: ____________________

2012 IASLT No. _______________







(To be filled in later by IASLTPP membership secretary)

Correspondence Address:

____________________________________________

____________________________________________

Contact Phone Number:

____________________________________________


E-mail Address: 


____________________________________________

Year and Place of Qualification:
____________________________________________

(Please attach validation documentation if qualification obtained from overseas.

Do you have two years or more of full time/equivalent postgraduate work experience in a supervised setting?                               _________

To join IASLTPP, members must have a minimum of two years full time or equivalent postgraduate work experience in a supervised setting. If a Therapist is found to have made a false declaration in this regard, a report will be made to IASLT)

Directory of Speech and Language Therapists in Private Practice

N.B. This directory is available on the internet at www.iasltpp.com

If you wish to be included on this register, please fill out the form overleaf.

I wish to be included on the Private Practice register:
Yes ___
No ___

DECLARATION 

I declare that I have not been and am not now subject to any form of criminal or disciplinary proceedings, either inside or outside of this jurisdiction, and I further declare that I have all appropriate insurance and full legal authority to work in this jurisdiction including all appropriate visas and permissions to work in private practice.  I acknowledge and indemnify in full the 'IASLTPP' for any breach of this declaration, whether the breach is deliberate, accidental or inadvertent on my part. 

Signature: __________________________
Date: ___________

Please return with €90 membership fee (payable to IASLTPP) before 15st February 2012  to IASLTPP, PO BOX NO. 11074, DUBLIN 9.

(Membership applies from January 2012 to December 2012 inclusive)

Practice information that you wish to appear on the website:

Remember that this information is available of the public. If you are practising from home, you may not wish to include your exact home address. Many people just give the general area (e.g. Templeogue).

If your details have not changed since last year, tick the box below (and you don’t need to complete the rest of the form). 


My details have not changed: 
(
Name:





_______________________________________

Private Practice Address:


_______________________________________

_______________________________________

Private Practice Telephone Numbers: 
1. _____________________________________

 

2. _____________________________________

 

3. _____________________________________

Private Practice E-mail Address:

_______________________________________

Private Practice Website Address:      
_______________________________________

Disorders Seen:

Tick the area that you practice in. Please do not include an area if you are unsure whether you wish to practice in it, as it is frustrating for members of the public to call and find that you do not practice in the area you have listed.

Key:
Ch = Child,
Ad = Adult

Specific Language Impairment: 
Ch__ Ad__

Work within Schools:
Ch__ Ad__

Singer’s Voice:
Ch__ Ad__ 


Stroke:
Ch__ Ad__


Progressive illness:
Ch__ Ad__     


Head Injury:
Ch__ Ad__     


Swallowing problems: 
Ch__ Ad__

Stammering:
Ch__ Ad__    


Hearing Impairment:
Ch__ Ad__

Learning Disability:
Ch__ Ad__

Emotional/Behavioural disorders: 
Ch__ Ad__

Dyslexia:
Ch__ Ad__

Voice: 
Ch__ Ad__

Physical Disability: 
Ch__ Ad__

Cleft Palate:
Ch__ Ad__

Speech/Language Delay:
Ch__ Ad__

Autistic Spectrum Disorders:
Ch__ Ad__

Other (detail): _________________________________________________________

Home Visits:


Yes_____
No___

Area Covered: _____________

Medical Legal Work:

Yes_____ 
No_____
Administration Section: To be filled out by IASLTPP Membership Secretary
Membership No: ____________________
Receipt No: ____________________


