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	Application Form for Supervisor Accreditation



The Assessors Panel reserves the right to return your application form and to seek additional information where there is lack of clarity in the application.  

Incomplete or illegible applications will be returned.
	BLOCK CAPITALS PLEASE
Section A:


	 Forename(s):
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
	Surname:
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

	 Title:
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
	Date of Birth:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

	Address:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
	Telephone No:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Email:
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

	The applicant must be an accredited and fully paid up member of COSRT and have been an accredited member for a minimum of two years (Criterion 1).

	Membership No:  . . . . . . .
	Accreditation No:  . . . . .  . . .
	Date of Accreditation:  . . . . . . . . 

	Section B:  Please provide details of training then tick boxes as appropriate:


	1.
	Please give details of all training in Supervision with dates, level of award, credits etc (Criterion 2):

Course Title:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Institution:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Dates:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Level of Award:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Credits:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..

Other Information:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Course Title:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Institution:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Dates:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Level of Award:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Credits:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Other Information:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Please use a separate sheet if necessary.

	2.
	COSRT Supervisor Training Day (Criterion 2.ii a):

Please include evidence of attendance.
	Yes
	No

	3.
	Presentation of Case Study (Criterion 2.ii b):


	Yes
	No

	4.
	Eighty hours of supervision completed with two or more practitioners during a two-year period prior to this application (Criterion 3):
	Yes
	No

	5.
	Forty of the eighty hours completed in the supervision of sexual and relationship work with two or  more practitioners (Criterion 4):
	Yes
	No

	6.
	Minimum of six hours of supervision of applicant’s supervision per year (Criterion 5):
	Yes
	No

	7.
	Applicant must be a practicing therapist in sexual and relationship therapy (Criterion 6):
	Yes
	No

	8.
	Applicant must have insurance cover for undertaking clinical supervision (Criterion 7):
	Yes
	No

	9.
	Name and address of supervisor/consultant colleague from whom a reference will be sought (Criterion 5):

Name:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Address:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

	Please return your application form and THREE copies to COSRT, PO Box 13686, London, SW20 9ZH, enclosing:
•
Four copies of your CV;

•
Four copies of documentation confirming successful completion of the training you have undergone;
•
Four copies of your Log;
•
Four copies of your Case Study (if required);
•
Four copies of your insurance document showing cover for supervision;.

•
The processing fee of £150. Please make your cheque payable to COSRT and payment must be in Pounds Sterling.
Please collate your documents into FOUR complete application packs before sending. Please do not bind the packs.

	Please read the following before signing the Application Form.
•
I DECLARE that I have never been convicted of any sexual offence.

•
I CONFIRM my commitment to maintain ongoing supervision/consultation, continued professional development and annual audit for the duration of the Supervisor Accreditation or until such time as I discontinue clinical supervision practice and I undertake to notify the College accordingly and return my certificate

•
I CONFIRM I have not been debarred from another therapy organisation.

•
I CONFIRM that all the above statements are true and I agree to abide by the Governing Documents of COSRT.
Signed:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Date:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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