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                   Otago Exercise Programme Leader’s Award
    APPLICATION FORM
(Please complete this application form in full using BLOCK CAPITALS)

	Course Location  
	

	Course Code and Start Date 
	


	Forename:
	Surname:


	Home Address  _____________________________________
____________________________________________________

_____________________________________________________
_____________________________________________________
Postcode  __________________________________________
Home Tel No: _______________________________________
Mobile Tel No: ______________________________________
Home e-mail :________________________________________
	Work Address ______________________________________
_____________________________________________________

_____________________________________________________


_____________________________________________________

Postcode ___________________________________________
Work Tel No: ________________________________________
Work Mobile: _______________________________________

Work e-mail: ________________________________________


	Address for results to be sent:-



Home


Work
	Date of Birth:
	

	
	Gender:
	


	Current Occupation and Related Qualifications

	Current Occupation
	Current Work Setting 
	Current Related Qualifications

(Refer to LLT’s ‘Eligibility & Guidelines’) 

	Please tick all applicable boxes
	Please tick all applicable boxes
	Please tick all applicable boxes

	Exercise Physiologist
	
	Primary Health Care Trust
	
	Peer Mentor/Motivate Me
	

	Physiotherapist
	
	Hospital
	
	Chair
	

	Physio Assistant
	
	Nursing Care Home
	
	PSI
	

	Occupational Therapist
	
	Residential Care Home
	
	STROKE (EfS)
	

	Nurse 
	
	Community Health Care
	
	BACPR
	

	Exercise Instructor
	
	Leisure Setting
	
	Extend /KFA /LAY
	

	Please state name & Level of highest qualification:
	GP Practice
	
	CYQ (Seniors)
	

	Level 2
	
	Other (Give detail in box below)
	
	Other (Give detail in box below)
	

	Level 3
	
	
	

	Level 4
	
	
	

	Terms and Conditions & Eligibility

	The information that I have provided is, to my knowledge, correct and I have read and accept the Terms and Conditions related to this course.  I also confirm I fulfil the eligibility criteria for this course of study and will bring my own pair of ankle weights to my enrolled Otago Course.  
Signed                                                                                                            Date

   


	Medical & Additional Learning Support Statement 
Any additional learning support must be advised on this Application Form and discussed with LLT prior to the  course start.

	Candidate’s Medical Statement
(This statement must be signed
and boxes ticked as appropriate)

 FORMCHECKBOX 
        I have a latex allergy
 (state the severity below)
	 FORMCHECKBOX 
     I confirm that, to my knowledge, I have no medical condition or physical 
          disability that precludes my taking part in the practical aspects of this physical 
          training course for frailer older people.   

 FORMCHECKBOX 
       I do have a medically confirmed condition or physical disability and 
           enclose details below.
Signed:  ________________________________________________________


	Candidate’s Learning Support
such as dyslexia, visual/hearing impairment etc requiring support

(This statement must be signed

and boxes ticked as appropriate)
	 FORMCHECKBOX 
      None

 FORMCHECKBOX 
      I may require additional learning support as noted below.
Signed:  _______________________________________________________


Please add below, the details of your medically or professionally confirmed condition or physical disability and advise of requested additional learning support that you may require.  

Later Life Training Ltd will provide all reasonable support where notice of support requirements are given on this Application Form. 

If you do not advise us of a medical condition and/or additional requested learning support until just before or, at the start of a course, the support that we can offer may be limited.

Latex Allergy – Please state if the allergy is the rare Type 1: Type 1V Allergic Contact Dermatitis or irritant contact dermatitis.

	

	

	

	

	

	

	


	Fees Payable  – Please indicate the payment category that applies to you.

	· I am paying for myself                                                                                                         (
· Please invoice the following for my fees                                                                           (
Name of Funder:  _________________________________________________________________________________
Invoice Address: _________________________________________________________________________________

________________________________________________________________________________________________

Email of Funder: __________________________________________________________________________________     

Telephone Number of Funder: ______________________________________________________________________

	If your funder requires a Purchase Order number prior to payment being sent please state below:

PO number ________________________________


Signed ___________________________________________


Date _________________________________

RETURN TO
Later Life Training Ltd



email: info@laterlifetraining.co.uk 

Silver Cottage, Main Street, Killin

Perthshire FK21 8UT
	FOR OFFICE USE ONLY:

Acknowledgement date __________________________





Invoice sent date           __________________________


OEP Application Form Nov 14

