


THE COLLEGE OF PODIATRY

ASSISTANT PRACTITIONER EXAMINATION APPLICATION 

Assistants Database Number (FOR OFFICE USE ONLY):

	Name of Trust or Practice:
	



	Full Name of Trainee Assistant Practitioner:
	

	Mr/Mrs/Ms or Miss:
	

	Date of Birth:
	

	Telephone Number:
	

	Email:
	

	Home Address:


	

	Post Code:
	



	Name of Department Manager:
	



	Name of Supervising Podiatrist:
	

	Contact Number:
	

	Email:
	

	Work Address:


	

	Post Code:
	

	If the above details are not the preferred way for the Examiner to contact you please fill in alternative details here:
	



	Preferred Month of Examination: (please note that there must be at least a 6 week period between the submission of the Reflective Portfolio and the Examination)
	



FOR OFFICE USE ONLY
	Date Application Received:
	
	Date Confirmed Receipt:
	

	Name of Examiner:
	
	Date Invite Was Sent:
	

	Date Examiner Confirmed:
	
	Examination Date:
	

	Papers Sent to Examiner:
	
	Date Papers Returned:
	

	Examination Result:
	
	Dates Results were Confirmed with Assistant and Certificate Sent:
	



Please return this form to: The College of Podiatry, Quartz house, 207 Providence Square, Mill Street, London, SE1 2EW
[bookmark: _GoBack]Email: assistants@cop.org.uk Tel: 0207 234 8651
Form revised 19th February 2018
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