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Dr Susi Strang & Associates

Diploma in Clinical Supervision
Application Form

Name​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​




…………………………………………………

Address



…………………………………………………






…………………………………………………






…………………………………………………

D.O.B




…………………………………………………

Telephone



…………………………………………………

E-mail




…………………………………………………

Further education


…………………………………………………





…………………………………………………





…………………………………………………




…………………………………………………





…………………………………………………
…………………………………………………

Training & qualifications in  

…………………………………………………
counselling/psychotherapy

…………………………………………………





…………………………………………………






…………………………………………………






…………………………………………………

Number of hours of supervised
…………………………………………………
client work to date

Name of supervisor and

…………………………………………………
their qualifications


…………………………………………………
…………………………………………………
…………………………………………………

Experience of supervising others
…………………………………………………





…………………………………………………





…………………………………………………





…………………………………………………

Plans for supervision of 

…………………………………………………
supervisee during course

…………………………………………………





…………………………………………………
…………………………………………………

Plans for supervision of 

…………………………………………………
Supervision



…………………………………………………





…………………………………………………
…………………………………………………

Please include copies of the following: 
· Indemnity insurance
· Membership of counselling/psychotherapy organisation
· Code of ethics
· Letter of introduction from supervisor

Payment should be by cheque or credit card for the full amount, including VAT.

· Enclosed is a cheque for £________________ (Payable to Dr Susi Strang & Associates)

· Please Debit my Credit Card by £___________________(Visa/Delta/Master Card)

31 High Street, Skelton, Saltburn by the Sea, Cleveland, TS12 2EF

Tel: 01287 654175   Fax: 01287 654075

E Mail: DrSusiStrang@aol.com     Web: www.DrSusiStrang.com
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