
Telephone Numbers: Home:                                                      Mobile:  
 
Business 1.                                             Business 2. 

Website address 
Email address 

 

Business Address(es) inc post code 
We will include this information on the 
online database 
Business web sites 

 1:                                                                  2. 
 
 
 1.                                                                   2. 

On-line Database:  
Note, if you leave this blank, we will assume 
you do not want to be on the database 

I agree to having my name, number, website link and area on the AAPA website 
 
Signed: ………………………………………………………..Date:…………………. 

CPD: 
 NOT FOR NEWLY QUALIFIED  
THERAPISTS 

I have completed …………..hours of CPD in the last 12 months. 
(Please complete the details on the separate sheet attached and enclose copies of 
certificates/diplomas where relevant) 

Are you insured to practice: 
If yes name of Company & expiry date 

YES     or    NO  (circle as appropriate) 
 
I NEED AN INSURANCE APPLICATION FORM                (TICK IF REQUIRED) 

Your speciality areas (if any): 
i.e. cancer care, pregnancy, mental health etc. 

 

PLEASE COMPLETE THIS SECTION 
 

Subscription fee for 2010-11                                   
(To 30th September 2011) 
£25 from April 1st for 6 months 
£50 From July 1st for 15 months 
 
                                   
I HAVE PAID BY CREDIT CARD 
OR BY CHEQUE ENCLOSED (please circle) 

Return to   AAPA   14 Orleans Rd. London SE19 3TA 

THE AROMATHERAPY & ALLIED PRACTITIONERS ASSOCIATION  
14 Orleans Road, London SE19 3TA 

PLEASE COMPLETE ALL PARTS OF THIS FORM 

‘your therapy family’ 

Before returning your documents, please check 
you have enclosed the following: 

 
Your cheque for membership & completed       

application form (page 2 as well) 
 
 you have signed for the on-line database 
 
Your insurance documents if not insured with         

AAPA recommended insurers 

Title MR   MISS   MRS   MISS    (circle as appropriate) 

First  Name  

Surname  

Address  

 

  

Town/City  

County  

Postcode / Country  

Date of Birth  

IMPORTANT 

Main Therapies you  

Practice  

MEMBERSHIP RENEWAL FORM 2010 -2011 PAGE 1 

 

 

 

 

 

 

 

 

PTO & complete fully & sign 

form on back 



Name of Course                                            Date                                  Course Leader 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Areas of CPD I am considering for the next 12 months (so the AAPA & its colleges can de-
cide on their CPD programme for the coming year) 
 
 
 
 
Other ways in which I have grown as a practitioner in the last 12 months (this may include 
reflective essays, book reviews, articles written, teaching etc. Estimate hours spent on 
these activities which you consider should count towards CPD requirements. Attach an 
extra page if necessary 
 
 
 
 
 
 
 
 
 
Name: ééééééééééééééééééééééééééééééééééééé.. 
 
Signed: éééé.éééééééééééééééééé     Date:ééééééééééé. 

On this page list the Courses/workshops etc. that you attended from October 2007 to Sep-
tember  2010: (CPD requirement is 36 units/hours completed over the last 3 years). If there is not 
enough room use a separate sheet. 
 
You are required to keep evidence such as insurance certificates, course attendance certificates, 

diplomas, reflective journals, articles written etc in a portfolio of evidence.  
DO NOT SEND IT TO US.   

From time to time the AAPA or regulatory authority may require you to produce such evidence so 
keep it safe! 


