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Application for Enrollment

NDTA™ Contemporary Practice Model Certificate Course in the Management of Adults with Stroke and Brain Injury 
A Neuro-Developmental Treatment

Association Approved Course



COURSE DATES:

November 19-21, 2021
December 10-12, 2021

January 7-9, 2022

February 4-6, 2022

March 4-6, 2022

COURSE NUMBER: 
21A105
Criteria for Acceptance

The following criteria will be used for selecting participants in the NDT/Bobath Certificate Course in the Treatment and Management of Adults with Hemiplegia (Course number 21A105).  These criteria have been jointly established by the NDTA, Inc, and the course faculty.  It must be emphasized that applicants do not have to meet all of the stated criteria in order to receive serious consideration.  All applicants must, however, meet the first two criteria.
1. The applicant must be a qualified Physical Therapist, Occupational Therapist, or Speech-Language Pathologist.

2. The applicant must have a minimum of one year active clinical experience following graduation (excluding student internships), including a minimum of one year clinical experience with adult hemiplegic clients.

3. The applicant should be presently working with hemiplegic clients, and returning to a similar caseload following the course.

4. Teams of therapists from the same facility who meet the course criteria may be given preference over individual applicants.

5. Priority may be given to applicants coming from facilities already employing other NDT-trained staff members.

6. A limited number of university faculty, clinical supervisors, and/or clinical researchers may be accepted without meeting the clinical criteria.

Acceptance

Applicants will receive a written response by November 1, 2021.  Tuition for the course is payable by October 20, 2021.  

We reserve the right to cancel this course, if necessary.  Tuition reimbursement will be determined by the facility’s or Instructor’s policy.

The application package must be received before October 20, 2021.  Please send to the attention of:

Jacqueline Van Alstyne
100-775 Topaz Ave

Victoria, BC

V8T 4Z7

Email: jacqui@neuromotionphysio.com
Fax: 250 590 8700
Reason for Course Application

On a separate sheet of paper, please submit your reasons for applying for this course.  Include how and where you plan to apply the knowledge, and other pertinent information.

Declaration and Waiver of Liability

I understand that NDTA is not a sponsoring agency, does not present or offer the course, but merely lends accreditation to the course.  The Coordinator Instructor and the course faculty are not employees, agents, or authorized representatives of NDTA.  I understand that I cannot attend the course if proof of professional malpractice liability insurance has not been provided.  I agree to indemnify NDTA for any professional malpractice.

In accepting a position in this course, I understand that my performance will be evaluated by the Instructors, and that my successful completion of the course and receipt of a Certificate of Completion shall depend upon my meeting standard objective behavioural criteria established for all course participants.  Neither I nor anyone who has incurred expenses for my taking this course is entitled to any financial reimbursement should circumstances require that I leave the course for any reason, or in the event that I not successfully complete the course.

I agree that all information submitted in the application package is true and correct, and I agree to all of the terms and conditions contained herein, and intend to be bound thereby.


Printed Name



        Signature




    Date

Application Fee:  A non-refundable $25.00 application fee must accompany this form.  No application will be processed without it.  Make checks payable to:  Neuromotion Physiotherapy + Rehabilitation
RETURN APPLICATION NO LATER THAN:  October 20, 2021
RETURN APPLICATION TO:  
Jacqueline Van Alstyne




Email: jacqui@neuromotionphysio.com




Fax: 250 590 8700





100-775 Topaz Ave; Victoria, BC; V8T 4Z7

Experience


Total years of clinical experience as a therapist:


Total years of full-time experience with adult clients:


Total years of part-time experience with adult clients:


Total years of experience with adult hemiplegic clients:

Describe any prior courses or training you have completed with respect to Neuro-Developmental Treatment:

(






(
(






(
Are other staff members at your facility NDT-trained?
(  Yes

(  No

Name


       Discipline

         When/Where Trained

  Instructor




       ( PT ( OT ( SLP




       ( PT ( OT ( SLP




       ( PT ( OT ( SLP

To your knowledge, is anyone else from your facility applying for this course? (  Yes
(  No

Name


      Discipline




      ( PT ( OT ( SLP




      ( PT ( OT ( SLP




      ( PT ( OT ( SLP

Malpractice Liability Insurance

You are required to hold malpractice liability insurance which will cover you during your participation in the course. If accepted you will be required to submit proof of current coverage.

Status of Licensure

You must submit a copy of your current professional license/registration with your application.  You may be required by state/province practice act to obtain temporary licensure in the state/province in which this course is held.  The Coordinator Instructor or course sponsor will notify you if this is necessary.

Statement of Non-Discrimination

It is the policy of NDTA not to discriminate on the basis of gender, disability, race, colour, national origin, sexual orientation, or age in admission and access to or treatment in employment, educational programs, or activities as required by Title IX of the Education Amendments of 1972, sec. 504 of the Rehabilitation Act of 1973; title VII of the Civil Rights Act of 1964; the Age Discrimination Act, the American for Disabilities Act of 1990, and their implementing regulations.

If you are accepted, will you be able to participate in all of the physical requirements of this course?  This includes transferring severely impaired clients, facilitation of classmates, being facilitated by classmates, etc. 


(  Yes
  (  No

Possible limitations I have are described as follows:


I will require special assistance or equipment, such as:



Miscellaneous

If accepted:

Will you require information about accommodations? 
(  Yes

(  No

Will you require information about parking?


(  Yes

(  No

Letter of Recommendation

Name of Applicant

The above individual is applying for admission to the NDT/Bobath Certificate Course in the Treatment and Management of Adults with Hemiplegia.  To assist us in our selection process, please respond to the following:

1. Briefly describe the applicant’s clinical skills, including his/her most effective areas of patient treatment.

2. Describe the applicant’s ability to function in a group.

3. Describe the applicant’s ability to function in a learning situation, including his/her ability to receive constructive criticism and evaluation results.

Thank you for your time and assistance.

Name





Position


Facility

Please return to:  
Jacqueline Van Alstyne
Email: jacqui@neuromotionphysio.com



Fax: 250 590 8700

100-775 Topaz Ave
Victoria, BC
V8T 4Z7

Background Information

Name

Home address:




Home phone number:









Work phone number:









Fax number:

  _________________



Occupation:

( PT 

( OT 

( SLP

University attended:



                     Graduation date:
Current Employment

Present employer:





Position:

Address:





Type of facility:









( Acute  ( Rehab  ( Home Care  ( Other








If other, explain: 


How long have you worked in your present job?


        ( Full-time ( Part-time

Direct therapy provided to adults with hemiplegia in the last year:



( 2-5 hrs/week
( 6-10 hrs/week
( >10 hrs/week

Do you plan to continue actively treating clients with adult hemiplegia after the course?



( Yes


( No

Responsibilities


[percent of time weekly and number of hours]
Supervisory/Administration

( 25%  ( 50%  ( 75%  ( 100%    _________

Direct client treatment

( 25%  ( 50%  ( 75%  ( 100%    _________

Clinical teaching


         
              hours per year   _________

Clinical research


( 25%  ( 50%  ( 75%  ( 100%    _________

Remember to include:


Application 


Reason for course application


Letter of recommendation


Application fee


Copy of license/registration


Proof of current malpractice insurance
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