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Please fill in typewriting
ANNUAL CONTINUING PROFESSIONAL DEVELOPMENT MONITORING FORM
COVERING THE PERIOD: 01. June 2026 – 31. May 2027
Name: _______________________________
Email: _______________________________      Telephone: _________________
Chamber:  ____________________________      PAP Reg. No.: _______________
Date of PAP Registration (month & year): ________________________________
Year (e.g. 1,2,3,4 or 5) in 5 yearly CPD cycle: ______________________________

1. Clinical Practise 
Please tick the boxes below if your clinical practice falls in the minimum practice/supervision hours which are part of the requirements for the renewal of your membership with PAP. If this is not the case (e.g. there was a break in your practise) please provide a detailed explanation in the area provided below. 

I. Minimum Clinical Practice (client work of 80 hours annually):

II. Mandatory Minimum Clinical Supervision (12 hours annually): 				 
(please fill the amount of hours and provide a confirmation)

I have not completed the minimum clinical practice/supervision hours because: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Continuing Professional Development 
(CPD 250 hours over 5 years and a minimum requirement of 20 hours annually)
In the table provided below, please provide details of the relevant information with regards to the CPD activities you have undertaken. Please indicate the title of the event, topic, name of the organization, name of the facilitator/trainer, professional background, date, venue (face-to-face, online, hybrid), duration, hours, etc.
	
AREA

	
DETAILS OF THE ACTIVITY 
	
HOURS

	
1.Professional Activities you have attended as participant
- Conference Attendance     
- Clinical seminars attendance 
- Discussion forums 
- E-Learning CPD Modules 
- Postgraduate Courses 
- Formal Training 
- Attending public lectures
- In-service training 
- Other….  
	
Date: 
Description: 






	

	
	
Date: 
Description: 






	

	
	
Date: 
Description: 






	



	
AREA

	
DETAILS OF THE ACTIVITY 
	
HOURS

	
2.Organisational /Profession’s Development  
A. Professional participation
- Participation in PAP’s activities or other psychotherapy organisations
- Attendance at AGM, Board Meetings
B. Teaching and Training
- Conducting research on psychotherapy 
- Presenting at conferences
- Teaching/Lecturing  
- Supervising research 
- Publishing articles or books 
- Other….
	
Date: 
Description: 






	

	
	
Date: 
Description: 






	

	
	
Date: 
Description: 






	

	
3.Personal Development  
- Supervision (individual)
- Supervision (Group)
-Intervision
- Individual psychotherapy 
- Group psychotherapy 
- Workshops promoting personal awareness and development 
- Peer support groups 
- Reading/studying
- Other ….
	
Date: 
Description: 






	

	
	
Date: 
Description: 

	

	
	
Date: 
Description: 

	




3. Ethics and Complaints 

Have any complaints been made against you?	YES		NO

Have any criminal charges been made against you? YES		NO
If you have answered positively to either of the above questions, please provide the relevant information below and what was the outcome. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Please state the name of your Indemnity Insurance provider: 
PAP recommends that its members take out a professional insurance for reasons of protection. Please ask the Secretary for further information.
__________________________________________________________________________________


Signature: __________________ 				 Date: __________________
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