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The Department of Health announced on 31st October 2019 that HKICP was granted full accreditation status under the Pilot Accredited Registers Scheme for Healthcare Professions.





























Notes on the Application for Membership Restoration
1. [bookmark: _Hlk204507618]Personal Information Collection Statement
A. Purpose of Collection: The personal data you voluntarily provided through this membership restoration form and attachments will be used by the Hong Kong Institute of Clinical Psychologists Ltd. (“HKICP”) for the processing of your application for membership restoration of HKICP; for the purposes approved by the Processional Council of HKICP including but not limited to HKICP membership consideration, HKICP membership registration, and communication between you and HKICP, and also other purposes in accordance with HKICP’s Privacy Policy Statement (PPS) which is publicly accessible on HKICP’s website at www.icphk.org.hk.
B. Consequences of failure to supply personal data: Your truthful information is necessary for the purposes mentioned in paragraph A above, failure to provide as required may result in the delay or decline of your application and/or disruption of HKICP communication with you about HKICP matters.
C. Except for the purposes stated in this Personal Information Collection Statement and HKICP’s PPS, HKICP will not disclose your personal data to any third parties without your prior consent unless permitted or required by law.
D. Access to Personal Data: You have the right to request access to and to request the correction of the personal data you provided to HKICP. Any data access request should be made by completing the specified Data Access Request Form (OPS003) prescribed under the PDPO and should be addressed to the Executive Officer, Hong Kong Institute of Clinical Psychologists, Room K4, Unit 2101, 21/F, Gala Place, 56 Dundas Street, Mongkok, Kowloon, Hong Kong. A fee is chargeable by HKICP for complying with a data access request.

























Application for Restoration to the Register

PERSONAL PARTICULARS
	☐ Mr. ☐ Ms ☐ Mrs. ☐ Dr. ☐ Prof. (Please check as appropriate)

	*Name in English (same as that shown on you HKID card/Passport)
Family name

Given name


	*Name in Chinese (if applicable) (same as that shown on your HKID card/Passport)



	* ☐ HKID ☐ Passport No.1 (Please check as appropriate)

Identity no.

	*Mailing address



	*Email address

	Mobile


	Day-time Contact No.




1 Passport number should be given only if you do not possess HK permanent ID card.

DATE OF REMOVAL FROM THE REGISTER
	Date of Removal
	     
                 Day                   Month                    Year



REASON FOR REMOVAL FROM THE REGISTER
Please check appropriate box(es)
☐ Failure to make a payment of annual registration fee since (MM/YYYY) _____
☐ Failure to provide proof of individual professional indemnity insurance cover
☐ Failure to comply with the requirements of Continuous Professional
   Development
☐ Failure to provide proof of supervised clinical practice for registrants without
   post-qualification practice experience entering the Register
   


Declaration and consent: 

By signing this form I confirm the following declaration and consent.
1. I declare that the information provided by me in this form is true and correct to the best of my knowledge.
2. I acknowledge that I have read and agree to the terms and conditions outlined in the Notes and the Personal Information Collection Statement provided on this form.
3. I understand and will comply with the Code of Ethics, Scope of Practice and Competency Requirement of HKICP upon successful application as a registrant of HKICP (i.e. a Member of Register of Clinical Psychologists accredited by Department of Health).
4. I understand that my name (in English and Chinese) and my registration number will be accessible by public upon successful application as a registrant of HKICP.
5. I understand and accept that the personal information I have provided to HKICP will be used for the purpose of registration approval only.
6. I have duly provided all relevant information regarding the registration status in other medical / health professional organizations, in particular if there has been a history of admission, rejection or removal from register(s).
7. I have duly provided all relevant information and supporting documents for any professional indemnity insurance cover that I hold.


*Please delete as appropriate


	Signature
	


	Name
	


	Date
	




