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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 Registration
1. [bookmark: _Hlk204507618]Personal Information Collection Statement
A. Purpose of Collection: The personal data you voluntarily provided through this application form and attachments will be used by the Hong Kong Institute of Clinical Psychologists Ltd. (“HKICP”) for the processing of your application for membership 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.
2. Procedure
A. The application fee is HKD500. Please pay the application fee by ATM or Internet banking.
Bank: The Bank of East Asia
Account Name: HONG KONG INSTITUTE OF CLINICAL PSYCHOLOGISTS
Account No.: 015-270-68-01532-4
FPS ID: treasurer@icphk.org.hk 
*You are required to send the scanned copy of the proof of payment (i.e. the receipt) with this form.
B. Fill in all the information in this application form and attach all the supporting e-documents for submission in your email, with the subject titled ‘Application for HKICP membership_(your surname and initial of given name)’, and send to ‘icp@icphk.org.hk’ (Note: you may send out the e-documents as soon as they are ready).
C. Print out the completed application form.
D. Download and fill in “Declaration Form – Application for Registration with HKICP”
E. Make a statutory declaration on “Declaration Form – Application for Registration with HKICP” before a Commissioner for Oaths, Solicitor or Barrister in Hong Kong. Declaration service is also available free of charge at the District Office of Home Affair Department (https://www.had.gov.hk/en/public_services/public_enquiry_services/provided.htm).
F. Mail the hard copies of the below to the Hong Kong Institute of Clinical Psychologists, via SF Express (Address: H852TK03P, please refer to the step-by-step guideline for details) 
a. the proof of payment (i.e. the receipt) of the application fee of HKD500;
b. the printout of “Application for Registration with HKICP – Application Form”;
c. the signed “Declaration Form - Application for Registration with HKICP” and
d. the supporting documents
3. HKICP will only start the application vetting procedure after receiving the proof of payment of the application fee, BOTH the hardcopy and the electronic submission of the “Application for Registration with HKICP – Application Form” and the supporting documents AND the hardcopy of the signed “Application for Registration with HKICP – Declaration Form”.
4. Submission of application documents for registration does not imply the application has been successful.
5. The application fee is non-refundable.
6. Processing of an application usually takes 16 calendar weeks after all necessary documents and application fee are received. Whether this pledge can be met will also depend on the circumstances of individual applications and the number of applications received during a particular period.
7. I understand and agree that HKICP may ask me to provide proof of supervised clinical practice upon annual renewal of registration for 2 years if I obtained my clinical psychology qualification after 31 October 2019 and have less than 2 years of practice experience as a Clinical Psychologist.
REMINDER
You need to submit all your supporting e-documents such as certificate, transcript, the proof of payment etc. Therefore, please scan all supporting documents beforehand.

Application for Registration with HKICP

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)
                                             


	Gender: ☐ Male ☐ Female ☐ Prefer not to disclose


	Age:
☐ ≤29 years ☐ 30-39 years ☐ 40-49 years ☐ 50-59 years
☐ 60-69 years ☐ ≥70 years


	*☐ 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.
*Compulsory field

ACADEMIC QUALIFICATIONS 

Qualifications obtained prior to the qualification(s) in Clinical Psychology
	Awarding University / College
	Degree and
Major Subject
	Year Completed
	Place of Study
	*Upload Certificate & Transcript

	            

	           
	             
	             
	                 

	            
	           
	             
	             
	                 





Professional qualification(s) in Clinical Psychology

	University / College
	Degree Obtained
	Year Completed
	Study Mode (Full-time / Part-time)
	Place of Study
	Programme Accreditation 
	*Upload Certificate & Transcript

	          
	          
	          
	    Full Time
	         
	           
	         

	
	
	
	    Part Time
	
	
	

	          
	          
	          
	    Full Time
	         
	           
	         

	
	
	
	    Part Time
	
	
	




PROFESSIONAL REGISTRATION / LICENCE 
Note: This includes license to practice in healthcare professions that are under statutory regulation in Hong Kong or elsewhere, or accredited registration in healthcare professions that are under the voluntary AR scheme for health professionals under the Department of Health of HKSAR. Applicant is required to declare if there has been history of rejection of application for admission to or, being struck off from other registers.
	Organization / Authority
	Country
	Specialty (if any)
	Expiry Date
	*Upload Certificate
	Ever been rejected
or struck off ? (Yes / No)

	[bookmark: _Hlk193366192]                   
	           
	            
	          
	          
	     Yes

	
	
	
	
	
	     No

	                   
	           
	            
	          
	          
	     Yes

	
	
	
	
	
	     No




PROOF OF LANGUAGE PROFICIENCY 

	[__________________________________________________________________________]

	English Proficiency (Please provide any proof or make a statement to show that you have reached level 6.5 in the Academic Module of IELTS or comparable standard. Please refer to section 5.1.4 of Membership Registration and Handling Policy)*

















[bookmark: _Hlk204507996]TRAINING REQUIREMENT ON THE USE OF CANTONESE PSYCHOLOGICAL TESTS VALIDATED IN HONG KONG

	Cantonese Proficiency (Please refer to FAQ 6 on Education Standards 5.2.3) : 

☐ I declare that I can fully communicate in Cantonese and have sufficient language proficiency to use the Cantonese psychological tests validated in Hong Kong.

☐ I am non-Cantonese speaking and would like to apply waiving the training requirement on the use of local tests and undertake that I will provide psychological services within the boundaries of my competence and will not use the Cantonese psychological tests validated in Hong Kong.

Clinical Training Sufficiency (Please refer to FAQ 6 on Education Standards 5.2.3) : 

☐ I believe that I have met HKICP’s standard in clinical training for the adult and child population.

☐ I would like to apply for waiving the clinical training requirement on the use of local tests for the ☐ child / ☐ adult (choose one) population and undertake that I will provide psychological services within the boundaries of my competency and will not use the Cantonese psychological tests validated in Hong Kong for the ☐ child / ☐ adult (choose one) population that has not been adequately covered in my clinical training until I have received relevant education, training, or supervised experience.






RESEARCH 

*Please upload an abstract of the thesis/dissertation
	Topic of Thesis/Dissertation leading to the Qualification in Clinical Psychology

	                                                                            








EXPERIENCE OF CLINICAL TRAINING

*Please upload supporting documents for verification
*One page is for one placement/internship only. Please add extra sheet(s) if needed.

Total No. of Placement / Internship before being awarded the professional qualification(s) in Clinical Psychology: _     _ 

	Placement / Internship (No.:____ )

	
Organization

	Name:                       
Address:                      


	
Period
	From (DD/MM/YYYY):               To (DD/MM/YYYY):                  
No. of working hours OR days (8 hrs = 1 working day):
                                         

	Clinical Supervisor
	Name:                                    

Profession:                                

Official Position:                            

Work Organization:                          
☐ The placement / internship training in Clinical Psychology I have received in this organization is under on-site supervision provided by a qualified Clinical Psychologist, who is employed in the capacity of a clinical psychologist in the same setting during the period of clinical practice, as stipulated in Education Standards of Clinical Psychology in Hong Kong.


	Clinical Population

	Categories of clientele at the placement: (Please tick all that apply and indicate clinical hours)

☐ Adults with psychological problems (which should include a substantial component of DSM or ICD diagnosable mental disorders, such as common mental disorders and severe mental illness) 
(No. of Days / Hours: _________ _ )
☐ Children or adolescents with psychological problems 
(No. of Days / Hours: _________ _ )

☐ Individuals with medical or mental condition(s) requiring multidisciplinary rehabilitation services 
(No. of Days / Hours: _________ _ )

☐ Others, please specify and indicate amount of time serving the client group
(No. of Days / Hours: _________ _ )


	Work Description
	Description of work done, assessment and therapy techniques learned
                                                             
                                                             
                                                             
                                                             
                                                              





EXPERIENCE OF CLINICAL TRAINING

*Please upload supporting documents for verification
*One page is for one placement/internship only. Please add extra sheet(s) if needed.

Total No. of Placement / Internship before being awarded the professional qualification(s) in Clinical Psychology: _     _ 

	Placement / Internship (No.:____ )

	
Organization

	Name:                       
Address:                      


	
Period
	From (DD/MM/YYYY):               To (DD/MM/YYYY):                  
No. of working hours OR days (8 hrs = 1 working day):
                                         

	Clinical Supervisor
	Name:                                    

Profession:                                

Official Position:                            

Work Organization:                          
☐ The placement / internship training in Clinical Psychology I have received in this organization is under on-site supervision provided by a qualified Clinical Psychologist, who is employed in the capacity of a clinical psychologist in the same setting during the period of clinical practice, as stipulated in Education Standards of Clinical Psychology in Hong Kong.


	Clinical Population

	Categories of clientele at the placement: (Please tick all that apply and indicate clinical hours)

☐ Adults with psychological problems (which should include a substantial component of DSM or ICD diagnosable mental disorders, such as common mental disorders and severe mental illness) 
(No. of Days / Hours: _________ _ )
☐ Children or adolescents with psychological problems 
(No. of Days / Hours: _________ _ )

☐ Individuals with medical or mental condition(s) requiring multidisciplinary rehabilitation services 
(No. of Days / Hours: _________ _ )

☐ Others, please specify and indicate amount of time serving the client group
(No. of Days / Hours: _________ _ )


	Work Description
	Description of work done, assessment and therapy techniques learned
                                                             
                                                             
                                                             
                                                             
                                                              





EXPERIENCE OF CLINICAL TRAINING

*Please upload supporting documents for verification
*One page is for one placement/internship only. Please add extra sheet(s) if needed.

Total No. of Placement / Internship before being awarded the professional qualification(s) in Clinical Psychology: _     _ 

	Placement / Internship (No.:____ )

	
Organization

	Name:                       
Address:                      


	
Period
	From (DD/MM/YYYY):               To (DD/MM/YYYY):                  
No. of working hours OR days (8 hrs = 1 working day):
                                         

	Clinical Supervisor
	Name:                                    

Profession:                                

Official Position:                            

Work Organization:                          
☐ The placement / internship training in Clinical Psychology I have received in this organization is under on-site supervision provided by a qualified Clinical Psychologist, who is employed in the capacity of a clinical psychologist in the same setting during the period of clinical practice, as stipulated in Education Standards of Clinical Psychology in Hong Kong.


	Clinical Population

	Categories of clientele at the placement: (Please tick all that apply and indicate clinical hours)

☐ Adults with psychological problems (which should include a substantial component of DSM or ICD diagnosable mental disorders, such as common mental disorders and severe mental illness) 
(No. of Days / Hours: _________ _ )
☐ Children or adolescents with psychological problems 
(No. of Days / Hours: _________ _ )

☐ Individuals with medical or mental condition(s) requiring multidisciplinary rehabilitation services 
(No. of Days / Hours: _________ _ )

☐ Others, please specify and indicate amount of time serving the client group
(No. of Days / Hours: _________ _ )


	Work Description
	Description of work done, assessment and therapy techniques learned
                                                             
                                                             
                                                             
                                                             
                                                              




EXPERIENCE OF CLINICAL TRAINING

*Please upload supporting documents for verification
*One page is for one placement/internship only. Please add extra sheet(s) if needed.

Total No. of Placement / Internship before being awarded the professional qualification(s) in Clinical Psychology: _     _ 

	Placement / Internship (No.:____ )

	
Organization

	Name:                       
Address:                      


	
Period
	From (DD/MM/YYYY):               To (DD/MM/YYYY):                  
No. of working hours OR days (8 hrs = 1 working day):
                                         

	Clinical Supervisor
	Name:                                    

Profession:                                

Official Position:                            

Work Organization:                          
☐ The placement / internship training in Clinical Psychology I have received in this organization is under on-site supervision provided by a qualified Clinical Psychologist, who is employed in the capacity of a clinical psychologist in the same setting during the period of clinical practice, as stipulated in Education Standards of Clinical Psychology in Hong Kong.


	Clinical Population

	Categories of clientele at the placement: (Please tick all that apply and indicate clinical hours)

☐ Adults with psychological problems (which should include a substantial component of DSM or ICD diagnosable mental disorders, such as common mental disorders and severe mental illness) 
(No. of Days / Hours: _________ _ )
☐ Children or adolescents with psychological problems 
(No. of Days / Hours: _________ _ )

☐ Individuals with medical or mental condition(s) requiring multidisciplinary rehabilitation services 
(No. of Days / Hours: _________ _ )

☐ Others, please specify and indicate amount of time serving the client group
(No. of Days / Hours: _________ _ )


	Work Description
	Description of work done, assessment and therapy techniques learned
                                                             
                                                             
                                                             
                                                             
                                                              





EXPERIENCE OF CLINICAL TRAINING

*Please upload supporting documents for verification
*One page is for one placement/internship only. Please add extra sheet(s) if needed.

Total No. of Placement / Internship before being awarded the professional qualification(s) in Clinical Psychology: _     _ 

	Placement / Internship (No.:____ )

	
Organization

	Name:                       
Address:                      


	
Period
	From (DD/MM/YYYY):               To (DD/MM/YYYY):                  
No. of working hours OR days (8 hrs = 1 working day):
                                         

	Clinical Supervisor
	Name:                                    

Profession:                                

Official Position:                            

Work Organization:                          
☐ The placement / internship training in Clinical Psychology I have received in this organization is under on-site supervision provided by a qualified Clinical Psychologist, who is employed in the capacity of a clinical psychologist in the same setting during the period of clinical practice, as stipulated in Education Standards of Clinical Psychology in Hong Kong.


	Clinical Population

	Categories of clientele at the placement: (Please tick all that apply and indicate clinical hours)

☐ Adults with psychological problems (which should include a substantial component of DSM or ICD diagnosable mental disorders, such as common mental disorders and severe mental illness) 
(No. of Days / Hours: _________ _ )
☐ Children or adolescents with psychological problems 
(No. of Days / Hours: _________ _ )

☐ Individuals with medical or mental condition(s) requiring multidisciplinary rehabilitation services 
(No. of Days / Hours: _________ _ )

☐ Others, please specify and indicate amount of time serving the client group
(No. of Days / Hours: _________ _ )


	Work Description
	Description of work done, assessment and therapy techniques learned
                                                             
                                                             
                                                             
                                                             
                                                              




[bookmark: _Hlk46229615]EXPERIENCE OF CLINICAL TRAINING

*Please upload supporting documents for verification
*One page is for one placement/internship only. Please add extra sheet(s) if needed.

Total No. of Placement / Internship before being awarded the professional qualification(s) in Clinical Psychology: _     _ 

	Placement / Internship (No.:____ )

	
Organization

	Name:                       
Address:                      


	
Period
	From (DD/MM/YYYY):               To (DD/MM/YYYY):                  
No. of working hours OR days (8 hrs = 1 working day):
                                         

	Clinical Supervisor
	Name:                                    

Profession:                                

Official Position:                            

Work Organization:                          
☐ The placement / internship training in Clinical Psychology I have received in this organization is under on-site supervision provided by a qualified Clinical Psychologist, who is employed in the capacity of a clinical psychologist in the same setting during the period of clinical practice, as stipulated in Education Standards of Clinical Psychology in Hong Kong.


	Clinical Population

	Categories of clientele at the placement: (Please tick all that apply and indicate clinical hours)

☐ Adults with psychological problems (which should include a substantial component of DSM or ICD diagnosable mental disorders, such as common mental disorders and severe mental illness) 
(No. of Days / Hours: _________ _ )
☐ Children or adolescents with psychological problems 
(No. of Days / Hours: _________ _ )

☐ Individuals with medical or mental condition(s) requiring multidisciplinary rehabilitation services 
(No. of Days / Hours: _________ _ )

☐ Others, please specify and indicate amount of time serving the client group
(No. of Days / Hours: _________ _ )


	Work Description
	Description of work done, assessment and therapy techniques learned
                                                             
                                                             
                                                             
                                                             
                                                              




EXPERIENCE OF POST-QUALIFICATION CLINICAL TRAINING FOR MEETING REGISTRATION REQUIREMENT (IF APPLICABLE)

☐ Not applicable

*Please upload supporting documents for verification
*One page is for one site of clinical training only. Please add extra sheet(s) if needed.

	
Organization

	Name:                                         
Address:                                        


	
Period
	From (DD/MM/YYYY):               To (DD/MM/YYYY):                    
No. of working hours OR days (8 hrs = 1 working day):
                                         

	Clinical Supervisor
	Name:                                    

Profession:                                

Official Position:                            

Work Organization:                          
☐ The post-qualification training in Clinical Psychology I have received in this organization is under on-site supervision provided by a qualified Clinical Psychologist, who is employed in the capacity of a clinical psychologist in the same setting during the period of clinical practice, as stipulated in Education Standards of Clinical Psychology in Hong Kong.


	Clinical Population

	Categories of clientele: (Please tick all that apply and indicate clinical hours)

☐ Adults with psychological problems (which should include a substantial component of DSM or ICD diagnosable mental disorders, such as common mental disorders and severe mental illness)
(No. of Days / Hours: _________ _ ) 

☐ Children or adolescents with psychological problems
(No. of Days / Hours: _________ _ )

☐ Individuals with medical or mental condition(s) requiring multidisciplinary rehabilitation services 
(No. of Days / Hours: _________ _ )

☐ Others, please specify and indicate amount of time serving the client group
(No. of Days / Hours: _________ _ )

	Work Description
	                                                            
                                                            
                                                            







EXPERIENCE OF POST-QUALIFICATION CLINICAL TRAINING FOR MEETING REGISTRATION REQUIREMENT (IF APPLICABLE)

☐ Not applicable

*Please upload supporting documents for verification
*One page is for one site of clinical training only. Please add extra sheet(s) if needed.

	
Organization

	Name:                                         
Address:                                        


	
Period
	From (DD/MM/YYYY):               To (DD/MM/YYYY):                    
No. of working hours OR days (8 hrs = 1 working day):
                                         

	Clinical Supervisor
	Name:                                    

Profession:                                

Official Position:                            

Work Organization:                          
☐ The post-qualification training in Clinical Psychology I have received in this organization is under on-site supervision provided by a qualified Clinical Psychologist, who is employed in the capacity of a clinical psychologist in the same setting during the period of clinical practice, as stipulated in Education Standards of Clinical Psychology in Hong Kong.


	Clinical Population

	Categories of clientele: (Please tick all that apply and indicate clinical hours)

☐ Adults with psychological problems (which should include a substantial component of DSM or ICD diagnosable mental disorders, such as common mental disorders and severe mental illness)
(No. of Days / Hours: _________ _ ) 

☐ Children or adolescents with psychological problems
(No. of Days / Hours: _________ _ )

☐ Individuals with medical or mental condition(s) requiring multidisciplinary rehabilitation services 
(No. of Days / Hours: _________ _ )

☐ Others, please specify and indicate amount of time serving the client group
(No. of Days / Hours: _________ _ )

	Work Description
	                                                            
                                                            
                                                            








EXPERIENCE OF POST-QUALIFICATION CLINICAL TRAINING FOR MEETING REGISTRATION REQUIREMENT (IF APPLICABLE)

☐ Not applicable

*Please upload supporting documents for verification
*One page is for one site of clinical training only. Please add extra sheet(s) if needed.

	
Organization

	Name:                                         
Address:                                        


	
Period
	From (DD/MM/YYYY):               To (DD/MM/YYYY):                    
No. of working hours OR days (8 hrs = 1 working day):
                                         

	Clinical Supervisor
	Name:                                    

Profession:                                

Official Position:                            

Work Organization:                          
☐ The post-qualification training in Clinical Psychology I have received in this organization is under on-site supervision provided by a qualified Clinical Psychologist, who is employed in the capacity of a clinical psychologist in the same setting during the period of clinical practice, as stipulated in Education Standards of Clinical Psychology in Hong Kong.


	Clinical Population

	Categories of clientele: (Please tick all that apply and indicate clinical hours)

☐ Adults with psychological problems (which should include a substantial component of DSM or ICD diagnosable mental disorders, such as common mental disorders and severe mental illness)
(No. of Days / Hours: _________ _ ) 

☐ Children or adolescents with psychological problems
(No. of Days / Hours: _________ _ )

☐ Individuals with medical or mental condition(s) requiring multidisciplinary rehabilitation services 
(No. of Days / Hours: _________ _ )

☐ Others, please specify and indicate amount of time serving the client group
(No. of Days / Hours: _________ _ )

	Work Description
	                                                            
                                                            
                                                            








PROOF OF PRACTICE / EMPLOYMENT

☐ I declare that I do not have any post-qualification work experience as a Clinical Psychologist.

☐ I understand and agree that HKICP may ask me to provide proof of supervised clincial practice upon annual renewal of registration for 2 years if I obtained my clinical psychology qualification after 31 October 2019 and have less than 2 years of practice experience as a Clinical Psychologist.

* Applicants for meeting alternative qualifying requirements MUST provide administrative and clinical proof of practice in clinical psychology:

	Name of institution and Address
	Job Title
	Job Duties
	Nature of supervision received (if any)
	Dates 
(DD/MM/YYYY)
(From - To)
	*Upload Supporting Document

	                
Current work settings:
☐ Hospital Authority
☐ Government
☐ Schools/University
☐ NGO
☐ Private hospital
☐ Private clinic
☐ Others

	          
	           
	         
	               
Years of experience working in the profession:
☐ > 1 year 
☐ 13 months -5 years
☐ 6-10 years
☐ 11-15 years
☐ 16-20 years
☐ 21-25 years
☐ 26-29 years
☐ ≥ 30 years

	        

	                
Current work settings:
☐ Hospital Authority
☐ Government
☐ Schools/University
☐ NGO
☐ Private hospital
☐ Private clinic
☐ Others


	          
	           
	         
	               
Years of experience working in the profession:
☐ > 1 year 
☐ 13 months -5 years
☐ 6-10 years
☐ 11-15 years
☐ 16-20 years
☐ 21-25 years
☐ 26-29 years
☐ ≥ 30 years

	        

	                
Current work settings:
☐ Hospital Authority
☐ Government
☐ Schools/University
☐ NGO
☐ Private hospital
☐ Private clinic
☐ Others





	          
	           
	         
	               Years of experience working in the profession:
☐ > 1 year 
☐ 13 months -5 years
☐ 6-10 years
☐ 11-15 years
☐ 16-20 years
☐ 21-25 years
☐ 26-29 years
☐ ≥ 30 years




	        

	                
Current work settings:
☐ Hospital Authority
☐ Government
☐ Schools/University
☐ NGO
☐ Private hospital
☐ Private clinic
☐ Others
 

	          
	           
	         
	                
Years of experience working in the profession:
☐ > 1 year 
☐ 13 months -5 years
☐ 6-10 years
☐ 11-15 years
☐ 16-20 years
☐ 21-25 years
☐ 26-29 years
☐ ≥ 30 years

	        



Note: Applicants who have completed clinical psychologist training programme with a degree conferred by a non-local university will be assessed for eligibility to become registered via various arrangements and pathways

Significant clinical psychology experience after completing clinical psychologist training programme (which may not be accredited by recognized professional body) may be considered.  The applicant may be required to make up for shortfalls in training via Transitional Arrangement.

The application will be processed based on all the information provided. Applicants are strongly advised to give as much relevant details in their application as possible.


PROFESSIONAL INDEMNITY INSURANCE

Upload proof of individual professional indemnity insurance that covers the risks associated with clinical psychology practice in Hong Kong 
☐ Yes 
☐ No

I would like to apply for exemption for proof of professional indemnity insurance requirement and declare the following:

☐ I understand and agree that the requirement of professional indemnity insurance covering Hong Kong applies to all HKICP registrants who undertake any form of practice in clinical psychology (including but not limited to voluntary work, training, supervision, or consultation), in various formats (e.g., face-to-face, telecare or virtual) that take place in Hong Kong or for clients in Hong Kong while the CP is outside of Hong Kong. 

☐ My reason(s) for not submitting the proof of professional indemnity insurance covering Hong Kong include: 
   ☐ retirement and will not undertake any form of practice during the registration period
   ☐ residing and practicing overseas only, and will not undertake any form of practice  
      that take place in Hong Kong or for clients in Hong Kong during the registration 
      period
   ☐ I will not undertake any form of practice during the registration period for other 
      reasons, please specify: _____________________________________________
   ☐ I will not undertake any form of practice unless I have appropriate individual 
      professional indemnity insurance arrangement before the commencement of 
      practice during the registration period.  
   ☐ I will inform and provide proof of professional indemnity insurance to HKICP before 
      the commencement of any practice during the registration period. 

Applications for exemptions would be considered by the relevant Committee based on reasons submitted.
























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 in accordance with HKICP’s Privacy Policy Statement which is publicly accessible on HKICP’s website at www.icphk.org.hk. These include agreeing to abide by HKICP’s rules and regulations; consent to the use of my personal information collected in relation to HKICP’s regulatory functions, such as addressing complaints against members and related parties, conducting investigations, disciplinary procedures, implementing regulatory actions or other enforcement actions including the disclosure of my identity and applied sanctions through the website of HKICP in accordance with HKICP’s Policies and Procedures on Handling of Complaints.* 
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. 
8. I have made a statutory declaration to confirm the following: (1) not be convicted of an offence punishable with imprisonment; (2) not be found guilty of unprofessional conduct; (3) not be rejected from admission to professional register; and (4) all information provided in this form and the documents submitted are true and accurate. 
9. I hereby agree and grant my consent to HKICP to verify my registration status and educational records with the relevant professional organizations and educational institutions as deemed necessary by HKICP.






	Signature
	
                         

	Name
	
                         

	Date
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