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Applicants for a Provisional Practice Certificate must complete this form AND the APPLICATION for REGISTRATION 
Form and either the Provisional Practice Monitoring Agreement (if applying for Provisional Practice) or the Provisional 
Practice with Restrictions Plan and Agreement (if applying for Provisional Practice with Restrictions). 

Last name:       Given names:       

Employment Information 
Please provide your primary employment information in this section. If you have more than one employment site, 
please attach the Employment Information Update Form to provide the additional information. 

Start date:       Employment Site:       

Business Name:        

Address:       

Phone:       Fax:       

 

Position/Title 
Employment Category 

 Employee Self-Employed 

Employment Status 

 Full-time Permanent Part-time Permanent 

 Full-time Temporary Part-time Temporary 
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Description of Place of Employment  
(Choose one)

Arthritis Society 

Community Care Access Centre (CCAC)/ 
Home Care Program 

Community Health Centre 

Complex Continuing Care 

Consulting Firm/Agency 

General Hospital (Teaching or Non-teaching) 

Government/Other Official Agency/ 
(example – Armed Forces, Gov’t Ministry) 

Home Visiting Agency 

Industry 

Regional Evaluation Centre 

Long-Term Care Facility 

Mental Health Facility 

Pediatric Hospital/Facility 

Private Practice Clinic: 

 Designated Physiotherapy Clinic 

 Yes  No 

 If no, select category of ownership. 

 Physiotherapist 

 Another Regulated Health Professional 

 Non-regulated owner 

Professional/Health Association 

Rehabilitation Hospital/Facility 

Retailer 

School Board 

University/Educational Institution 

Other (Please Specify) 

 
      

Area(s) of Responsibility 
For those areas that apply as your primary area(s) of responsibility, indicate the percentage of your time spent in 
each area. 

The percentage should total 100%. 

      % Administration 

      % Consultation 

      % Patient Care 

      % Research 

 

 

      % Sales 

      % Teaching 

      % Other (Please specify) 

       

100 % Total 

Please complete the remainder of this form only if you provide direct patient care. 

Category of Patients/Clients 
Check those categories that apply as your primary responsibility. 

All Ages Pediatric Adult Geriatric 




