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DEVELOPMENT OF MS CARE & MANAGEMENT FOR SPECIALISTS 
BOOKING FORM 

I would like to request a place on the following residential course.


|_| 09 – 13 October 2023
|_| 29 January 2024-2 February 2024
|_| 13- 17 May 2024

First Name: 
Last Name...................................................................................................................................................................
Home Address:
City…………………………………………………………………………………………

Post Code:………………………………………………………………..

Job Title: ....................................................................................................  
Band or Band equivalent: .............................................
 
Date started in current post: ….…………………………………………………………………………………….

Hospital/workplace name: .................................................................................................................................





Hospital/workplace address: .............................................................................................................................

................................................................................................................................................................................

………………………………………………………………...... Post code: ...........................................................

Telephone number: .............................................................

Work Email address: ............................................................................................................................................


What is the highest Qualification Level you hold?....................................................................

When did you obtain this qualification?................................................................................

Are you a Member of any Professional bodies, if so which ones?........................................

Please provide Professional body registration number……………………………………

What is the percentage caseload of MS patients you see?



I require accommodation on Sunday evening (course starts at 8.45am on Monday) 
[bookmark: Check3]|_| YES   
[bookmark: Check4]|_| NO

Dietary requirements: ................................................................................................................................ 



Do you have a disability, or additional educational need? |_| yes |_| no

If yes please tell us about any reasonable adjustments we can provide that will assist you…………………………………………………………………………………………………………………………………………………………………………………………………………………………………….

DATA PROTECTION

We would like to keep in touch to send you information about MS, the vital work we do, our fundraising appeals and opportunities to support us, as well as our products and services, we ask you to choose how you would like to receive the information below.
You can change your mind at any time, and you can email hello@mstrust.org.uk or call 01462 476700 if you don't want to hear from us or change your mind about how we contact you. If you already receive our communications, we will honour the preferences you give when completing this form.
The MS Trust network includes the charity and its trading companies (MS Trust (Education) Limited and MS Trust (Trading) Limited. We will never swap or sell your data. 
How would you like to receive this information
By email?
By post?
By telephone?
By text message (SMS)?

Read our privacy policy



Terms and Conditions:

|_|¨ Please tick to confirm you have read and agreed to our terms and conditions 

Registered Office: Spirella Building, Bridge Road, Letchworth, Herts, SG6 4ET.
Registered Company No. 5105344, registered in England and Wales.  VAT No. 836 4756 95.
All profits are donated to Multiple Sclerosis Trust.  Registered Charity No. 1088353.
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