
 
ST GEORGE’S ADVANCED PATIENT SIMULATOR 

 

COURSE APPLICATION FORM 
Course Applied for: Train the Trainer Course Date:                            (dd/mm/yyyy) 

APPLICANT DETAILS (Complete form in block capitals) 
 
First Name: 

  
Surname:  

 
Title: □Mr. □Mrs. □Dr. □Miss. □Ms.  

E-Mail:  
 
Profession:   

Grade:  
 
Prof Reg:   

Reg No:  
 
Speciality:   

Dept:  
Hospital/Organisation: 
CORRESPONDENCE DETAILS 
Tel. (Mob):  Tel. (Work):  
Correspondence Address: 
 
 
 
 Postal Code:  
Are you an instructor in any of  
The following courses: □ATLS □ALS □NLS □APLS □EPLS □MIMMS 

□GIC □ILS □PILS □Simulation □HMIMMS 

PAYMENT DETAILS 
No Payment Required: This is a London Deanery, STeLI funded course 
Please return form to: 
 
simulation.admin@stgeorges.nhs.uk 
 

Katy Round 
Clinical Skills & Simulation Coordinator 
Education Centre 
St George’s Hospital 
Blackshaw Road 
Tooting 
SW17 0QT 

By attending this course I accept that my name, profession, specialty and Trust will be shared with the London Deanery for the purposes of 
accreditation and faculty records. 
Applicants Signature:                                                                Date: 
 
Educational Supervisor Signature:                                          Date: 
OFFICE USE ONLY: 
Received By:                                                          Course Date:  
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