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Liverpool VCT Care & Treatment

Training Institute

P.O Box 19835 - 00200, KNH

Tel +245 20 3861879 / 0728 607615

APPLICATION FOR ADMISSION
SECTION A: ACADEMIC PROGRAMME APPLIED FOR:

1. Please tick the course you wish to be considered for:
1. [ ]  Diploma in HIV and AIDS counseling and testing in community and clinical settings 
2. [ ] Comprehensive HIV Counseling and Testing (formerly VCT) 
3. [ ] Counseling Supervision Training
4. [ ] Quality Assurance Training

5. [ ] Couple HIV Counseling and Testing Training
6. [ ] Training on Trauma following rape 

7. [ ] MSM Services Training
8. [ ] Provider Initiated Testing and Counseling (PITC)

9. [ ] ART and Opportunistic Infections Management Training

10. [ ] Adherence Counseling Training
11. [ ] Trainer of Trainers (TOT) for HIV Related Course  

12. [ ] Trainer of Trainers (TOT) for Quality Assurance

13. [ ] Training of Trainers (TOT) for laboratory Technologists for CT Courses

SECTION B: PERSONAL DATA
1. Surname: ……………………………………………………Middle Name:…………………………………………
First Name: …………………………………………………..
2. Permanent Address
Code: ……………………… P.O.BOX: ……………….…….. City/Town: …………………………………………
Phone: …………………………………………..Mobile: ………………………………………
E-mail address: ……………………………………………
3. Current Mailing Address (If different from above)
P.O. BOX Code: code appears at the beginning or after the address? ……………………………………….
City/Town: ………………………………………………………………
4. Gender:                [  ] Female                                       [  ] Male 
5.  Date of birth: ………………………………………………………………
6.  Marital Status: [  ] Single    [  ] Married  : [  ] Other (specify)________

7. Nationality​​:​​​​​​​​​​​​​​​​​ …………………………………………………
8. Profession: ………………………………………………….
9. Employment status: …………………………………………    10.Organization: ……………………………………

11. Province: ……………………………………………………     12.Facility: …………………………………………
    13. List any counseling courses attended?
(a)…………………………………………………………………………………………………………………………
(b)…………………………………………………………………………………………………………………………
(c)…………………………………………………………………………………………………………………………
14. Experience in counseling and testing
Less than 1year 
[ ]

1 year to 2 years 
[ ]



2 years and above 
[ ]
15. Next of Kin or Guardian (contact in case of emergency)
          Name: ……………………………………………………   Relationship: …………………………………………
          Code: …………………………… P.O.BOX……………….. …….   City/Town: …………………………………
          Phone: …………………………………………… Fax: ………………………………………………………
       E-mail: …………………………………………………………
 Financial Information
    16. How do you expect to meet the financial expenses for study while at LVCT training Institute?
[ ] Self 

 [ ] parent   

[ ] guardian 

[ ] sponsor
        Name: …………………………………………………   Relationship: ………………………………………
        P.O. BOX Code: ………………………………              City/Town: …………………………………………………
        Phone: ……………………………………………             Fax: ………………………………………………………

        E-mail: …………………………………………………………

SECTION C: ACADEMIC PROFILE
1. List all the academic qualifications.
a Secondary school: 
                             Institution…………………………………………..      Score: ………………………………
b College:
       Institution ………………………………………….      Score ………………………………
              Qualification ………………………………………       Score ……………………………….
              Institution …………………………………………       Score: ………………………………

       Institution …………………………………………       Score: ………………………………

c University
                            Institution …………………………………………
      Qualification: …………………………... …………      Score: ………………………………
d Other academic / professional Qualifications (please specify): 
        Institution …………………………………………    Score: ………………………………

Institution …………………………………………     Score: ………………………………
2. Additional Information
   How did you learn about Liverpool VCT (please tick _ all that apply)

   [  ] Website   



[  ] Prospectus    


[  ] Colleague 


   [  ] Former/current student  

[  ] Friend/family 


[ ] Mobilization programmes     
                 [  ] Other (please specify)
3. Preferred mode of study for Diploma Program (Tick that apply)

  [  ] Blocks 
[  ] Evening classes 
[  ] Saturdays
 [  ] School holidays 
(Kindly mail the filled form to training@liverpoolvct.org or send to the above address)

SECTION D: FOR OFFICIAL USE ONLY 

Date of the training: …………………………………………………………………………………………………………
Training venue: ……………………………………………………………………………………………………………..
Funding organization: ……………………………………………………………………………………………………….
Name of the facilitators/trainers: …………………………………………………………………………………………….
Participants score: ……………………………………………………………………………………………………………
  








