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SASKATCHEWAN COLLEGE OF RESPIRATORY THERAPISTS




ANNUAL RENEWALOF LICENSE

April 1, 2012 – March 31, 2013
____________________________________________________________________________________________________
SECTION 1: Personal Information
Mr./Mrs./Ms.__________________________________________________________________________________________
(Please Print)       First Name                              

Last Name               



Initial
____________________________________________________________________________________________________
P.O. Box/Apt. #                           Street Address                                   City                                  Prov.                Postal Code
Phone #.______________________ e-mail: _________________________________________________________________
SECTION 2: License Category
Please enter your current SCRT License #: ____________  (email schard@scrt.ca if you need your license #)
Please check the appropriate category being applied for: 

Full practicing license □



Non-practicing license □
Restricted practicing license □ 


Honorary membership □
Temporary practicing license □     








SECTION 3: Questions (answers must be “yes” in order to qualify for license renewal)
1. As a full, restricted, or temporary practicing Respiratory Therapist, I have liability insurance for professional negligence (in the amount of $2 million or greater): Yes □ or No □   

2. I have not received a criminal conviction since the date of my last Criminal Record Check, which I previously submitted to the College:   Yes □ or No □ 
3. I have been maintaining my continuing education records, as prescribed in the Regulatory Bylaws of the College and will obtain 48 hours of continuing education between the period of April 1, 2010 to March 31, 2012:  Yes □ or No □
4. Since receiving my initial license I have been working a minimum of 375 hours per year as a Respiratory Therapist, or I will be obtaining a minimum of 1,500 hours of work as a Respiratory Therapist over a period of 4 consecutive years: Yes □ or No □
Section 4: Employment Status
Name and address of current primary employer:______________________________________________________________
____________________________________________________________________________________________________

Name of manager & contact #: ___________________________________________________________________________
Name and address of additional employers (if applicable): ______________________________________________________
____________________________________________________________________________________________________

Section 5: Fee (FEE’s DUE JAN 31st PER BYLAWS)
Full practicing license – $350



Non-practicing license – $250
Restricted practicing license – $350


 

Temporary practicing license – $350   
Payment options:

· My employer will be making a fee payment directly to the SCRT on my behalf:  Yes □ or No □
· I have paid my SCRT licensing dues through the CSRT:  Yes □ or No □
If you answered “No” to the above payment options, then please send cheque or money order with your application. 
MAKE CHEQUES PAYABLE TO: Saskatchewan College of Respiratory Therapists. 
Section 6: Declaration  (YOUR APPLICATION WILL NOT BE PROCESSED IF THIS SECTION IS INCOMPLETE)
I, ________________________________, make this application acknowledging my personal responsibility under the provisions of the Bylaws of the Saskatchewan College of Respiratory Therapists (SCRT). I also acknowledge that any false declaration made herein will invalidate my license and membership with the SCRT.
_______________________________________                          _______________________________________________

                   Signature of Applicant                                                                                                Date of Application
____________________________________________________________________________________________________

Office use only: 
Date application received:___________________  



           Monies received:  Yes □ or No □                    
Date application approved:__________________   


License category (circle): Full / Restricted / Temporary / NP                       License #__________ renewed: Yes □ or No □      

Registrar’s signature:__________________________________________

SECTION 7: SCRT Demographics
All applicants are requested to provide the following information to assist the College in developing statistical 

information on members.  Information will be disclosed to government offices for workforce/workload planning, and for other uses as determined by the SCRT Council.  (Please note that all information will be kept private and you will not be identified by name.)

Gender: 

Male □   Female □
Age: 

18  -  24  □
25 – 34 
□
35 – 44 
□
45 – 54 
□
55 – 64  □ 
65 +  □
Employment Status: 

Full time □
Part time □
Casual □
Highest level of education: 

Diploma □
Bachelor’s degree □
Master’s degree □
Doctorate degree
□
Major area of practice (please pick one):  

Critical Care □
Community or Rehab □
Pulmonary Function □
Sleep Lab □
Operating Room □
Cardiac Cath Lab
□
Perfusion □
Sales □

Administrative/Manager □

Research □
Anesthesia Assistant  □
Education □
Other (please specify):_____________________________________________________
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