	SPECIALIST QUALITY MARK 

COMMUNITY LEGAL SERVICE

CRIMINAL DEFENCE SERVICE

APPLICATION FORM

Form QM1

                                                                                                       

	Name of Applicant Organisation
	Reference No. (administrative use only)

	     

	     

	Applicant Organisation Address

	     
     
     
     
Postcode:     

	Telephone:


	
	Fax No:     


	
	E- mail address:     


	
	Contact number for this application (if different to main Service No):     

	Please state any additional offices and their addresses in the box below:

	1.     
     
2.     
     
3.     
     
4.     
     


	Quality Representative (please print the name of the person who will be the contact for the application and audit process, and to whom Quality Mark information will be sent).

	     


	Application Level (tick where appropriate)

	Specialist       FORMCHECKBOX 
                             Specialist including telephone  FORMCHECKBOX 



	Service Information

	Describe below the legal advisory services you provide, and your catchment area.
	Give details of any specific client group that you serve.

	     
     

	     
     


	Please note that your completed QM1 form will form part of your PQQ.  



	Please tick the box to confirm that your form is complete and that you have checked and verified the information that you have provided.   FORMCHECKBOX 




	Declaration (please read and authorise the declaration below)



	I certify that the information supplied regarding the Applicant Organisation is accurate and up to date to the best of my knowledge at the date of submission.   

I confirm that I am authorised on behalf of the Applicant Organisation to complete and submit the QM1 form.  



	Full Name 


	     

	Date (Day/Month/ Year)


	     

	Position within Applicant Organisation 

	     


























