FORM - U

APPLICATION FOR REGISTRATION AS TRAINING ORGANIZATION

To:
The Directorate of Education and Training
The Institute of Chartered Accountants of Pakistan
Chartered Accountants Avenue

Karachi – 75600.

DETAILS OF PROPOSED TRAINING ORGANIZATION (TO)

Name _________________________________________________________________________________________________________

Registered Address _____________________________________________________________________________________________

______________________________________________________________________________________________________________

City / Town _________________________________  Country____________________________________________________________

Phone ______________________________________  Fax No ___________________________________________________________

E-mail_______________________________________  Website __________________________________________________________

Number of other Office(s)___________________ Number of Partner(s) ____________________________________________________

Number of Qualified Employee(s)___________

□ Sole Proprietorship   □ Partnership


DETAILS OF MEMBER RESPONSIBLE FOR STUDENT AFFAIRS (MRS)

Name:________________________________________________________________________________________________________

Membership No. _____________________________________ Membership Date: ___________________________________________

Phone _________________________________ Fax ________________________________ E-mail:_____________________________




DETAIL OF AUDITS

Total number of Audit: __________________________________________________________________________________________

Public Listed Companies: ______________________________________  Others: ________________________________________

Paid up Capital in aggregate: ______________________________________ ______________________________________ _______
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___________________________________________________	Name:_________________________________________________

Signature

On behalf of _____________________________________         Designation: Partner In charge

(Please mention the name of Training Organization)

Place: _________________________________________________

Office Seal:________________________________________        Date: __________________________________________________


Note: Please also fill in the annexures A to E



FOR INSTITUTE USE ONLY



File No.


Checked By ________________________________________________________________ Date ________________________________

Application endorsed by Appraisal consultant (if required) ________________ Date _______________________________

Put up to Executives of the Institute ______________________________________ Date ________________________________

[bookmark: _GoBack]Registered / NOT Registered________________________________________________ Date ___________________________________



























ANNEX A to FORM - U


DETAILS OF MANAGEMENT PERSONNEL

Details of Partners / Sole Proprietor

	
	
	Member-
	
	Years of Post Qualification
	Location
	Individual
	

	
	Name of Partner
	
	Member-
	experience as Member
	
	
	

	S #
	(ACA/FCA)
	ship
	ship Date
	
	In other
	of Training
	student’s
	

	
	
	Number
	
	In Practice
	
	Office
	entitlements
	

	
	
	
	
	
	Discipline
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	




Please give following information if any of the partner(s) of the Training Organization is also a partner/sole practitioner in any other Training Organization

	S #
	Name of Partner
	Name of CA Firm / TO
	Partnership /
	Entitlements
	

	
	(ACA / FCA)
	
	Sole Proprietor
	Availed
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Details of MRSs



	S #
	Name of MRS
	

	
	(ACA/FCA)
	

	
	
	





Member-
ship

Number



	
	Years of Post
	
	
	

	Member-
	Qualification experience
	Location
	CPD
	

	
	as Member
	of Training
	compliance
	

	ship date
	
	
	Office
	Status
	

	
	In Practice
	Outside
	
	
	

	
	
	
	
	
	

	
	
	practice
	
	
	

















Continued on Reverse

[bookmark: page17]Details of Qualified Employee(s)

	S #
	Name
	Membership
	Membership
	Years of Post
	Location of
	

	
	
	Number
	date
	Qualification
	Training Office
	

	
	
	
	
	experience
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	




Details of Technical Supervisors (partners)

	
	
	Membership
	Membership
	Years of Post
	Location
	CPD
	

	S #
	Name
	
	
	Qualification
	of Training
	compliance
	

	
	
	Number
	date
	experience
	Office
	Status
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



Details of Technical Supervisors (employees)

	S #
	Name
	Membership
	Membership
	Years of Post
	Location
	CPD
	

	
	
	Number
	date
	Qualification
	of Training
	compliance
	

	
	
	
	
	experience
	Office
	Status
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	




















Details of  Mentors (partners)

	
	
	Membership
	Membership
	Years of Post
	Location
	CPD
	

	S #
	Name
	
	
	Qualification
	of Training
	compliance
	

	
	
	Number
	date
	experience
	Office
	Status
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



Details of Mentors (employees)

	S #
	Name
	Membership
	Membership
	Years of Post
	Location
	CPD
	

	
	
	Number
	date
	Qualification
	of Training
	compliance
	

	
	
	
	
	experience
	Office
	Status
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



































ANNEX B to FORM - U

DETAILS OF OTHER TRAINING OFFICES





Name of Training Organization: _________________________________________________________________________________

Address of Training Office: _____________________________________________________________________________________

City / Town: ________________________________________________ Country: ___________________________________________

Phone _________________________________ Fax ________________________________ E-mail:_____________________________

Name of Nominated MRS:_______________________________________________________________________________________

Membership No: ____________________________________Membership Date:________________________________________

Phone _________________________________ Fax ________________________________ E-mail:_____________________________




Number of Partner(s) in training office __________________________________________________________________________

Number of Qualified Employee(s) in training office_______________________________________________________________

Number of Technical Supervisors(partners) in training office_____________________________________________________

Number of Technical Supervisors(employees)in training office___________________________________________________























Note: Please fill in separate Form for each training office.
[bookmark: page19]





ANNEX C to FORM - U


DETAIL OF AUDITS

	
	Name of Client audited
	Nature of
	Public/Private Limited
	Paid up
	
	

	S #
	
	
	/ Sole Proprietor /
	Capital
	Remarks
	

	
	with address
	Business
	Other
	(Rs. in million)
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



Total paid up capital:








Annex – D to Form U

D E C L A R AT I O N


It is hereby declared that _______________________________________ will abide by all terms and conditions

(name of Training Organization)

given in approved Training Regulations and Guidelines and other provisions of CA Bye-Laws / Directives / Instructions made by or on behalf of the Council of the Institute from time to time in respect of Trainee Students and Training Organization.


It is further undertaken that ________________________________________ agrees to monitoring visits by the

(name of Training Organization)

Institute’s consultant / representative and will implement recommendations resulting from such visits and the Member Responsible for Student Affairs shall inform immediately to Institute of Chartered Accountants of Pakistan if the Training Organization falls short of prescribed authorization criteria.


	Place: _____________________________________
	Signature: ___________________________________
	

	Date: _____________________________________
	Name: ____________________________________________
	

	
	
	Designation: ________________________________
	

	Office Seal
	
	
	

	
	
	On behalf of ________________________________
	

	
	
	(Please mention the name of Training Organization)
	

	
	
	
	





Note: This declaration is to be on the letterhead of the Training Organization without typing Annex D on it.

Annex – E to Form U

U N D E R TA K I N G

I ______________________________Membership No________________ designated as___________________


Member Responsible for Student Affairs (MRS) by _____________________________________________________


_________________________________ for its Training Office at ____________________________________


under bye-law 102 of the CA Bye-laws 1983 do hereby undertake that I have thoroughly read and have the knowledge of the relevant Sections of the Ordinance, Bye-Laws, Training Regulations and Guidelines, Institute’s schemes of education and Directives of the Council. I have the ability to advise, counsel, evaluate, motivate and provide direction to Trainee Students; I have the ability to assume the responsibility of ensuring that annual  evaluations are made and also assume the responsibility of maintenance of the records strictly as prescribed in the Training Regulations and/or the Guidelines, or otherwise as may be directed by the Committee from time to time. I shall comply with all the future directives and requirements to this effect and have full awareness of the ethics governing the meaning, purview and obligations of an MRS under bye-laws and Training Regulations.


Signature: ___________________________________

Place: _______________________________________

Date: _______________________________________





Office Seal




Note: This undertaking will be given on the letterhead of the Training Organization without typing Annex E on it.
