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Intending Trainer Application Form 2014
Personal and Practice Questionnaire
Thank you for applying to be a trainer. 

The closing date for the next trainers’ course is 17th January 2014.  You will need to have sent this form electronically and satisfactorily completed the pre-course tasks by this date to be considered for the next Intending Trainers Course.

On completion, please email this form to: susan.convery@nhs.net.  Please note - any application forms not received electronically will not be processed and will be returned to you.
You will be asked to check and update this form when you complete the course and apply to become a trainer.

1. Personal Details 

· Name:       
· Address for correspondence:       
· Telephone:        
· Email:          

· GMC Number:      
· Date of Birth:      
2. Practice Details

· Name and address of your practice: 
· Is this already a training practice?   
· Responsible PCT:  
· Type of contract GMS/PMS/APMS:   
· Date contract expires (if applicable): 
· Does your practice have more than one contract to provide GP services with the PCT? 
· If yes, please give details, and indicate which contract you plan to train under: 
· Do you provide the following core services:  FORMDROPDOWN 

· General medical services 

Y / N
· Family planning (excluding IUCD)

Y / N
· Cervical cytology

Y / N
· Immunisations

Y / N
· If appointed, when will you be able to take your first trainee (date)? 
(the answer to this question will not affect your appointment) 

New training practices only

· Please provide an update on any outstanding action points from your last practice visit by the School of Primary Care.  
3. Qualifications & Experience
· Qualifications and dates:  
· Date of completing VTS:  
· How long have you been in this practice with a permanent appointment?  
· How many clinical sessions per week (average) have you worked since being in the practice?   
· How many clinical sessions per week (average) do you work at present?  
· Are you either subject to, or being investigated for, any fitness to practice issues? 
· If yes, give details. 
4. Premises

· How many sites do you practice from?   
· How many sites do you intend to use for training?   
· Will a trainee have a personal dedicated room on each site that they consult at?   
· If no, please explain how many rooms the trainee may have to use and how you will minimize any disruption.  
· If a training practice, have the premises altered since last approved?

· If yes, please describe    
· If a training practice, has the practice undergone any major organizational change since the last approval (eg merger, take over)?   
· If yes, please describe:   
· Percentage of records summarized:  
	Names of all doctors in your practice
	Salaried/partner/locum
	Trainer y/n
	Full time / LTFT

	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     


· Are there any QOF domains where you score less than the PCT average?   
· If yes, please give details and explain how to address these lower than average QOF scores:    
· Please describe how the practice ensures the trainees know the practice’s preferred medications for common conditions: 
· Do you have a practice formulary?   
· If yes, when was it last updated?   
· Please describe the system that the practice uses to flag up key information, in addition to the summary, to the consulting clinician? This must include warnings about potentially violent patients and children at risk:   
· Describe any unusual features of your practice:        
· Is anyone in your practice, either subject to, or being investigated for, any fitness to practice issues?  
5. Detail of your work

· Please give details of your working week:   
6. Practice preparation for training – to be completed at appointment

· Please describe where in the week protected time for teaching and administration of teaching, will be delivered: 
· How many sessions per week will you consult alongside your trainee? 
· Please describe how you plan to use other members of your PHCT for teaching, training and supervision: 
· How might the local community that your practice serves produce a different trainee experience to that of another practice? What adjustments may you need to make as a result of this? 
· Where and how will you find time to monitor a new trainee during surgery and to debrief trainees after surgery when needed?


· How do you plan to offer joint surgeries?


7. Your development

· Date of your last NHS appraisal:   


· What are your learning objectives in your current PDP as an educator?  Please do not include the clinical elements of your PDP. If you have not agreed a new PDP since completing the intending trainers course, please include the objectives that you plan to achieve in the next year.

8. Discussion with deanery staff

· Have you already discussed this application with your local training programme director or an Associate Director of the School of Primary Care?    
· If yes, please state with whom and when you have discussed it:   
9. Issues for the Deanery
· Please identify any areas which you wish to discuss with a member of the deanery team:

Please note that at appointment we will routinely contact your PCT to ask if there are any performance concerns about you or your practice.

Consent to share data

The information within this document remains confidential and will be shared only between relevant parties including the Associate Director for Quality and your future Training Programme Director. By completing the form we assume your consent has been given to share this data. Please contact the deanery if you have any queries regarding this.

	For completion by Associate Director

Name of reviewer:
     
Visit needed                   Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Date of visit:
     
Visit form completed:
QOF points:

Audit approved;       SEA:       Video:        

Comments:      
Recommendation: 
     
Date form completed:
     


	For completion by the Deanery at Appointment
Name of reviewer/s:
     
Visit needed                   Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Date of visit:
       Visit form completed      
Outstanding actions from visit      
QOF points       Any areas below average      
ST report  FORMCHECKBOX 
    IT feedback form  FORMCHECKBOX 

Comments on application     
Date form completed:
      


Equality & Diversity Monitoring
This section will be detached from your application.
The deanery is required by PMETB, our regulatory body, to provide statistics to demonstrate how we regularly review and monitor the applications we receive by collecting data on ethnicity, gender, marital status, disability and age of our educators in order to achieve a learning and teaching environment free from discrimination and unfair treatment.
You may choose not to answer any of the following questions:
	Marital Status
	    FORMCHECKBOX 
 Married           FORMCHECKBOX 
 Not Married 
	Gender
	 FORMCHECKBOX 
  Male        FORMCHECKBOX 
 Female

	Ethnicity
	    FORMCHECKBOX 
 White - British
	 FORMCHECKBOX 
 Asian or Asian British - Bangladeshi

	 
	    FORMCHECKBOX 
 White - Irish
	 FORMCHECKBOX 
 Chinese

	 
	    FORMCHECKBOX 
 White - Scottish
	 FORMCHECKBOX 
 Other Asian Background

	 
	    FORMCHECKBOX 
 Other White Background
	 FORMCHECKBOX 
 Mixed - White and Black Caribbean

	 
	    FORMCHECKBOX 
 Black or Black British - Caribbean
	 FORMCHECKBOX 
 Mixed - White and Black African

	 
	    FORMCHECKBOX 
 Black or Black British - African
	 FORMCHECKBOX 
 Mixed - White and Asian

	 
	    FORMCHECKBOX 
 Other Black Background
	 FORMCHECKBOX 
 Other Mixed Background

	 
	    FORMCHECKBOX 
 Asian or Asian British - Indian
	 FORMCHECKBOX 
 Other Ethnic Background

	 
	    FORMCHECKBOX 
 Asian or Asian British - Pakistani
	 

	Do you consider yourself to have a disability?
	    FORMCHECKBOX 
 No       FORMCHECKBOX 
Yes     If Yes, please select which category you think best describes your disability:



	
	    FORMCHECKBOX 
 Dyslexia
	 FORMCHECKBOX 
   Personal care support

	
	    FORMCHECKBOX 
   Blind or partially sighted
	 FORMCHECKBOX 
   Mental health disability              

	
	    FORMCHECKBOX 
   Deaf or hearing impairment
	 FORMCHECKBOX 
   An unseen disability: eg: diabetes, epilepsy, asthma

	
	    FORMCHECKBOX 
   Multiple disabilities
	 FORMCHECKBOX 
   Wheelchair User/other mobility difficulties

	
	     FORMCHECKBOX 
   Other    please specify        

	Nationality
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