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

Please note that this form is in two parts. – A and B
Section A relates to your initial application and needs completing carefully at the time of applying. You will be asked to check that these answers still stand when the form is returned to you prior to the appointment process. This is to prevent you having to duplicate the core information, but also ensure the facts we hold remain current and accurate. 

Section B – please leave this blank at the time of your initial application. You will be required to answer these questions at the time of appointment, after all elements of the course are completed satisfactorily and you are about to attend for a panel interview.

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, your future Training Programme Director and the appointment panel. 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.
On completion, please email this form to: HENE.intendingtrainers@nhs.net
Please note – this application form needs to be completed electronically (not hand-written).  Any application forms not received electronically will not be processed and will be returned back to you.
SECTION A

1. Which course are you applying for? 

· I am applying for the Intending Trainer’s Course in:

Spring 2017 (Starting February) Cumbria:      
Spring 2017 (Starting February) Stockton:      
Autumn 2017 (starting September) Newcastle: 
Depending on experience you may be eligible to join the shorter course for those with teaching experience – we will contact you if this is the case (see Section 4).

Important: All training days are compulsory so remember to check your availability. 
Dates are available on our Intending Trainer’s web page
2. Personal Details 

· Name:       
· Telephone:        
· Email:          
If possible, do NOT give a Hotmail address as they sometimes class NHS mail as spam and reject it.
· GMC Number:      
· Date of Birth:       
3. Practice Details

· Name and address of your practice: 
· What is your list size? 
· Is this already a training practice?   
· Type of contract GMS/PMS/APMS:   
· Date contract expires (if applicable): 
· Does your practice have F2’s?   
· Does your practice organisation/employer have more than one contract to provide GP services? 
· 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
· contraceptive services (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) 

4. Qualifications & Experience
· Qualifications and dates (please also state if you have MRCGP):  
· Date of completing GP training:  
· With which programme did you train to be a GP?      
· Did you require an extension or extra support from a TPD while training?      
· If yes, please give details

· How long have you been in your current 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?  
· Does your practice take Foundation trainees? 
· Are you a supervisor of Foundation trainees? 
· Are you a named Clinical Supervisor for an F2 doctor? 
· What if any previous relevant experiences have you had as an educator?  
This is very important as we are offering exemption from module one if there is relevant previous experience. Please be as full in your answer as possible.
· Have you already completed any part of the Intending Trainer’s Course?  If so, which part(s) and when? 
· Do you have a Certificate in Medical Education (or higher) or are you an Undergraduate Teacher (Level 2)? 
· Are you hoping to apply for the shortened course that is available for those with relevant and current previous experience as outlined in our exemption policy?      
Please check the policy carefully to ensure eligibility to apply for this route before stating yes to this question. 
5. Appraisal, Revalidation and Performance

· Which area team is responsible for your appraisal and revalidation? 

a) CNTW (Cumbria, Northumberland, Tyne & Wear)       
b) DDT (Durham, Darlington & Tees)       
· Are you either subject to, or being investigated for, any fitness to practice issues? 
If yes, give details. 
· Has anyone expressed concerns about any aspect of your performance in the last 5 years? If yes, please give further details. You should include details relating not only to your practice work and training but also all aspects of your professional life e.g. OOH etc.
     
· Do you give consent for us to seek further information from your local performers team, training programme and relevant employers      Y/N
6. Premises and team performance
· Please state the name and address of any sites you practice from?   
· Which sites do you intend to use for training?   
· If more than one site and you are already a training practice, have all sites been visited and approved for training purposes? 
· 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 organisational change since the last approval (e.g. merger, take over)?   
· If yes, please describe:   
· Percentage of records summarized:  
	Names of all doctors in your practice
	Salaried/partner/locum
	Trainer y/n
	Number of sessions in the practice

	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     


· Are there any QOF domains where you score less than the average for England?   
· If yes, please give details and explain how to address these lower than average QOF scores:    
· Please describe how the practice ensures the clinicians know the practice’s preferred medications and protocols 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? Please state if a pop up box is used. The system must include warnings about potentially violent patients and children at risk:   
· Describe any unusual features of your practice:        
· What were the outcomes of your most recent CQC visit ?
· Is anyone other than yourself in your practice, either subject to, or being investigated for, any fitness to practice issues?  
7. Details of your work

· Please insert a timetable of your working week. Please specify the site if more than one:   
8. Discussion with school 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 School
· Please identify any areas which you wish to discuss with a member of the School of Primary Care

_________________________________________________________________

Equality & Diversity Monitoring

This section will be detached from your application.

The deanery is required by the GMC, 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: e.g.: diabetes, epilepsy, asthma

	
	    FORMCHECKBOX 
   Multiple disabilities
	 FORMCHECKBOX 
   Wheelchair User/other mobility difficulties

	
	     FORMCHECKBOX 
   Other    please specify        

	Nationality
	        


Please email your completed form to: HENE.intendingtrainers@nhs.net
SECTION B - Please do not fill in this section at your initial application. This section is for completion prior to your appointment panel ONLY.
10.
If your practice was visited by the School of Primary Care as part of your          application please answer below: 
· Were there any action points generated following your practice visit:   Y/N
· Please provide an update on progress towards meeting these action points:

           
11. Your development since applying:

· 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 trainer’s course, please include the objectives that you plan to achieve in the next year.

	Learning objective
	Action plan
	Time-scale
	Evidence  to be collected

	· 
	· 
	· 
	· 

	· 
	· 
	· 
	· 

	· 
	· 
	· 
	· 

	· 
	· 
	· 
	· 


12. Practice preparation for training:
· 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?


· It is a recommendation that trainees have regular teaching sessions based around seeing patients alternately with their trainer.  How do you plan to offer joint surgeries such as these? 
· We recommend that registrars at all ST levels regularly have the opportunity for their consultations to be directly observed and for the registrar to also observe the trainer consulting. How do you plan to deliver this kind of teaching? 
· How will your absences be covered? 
13.
Any issues you would like to discuss at the appointment panel?

For School of Primary Care use only:
	For completion by Associate Director on application to the course
Name of reviewer:
     
detail of any issues raised from the application form:

action taken or plans to address these: 


Visit needed                   Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Date of visit:
     
Visit form completed:
QOF points:

AUDIT OUTCOME     PASS/ RESUBMISSION NEEDED
DVD PASSED            YES/ EXTENUATING CIRCUMSTANCES

CONCERNS CHECK DONE AND SATISFACTORY:  YES/ OTHER- PLEASE DETAIL

Comments:      
Recommendation: 
     
Date form completed:
     

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

Date of visit:
       Visit form completed      
Outstanding actions from visit      
ST report  FORMCHECKBOX 
    IT feedback form  FORMCHECKBOX 

Comments on application     
Date form completed:
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