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APPLICATION FORM FOR PRACTICE CERTIFICATE IN INDEPENDENT PRESCRIBING FOR PHARMACISTS
To be completed by the applicant 

PART 1: Applicant Details

Applicant Name (PRINT)……………………………………………………………………………..

Job title..........................................................Grade...............................……….……………....... 

GPhC or PSNI  reg.no:…………….

Work address (include name of organisation) …………………………………………………………

……………………………………………………………………………………………………………….

………………………………………………………….……………………………………………………

Contact address (if different from above)……………………………………………….………………

…………………………………………………………………………………………..………………….

Contact telephone no (work)..................................   (mobile)..........................…………............... 

Applicants will be contacted for a brief telephone interview at a mutually convenient time following initial processing of application. 

E-mail address..............................................…………………………………................................................

Please specify who will be funding your tuition fees (delete as applicable):

 Self-funding / Employer / Learning beyond Registration (LBR) funding

Employment History

(NB: A CV may be attached to provide this information)

	Position held
	Date(s)
	Grade
	Employer details

	
	
	
	

	
	
	
	

	
	
	
	


PART 2: Evidence of 2 years’ experience

The GPhC requires that pharmacists applying to undertake an independent prescribing programme must:

· be a registered pharmacist with the GPhC or the Pharmaceutical Society of Northern Ireland (PSNI)
AND
· have at least two years appropriate patient-orientated experience in a UK hospital, community or primary care setting following their pre-registration year.

Enclose documented evidence that you have been registered with the GPhC or PSNI for at least the last two years (copies of fee receipts are appropriate evidence).

Describe below your current practice as a pharmacist on the practising register of the General Pharmaceutical Council or Pharmaceutical Society of Northern Ireland, providing evidence of at least 2 years relevant post-registration patient-oriented experience. 
(Please continue on a separate sheet if necessary). 

PART 3: Area of Clinical Competence

The GPhC requires that pharmacists applying to undertake an independent prescribing programme must:

· have identified an area of clinical practice in which to develop their prescribing skills and have up-to-date clinical, pharmacological and pharmaceutical knowledge relevant to their intended area of prescribing practice.
Describe below for which group(s) of patients you are planning to prescribe and in what setting: 

Which group(s) of patients?………………………………………………………………………………

What disease state(s)?………………………………………………………………..………………….

What speciality?………..……………………………………………………………..………………….

What setting? (e.g. hospital clinic/GP practice/community pharmacy/private clinic etc) 
………………………………………………………………………………………………..………………
………………………………………………………………………………………………..………………

Describe your relevant experience in your named area of clinical competence. Give appropriate evidence of:
· your up-to-date clinical, pharmacological and pharmaceutical knowledge in this area of clinical competence. You may include a statement from your employer or designated medical practitioner (DMP) as part of your evidence if appropriate. 

· the need for you to develop your prescribing skills in order to provide a specific service. Please note that if you are self-funding the course, you are required to obtain require a letter from your local trust/CCG/practice or other organisation to state that they support you becoming a prescriber in the area of competence you have chosen and they will support you as a qualified prescriber.
(Please continue on a separate sheet if necessary). 

PART 4: Continuing Professional Development (CPD)
Please provide a statement in support of your application demonstrating:

1. How you reflect on your own performance and take responsibility for your own CPD.

2. How you will maintain an up-to-date clinical, pharmacological and pharmaceutical knowledge relevant to your intended area of prescribing practice.
3. How you will develop your own support network for the CPD of prescribing practice, including prescribers from other professions.
(Please continue on a separate sheet if necessary)
Applicant statement 
I confirm that I am currently fit to practise as per the GPhC/PSNI requirements.

If there is any change to my fitness to practice status during my time as a student at DMU, I agree to inform the module leader as soon as possible.

If successful in my application, I agree to complete the Independent Prescribing Training and to use my newly acquired skills to benefit the patients and the NHS. 

Name:………………………………………………………………………………………………………
(PRINT NAME) 

Signature:…………………………………………………………….Date:…...………………..……… 

	PART 5: Supporting statement from designated supervising medical practitioner
Name of supervising medical practitioner:…………………………………………………………………
(PRINT DETAILS) 
Qualifications:……………………………………GMC registration number……………..……………… 

Contact Address:………………………………………………………….………………………..………… 

…………………………………………………………………………………………………………..……….. 

Contact Telephone Number:……………………………E-mail address. ………………………………… 

Please supply the following information.  This will assist in ensuring the Department of Health criteria for the supervision in practice of independent pharmacist prescribers are being met. (See http://www.npc.nhs.uk/non_medical/resources/designated_medical_practitioners_guide.pdf for further information)
Please circle response as appropriate. 
Are you a registered medical practitioner who: 

(i) Has had at least 3 years medical, treatment and prescribing responsibility for a group of patient/clients in the relevant field of practice?                                                               Yes/No 

and are you: 

(ii) (a) within a GP practice and either vocationally trained or in possession of a certificate of equivalent experience from the Joint or Post-Graduate Training in General Practice ? Yes/No
 or (b) a specialist registrar, clinical assistant or a consultant within an NHS Trust or other NHS employer?                                                                                                                         Yes/No
and have you: 

(iii) the support of the employing organisation or GP practice to act as the designated medical practitioner  who will provide supervision, support and opportunities to develop competence in prescribing practice?                                                                                                       Yes/No 

and have you: 

(iv) some experience or training in teaching and/or supervision in practice ?                Yes/No
If you are not an Approved Training Practice/Institution, then please outline your experience of teaching, supervision and assessment of students. 

……………………………………………………………………………………………………………….... 

………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………… 
I have discussed the requirements of the course with …………………………………. and agree to provide supervision, support and shadowing opportunities to facilitate the achievement of the learning outcomes. I agree to supervise ……………………………………………….. in their prescribing role for a period of learning in practice of at least twelve days. 
Signature:…………………………………………………………Date:……………………………………
Summary of documents to include:

Copies of receipts to demonstrate two full years registration with the GPhC or PSNI. 

Where necessary, copy of marriage certificate to demonstrate name change if name on application form differs to that on register.

Copy of undergraduate degree certificate.

Copy of postgraduate clinical pharmacy diploma certificate (if applicable).

Confirmation letter from employer that they agree to fund the tuition fees

OR

LBR application form (NHS staff only), signed by the authorised signatory at your place of work 

OR

If self-funding, a letter from your local trust/CCG/practice or other organisation to state that they support you becoming a prescriber in the area of competence you have chosen and they will support you as a qualified prescriber.

Forward appendix 1 to your employer for them to complete and send directly to the admissions tutor.

Completed forms: 

Please return the completed form(s) by post to: 

Postgraduate Promotions & Recruitment

De Montfort University

Faculty of Health & Life Sciences

Edith Murphy Building 00.23

The Gateway

Leicester

LE1 9BH

Tel: 0116 257 7700



	Appendix 1 Supporting Statement from Employer

As the employer of an applicant to the Practice Certificate in Independent Prescribing for Pharmacists at De Montfort University, you are requested to provide a reference and supporting statement for the applicant. Please provide a reference in the space below, detailing your opinion of the applicant’s suitability to apply for the course in terms of:

· Suitability to complete this level of postgraduate education (Masters level).

· Relevant experience in the chosen area of clinical competence.

· Confirmation that appropriate support will be given by the employer to allow the applicant time to complete the course. 

Please complete the details below plus the reference and return this directly to the admission tutor:

Nuala Hampson

Room 2.25p, Hawthorn Building

School of Pharmacy

Faculty of Life and Health Sciences

De Montfort University

Leicester

LE1 9BH
nhampson@dmu.ac.uk
Name of employer: ………………………….………………………………………..…………….……

 (PRINT DETAILS) 

Job Title: ………………………………………………………………………………...…………………

Contact Address: ……………..……………..…………………………………………..………………

……………………………………………………………………………………………………..……….. 

Contact Telephone Number:……………………………E-mail address. ……………………..…… 

I confirm that I support ……………………………………………………. in their application to undertake the Independent Prescribing Course.

Print Name: ……………………………………………………………………………………………..….

Signature:…………………………………………………………Date:……………………………..……

Reference:
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