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Tel: 01782 734117
	Medicines Management, School of Pharmacy

Application 

Therapeutics Plus+ and CPD Plus+ Assessments
Return with the relevant fee* and Equal Opportunities Monitoring form to:

Mrs Linda Foster, Postgraduate Programmes Co-ordinator

Medicines Management, School of Pharmacy,  Keele University, Staffs ST5 5BG 

or e-mail l.j.foster@mema.keele.ac.uk
NB: Course assessments will not be dispatched until the fee has been paid.
Please also remember to send us a copy of the certificate that you have downloaded from the Therapeutics Plus site as evidence of your completion of the multiple choice assessment questions.


Prescribing Studies Programme
Therapeutics Plus+ and CPD Plus+ 
	Course Details

	 Start Date: (please specify month)

	Mode of Attendance      MOD

	*Assessment Fee:  £ 99.00  ( 5 credits) 

                               £198.00 (10 credits, open learn)
                               £297.00 (15 credits, open learn)
	


Please tick the assessment/s you wish to receive
	Module Code
	Title
	Please tick appropriate box
       5 Credits                    10 Credits               15 Credits

	PHA-40109
	Managing Neuropathic Pain


	
	
	

	PHA-40110
	Managing Smoking Cessation


	
	
	

	PHA-40112
	Managing Asthma 


	
	
	

	PHA-40113
	Managing COPD


	
	
	

	PHA-40117
	Managing Venous Thromboembolism


	
	
	

	PHA-40118
	Managing Urinary Incontinence


	
	
	


	Personal Details

	First Names


	Surname/Family Name: 

	Title: 


	Gender: 
	Date of Birth: 

	Contact Address (this will be the address to which the assessments and course handbook will be sent):                                                    
Postcode:  


	Telephone: 


	Nationality: 

	Fax: 


	Country of Birth:

	Email: 


	Country of Residence:

	Keele Registration Number (if previous student):




PLEASE EXPAND THE BOXES BELOW AS NECESSARY TO PROVIDE THE DETAILS REQUESTED.
	Academic and professional qualifications. Please include institution and year attended: 

Details of professional registration body and personal registration number as non-medical prescriber
Current Employment. Please include your job title/role and place of employment.


	Data Protection Act

The information contained in this form will be used for the purpose of processing your application and, if your application is successful, will form the basis of your University record.

University Charter, Statute, Ordinances and Regulations

Registration at Keele University is conditional upon observation of the University’s Charter, Statute, Ordinances and Regulations in effect at any time.  A copy of the current version may be obtained from the University Secretary’s office or is available on the web at www.keele.ac.uk/depts/vc/plansec/regs/reglist.htm 


I hereby apply for admission to study at Keele University for the course set out above, and confirm that the information provided is correct to the best of my knowledge.

Signature:  
Date: 
______________________________________________________________________________

Payment  Details

Assessment Cost

£  99.00 (  5 credits) for each module selected
£198.00 (10 credits) for each module selected
£297.00 (15 credits) for each module selected

Payment can be made by cheque or debit or credit card (not Amex)

Cheque
I enclose a cheque made payable to Keele University for £________________

Card

Name on card:
___________________________
Card type:
___________________
Card number

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Expiry Date

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Valid From
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



Security code     
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Issue Number
 FORMCHECKBOX 


 FORMCHECKBOX 

(last three digits on reverse)


(where applicable)

Amount to be charged £______________

Cardholder Address:
_______________________________________________________

______________________________________________________________________________

______________________________________________________________________________

_______________________________________________

Postcode
______________
Cardholder Contact Number
_________________________________________________
	Your Name


          _________________________________________________

(if different from cardholder)




Please return completed application form, equal opportunities form and payment to:

Mrs Linda Foster, Postgraduate Programmes Co-ordinator, School of Pharmacy, Keele University, Keele, Staffs ST5 5BG or e-mail l.j.foster@mema.keele.ac.uk

KEELE UNIVERSITY

EQUAL OPPORTUNITIES MONITORING

Please help us to make our equal opportunities policy effective by ticking the boxes applicable to you. 

ETHNICITY
 FORMCHECKBOX 
 11 White-British




 FORMCHECKBOX 
 12 White-Irish

 FORMCHECKBOX 
 13 White-Scottish



 FORMCHECKBOX 
 14 Irish Traveller

 FORMCHECKBOX 
 19 Other White Background


 FORMCHECKBOX 
 21 Black or Black British-Caribbean

 FORMCHECKBOX 
 22 Black or Black British-African

 FORMCHECKBOX 
 29 Other Black background

 FORMCHECKBOX 
 31 Asian or Asian British-Indian

 FORMCHECKBOX 
 32 Asian or Asian British-Pakistani

 FORMCHECKBOX 
 33 Asian or Asian British-Bangladeshi
 FORMCHECKBOX 
 34 Chinese Ethnic background

 FORMCHECKBOX 
 39 Other Asian background


 FORMCHECKBOX 
 41 Mixed-White and Black Caribbean

 FORMCHECKBOX 
 42 Mixed-White and Black African

 FORMCHECKBOX 
 43 Mixed-White and Asian

 FORMCHECKBOX 
 49 Other Mixed background


 FORMCHECKBOX 
 80 Other Ethnic background

 FORMCHECKBOX 
 90 Not known




 FORMCHECKBOX 
 98 Information refused

DISABILITIES

The University welcomes applications from people with disabilities and considers them on the same academic grounds as those from other candidates.  If you indicate on this form that you have a disability, and if we make you an offer of a place, we will then inform our Disability Services department who will contact you to discuss your support needs.

 FORMCHECKBOX 
 00 No known disability

If you have a disability, please indicate those which are applicable to you.

 FORMCHECKBOX 
 01 Dyslexia




 FORMCHECKBOX 
 02 Blind/ partially sighted

 FORMCHECKBOX 
 03 Deaf/ hearing impaired


 FORMCHECKBOX 
 04 Wheelchair user/ mobility difficulties

 FORMCHECKBOX 
 05 Personal care support


 FORMCHECKBOX 
 06 Mental health difficulties

 FORMCHECKBOX 
 07 An unseen disability, eg. diabetes, 
 FORMCHECKBOX 
 10 Autistic Spectrum Disorder/

     epilepsy, asthma



     
      Asperger’s Syndrome

 FORMCHECKBOX 
 08 Multiple disabilities



 FORMCHECKBOX 
 09 A disability not listed above

     






     (please specify)       
Please return this form with your application form.  Many thanks for your assistance.
