[bookmark: Independent_Prescribing_Preparatory_Cour]Independent Prescribing Preparatory Course

*Please note the text area’s will expand. 

[bookmark: Personal_Information]Personal Information
1) Name exactly as it appears on your passport
	Click or tap here to enter text.

2) GPHC registration number

	Click or tap here to enter text.	

3) Please provide below the month and year you first register as a pharmacist in the UK?
	Click or tap here to enter text.


[bookmark: Relevant_Experience_&_Scope_of_Practice]Relevant Experience & Scope of Practice

1) What relevant experience do you have in a UK Pharmacy setting in readiness to undertake the Independent Prescribing Programme? 
	Click or tap here to enter text.


2) Name your chosen clinical/therapeutic practice (Please state a specific rather than generic area ie. Asthma rather than Respiratory)

	Click or tap here to enter text.


3) Indicate the clinical and diagnostic skills in which you will have to develop competence under the supervision of your DPP during the course. Also indicate the specific diagnostic aids that you will have to be able to use, including those that you will use to monitor response to therapy. Provide an outline plan of how you will achieve competence under the supervision of your DPP.

	Click or tap here to enter text.

	


	
Professional Experience & CPD



1) Please outline what relevant experience and/or preparation you have undertaken in relation to your prescribing practice and your intended scope of practice for the IP programme.
Click or tap here to enter text.



2) Using your understanding of RPS Prescribing competency framework, scope of practice and Standards for Pharmacy Professionals please outline below the key skills and attributes you believe are required of an Independent Prescriber along with any examples you have of where you have been able to demonstrate some of these skills. The word count for this should be no less than 500 words and no more than 1000.
	Click or tap here to enter text.
							


Designated Prescribing Practitioner



Full Name
		Click or tap here to enter text.
	
	
Professional Qualifications and Registration Number
Click or tap here to enter text.


Contact Address: (including department, if relevant)
		Click or tap here to enter text.


Contact Telephone Number(s)
Click or tap here to enter text.


E-mail Address
		Click or tap here to enter text.
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1) Are you a registered healthcare professional in Great Britain or Northern Ireland with legal prescribing rights and experience in the management of patients/clients in relation to the clinical condition(s) for which the trainee independent prescriber (TIP) is going to use their independent prescribing skills? [Normally we would expect at least 3 years post registration experience]
 
     Please select one option below.

Yes  ☐                               No    ☐


2) Please outline below how you meet the requirements for the DPP including the ability to assess patient-facing clinical and diagnostic skills and appropriate patient facing clinical and diagnostic skills.

		Click or tap here to enter text.



3) Have you some experience of training in teaching and/or supervising other healthcare professionals? Please give details below in Q9.

Please select one option below.

Yes  ☐                               No    ☐



4)  Please outline in the box below your experience of teaching, supervision and assessment of healthcare professionals, including details of any formal qualifications you may have in this area.

		Click or tap here to enter text.


5) Have you the support of the employing organisation or GP practice to act as the DPP who will provide supervision, support and opportunities to develop the TIP’s competence in prescribing practice?

    Please select one option below.


Yes  ☐                               No    ☐

	



6) Are you able to demonstrate recent CPD or revalidation relevant to this role? [This is a GPhC requirement]

    Please select one option below.


Yes  ☐                               No    ☐

                           Click or tap here to enter text.		


Declaration

I confirm that I have agreed to supervise the applicant in the 'learning in practice' element of the Course, in the clinical area in which the pharmacist intends to prescribe independently immediately on qualification, for a period of learning in practice of at least twelve days (90 hours):


To enable wet signature, click on ‘Draw’ on the top ribbon and select a pen. Then use your mouse as the pen in the wet signature box. To deselect the ‘Pen’ and return to the normal mouse, click on the draw option and select the arrow symbol. 




	Wet Signature: 	Date:

Employer/Sponsor/Supporting Organisation



Referee Full Name (print/block capitals)  Click or tap here to enter text.

Name of employer/sponsor/supporting organisation 
Click or tap here to enter text.

Referee’s position in the organization Click or tap here to enter text.

Reference for Click or tap here to enter text.

Referee’s comments: 
Click or tap here to enter text.




I confirm that to the best of my knowledge the above named person has not undertaken an Independent Prescribing course, or part thereof via another Higher Education provider.


To enable wet signature, click on ‘Draw’ on the top ribbon and select a pen. Then use your mouse as the pen in the wet signature box. To deselect the ‘Pen’ and return to the normal mouse, click on the draw option and select the arrow symbol. 






Wet Signature: 	                                                           Date:   























Funding agreement

How will you be funding the IP Program (please choose one option below)?


HEE Funding ☐

Employer Funding ☐

Self-Funding ☐


For HEE funding

☐I confirm that I permit Keele to share information with third parties and commit to being part of a future evaluation on the impact of new skills on service delivery. I understand that this may also include sharing information and participating in case studies, if required to do so by HEE, to demonstrate the impact of my role on the transformation of Pharmacy services. I confirm also that I have discussed this with my DPP and with the referee who has signed my reference in section E, and that both individuals are also willing to facilitate this sharing of information.



For Employer funding

☐I accept that marks, progress, and feedback will be provided by Keele to my employer as and when required.


Please complete for Employer funding:


Employer's Full Name Click or tap here to enter text.

Invoice Address
Click or tap here to enter text.

Email address that can accept the invoice Click or tap here to enter text.

Purchase Order Number (we are unable invoice without this) Click or tap here to enter text.

Amount (£) of sponsorship Click or tap here to enter text.
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