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Appendix 3

	Health Education England - North West



Intra- LETB Transfer

Supporting Document A

Criterion 1 – own disability


· Please ensure you have read the process and guidance document before completing this form.

· Please complete this form if you are applying for an Intra-LETB Transfer under criterion 1; significant change in circumstances due to own disability.

· Please ensure all sections of the form have been completed, by either typing or printing clearly in black ink.

· Please ensure your Occupational Health Physician (or GP or other medical specialist) completes section 3.

· Send this supporting documentation, together with your completed application form, to your Programme Support Manager/GP Programme Support Business Manager; forms must be received by the published deadlines.

	Section 1 – To be completed by the trainee 
Contact details



	Last name


	
	First name
	

	NTN


	
	GMC No
	

	Current Address

Postcode


	

	Home Telephone No


	
	Mobile No
	

	Email Address (This will be used for any correspondence)


	


	Section 2 - To be completed by the trainee
Applicant declaration



	I confirm that:

· The information I have provided is correct and truthful and that it matches the information supplied on the application form.

· I give my permission for all the information in this supporting document to be shared with the Transfer Review Panel and relevant parties.

· I give my permission for information in this application to be used in anonymised form for review and evaluation of the process and outcomes of the Transfer process.


	Signature


	
	Date


	


	Section 3  - To be completed by Occupational Health Physician, or GP or other medical specialist



	The person whose details are outlined in section1 is a postgraduate medical trainee applying for a transfer to another location within the LETB or GP programme.  The trainee is applying under criterion 1:

Criterion 1 

The trainee has developed a disability (physical or psychological, as defined by the Equality Act 2010) for which treatment is an absolute requirement and where the required treatment can only be carried out in the geographical area the trainee has applied to relocate to, as confirmed by a report from their Occupational Health Physician, GP or their medical specialist.

OR

The trainee has developed a disability (physical or psychological, as defined by the Equality Act 2010) and has specific caring / social requirements that can only be delivered in the geographical area the trainee has applied to relocate to, as confirmed by a report from their Occupational Health Physician, GP or their medical specialist.

This report is essential to verify that the trainee has developed a disability as defined above and that treatment is an absolute requirement and is required to take place in the area to which the trainee has applied to relocate to.  Please complete this section of the form and return to the applicant.

The information provided within this document will be reviewed by the Transfer Review Panel.  By signing section 2, the trainee has given consent for the information you provide to be shared with the Review Panel, in support of their application.



	Please briefly describe the current medical condition or disability



	

	Date of diagnosis 


	

	Is the trainee’s condition a disability as defined by the Equality Act 2010


	Yes/No


Section 3 continues overleaf

	Section 3  (cont)



	Please describe the nature of the ongoing treatment and frequency of follow up required.

	

	Please state why the reasonable adjustment of a transfer to another location needs to be made and how such a move would support the trainee with their change of circumstances.

	

	Section 3 – Declaration



	I confirm that:

· I am a medical professional involved in the regular care of the applicant.

· I am not related to the trainee by birth or marriage, or in a personal relationship with the trainee.

· The information I have provided is truthful and correct.
· I give my permission for the information I have provided to be shared with the Transfer Review Panel.

· I am prepared to be contacted by the Transfer Review Panel to provide further clarification if required.



	Name


	
	GMC No


	

	Professional Role


	

	Telephone 


	
	Email Address


	

	Signature 


	
	Date


	


