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Appendix 4

	Health Education England - North West



Intra-LETB Transfer

Supporting Document B

Criterion 2 – caring responsibilities


· 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 2; significant change in circumstances related to caring responsibilities.

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

· Please ensure the GP or Social Worker of the person for whom care is being provided completes section 4.

· 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 1 – To be completed by the trainee 
Details of person being cared for



	Last name


	
	First name
	

	Current Address

Postcode


	

	Relationship of applicant to the person being cared for

	

	Does the person being cared for meet the definition of disability as outlined in the Equality Act 2010?


	Yes/No


	Section 2 – To be completed by the trainee

Care plan



	In completing the plan, applicants are reminded that the confidential medical details of the cared for should not be routinely disclosed as part of the transfer application. Instead a clear indication of the level of care provided by the applicant should be given.

In support of their application for a transfer under criterion 2 (change of circumstances relating to role of primary carer) applicants must provide a care plan in support of their application.  This has two functions: to confirm that the applicant is the primary carer for someone who is disabled as defined in the Equality Act 2010 and to outline the type and level of care proved; and to ensure the applicant has given due consideration to the issues involved in combining a demanding medical role and providing care.



	Please outline the care provided and your level of responsibility in the provision of this care.  Please also indicate how much of your time this takes each day/week.

	

	Could these responsibilities be taken by anyone else?  If not, why not?



	

	What other services does the person you care for utilise? eg social services, private carers,

translation/interpreter services, primary health care team. Have all local support resources been fully considered?


	

	How do you plan to combine these responsibilities with a demanding training programme that may involve irregular and anti-social working hours? Please provide as much detail as possible.



	

	What arrangements will you have in place for unexpected or planned periods when you will be unavailable? For example, if you have to do a week of nights or are asked to cover a shift for a colleague at short notice.

	


	Section 3 - 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


	


	IMPORTANT

Applicants are reminded that the confidential medical details of the person being cared for should not be routinely disclosed to the Transfer Review Panel.  Instead a clear indication of the level of care provided by the applicant should be given. 




	Section 4  - To be completed by the GP or Social Worker of the person being cared for by the applicant



	The person whose details are outlined in section 1 is a postgraduate medical trainee applying for a transfer to another location within the LETB or another GP programme.  The trainee is applying under criterion 2:

Criterion 2 

The trainee is the primary carer for someone who is disabled (as defined by the Equality Act 2010), expected to be a partner, sibling, parent or child, and these responsibilities have changed significantly since the commencement of training in their current location.
Applicants who provide care for a person as part of a group of carers, eg. a family, are not eligible to apply under this criterion

Please Note: The medical details of the disability of the person being cared for are not required.  The purpose of your report is to confirm that the applicant is the primary carer for the person named.  By primary carer, we mean the person who provides, or is responsible for the provision of, care, on a daily basis. 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.



	How long have you known the applicant?


	

	Does the person being cared for meet the definition of disability as outlined in the Equality Act 2010?
	Yes/No



	

	Please provide brief details of the type and level of care the applicant provides.



	


Section 4 continues overleaf

	Section 4 – Declaration



	I confirm that:

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

· The information I have provided is truthful and correct.

· The applicant is currently the primary carer for the person named in section 1, who is my patient/client.

· 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


	


