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HEE East of England
GENERAL PRACTICE TRAINEE APPOINTMENT FORM 

Completion of this form is required to enable HEE to authorise the responsible primary care trust* to release payments to the training practice (ie GP trainee salary, GP trainer grant) in accordance with the Directions to Health Authorities Concerning GP STR.  Payments cannot commence until HEE has received this form, fully completed and signed, together with all of the required documents.  HEE will then authorise the responsible primary care trust* to commence payments.  The appointment form and documentation should be sent to HEE at least two and preferably three months before the training post commences to avoid delays in reimbursing the practice.

A copy of this form and the documentation requested in section 15 will be supplied to the lead primary care trust* responsible for the locality in which the training practice is based.  *Please note that a number of primary care trusts contract with a support services agency to administer on their behalf matters relating to the GP STR scheme.  Where instructed to do so by the primary care trust, HEE will correspond directly with the appropriate support services agency for the locality.
Information supplied on this form will be recorded and processed on computer and manual systems by HEE Office and the responsible PCT  to progress and monitor appointments in accordance with the Data Protection Act 1998.
· GP trainee: please complete sections 1 - 10
· GP trainer/educational supervisor/associate trainer: please complete sections 11 - 16
1
GP TRAINEE

	Surname
	     
	First Name
	     

	Maiden Name (if applicable)
	     
	Date of Birth
	D
     
	M
     
	Y
     

	National Insurance Number
	     

	Home Address

Please include your post code
	     
	Correspondence Address during training (if different)
Please include your post code
	     

	Day time Telephone Number
	     

	E-mail address
	     


2
PERIOD OF TRAINING

Date this appointment will commence
            /             /                         
Date this appointment will terminate 
            /             /                        
Is this a full time or part time appointment?
 FORMDROPDOWN 


        %
(including the % of ITP post if applicable)
If part time, please state the % of full time hours worked, including attendance at the day or half at the day or half day release course 
(minimum 50% of full time for certified periods of training)
 Specialty:     
     
        %
INNOVATIVE POSTS (ITP) (if applicable):

Please give the percentage split of the ITP and the specialty:





3
WORKFORCE PLANNING 

HEE is regularly required to provide data to the local Strategic Health Authorities (SHA), Department of Health and National Recruitment Office to assist with workforce planning.  The following information will assist HEE in maintaining accurate data for this purpose.  

Individual details will not be passed to the SHA or Department of Health, only data for HEE as a whole.  


Please state the date on which you currently expect to complete your general practice training programme:




            /             /                        
· Please give details of any further hospital posts you expect to undertake in order to complete your general practice training programme.  

· As a minimum, please indicate the dates when you expect to undertake any hospital posts.

	Specialty
	Hospital (if known)
	Estimated Start Date

M             Y
	Estimated Finish Date

   M          Y
	Provisional (please tick if appointment to the post has not been confirmed)

	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     



· Please give details of any further general practice based training posts (excluding the one to which this form relates) you expect to undertake in order to complete your general practice training programme.  

· As a minimum, please indicate the dates when you expect to undertake any general practice based training.

	GP Trainer’s Name

(If known)
	Training Practice Name

(If known)
	Estimated Start Date

  M       Y
	Estimated Finish Date

 M         Y
	Provisional (please tick if appointment to the post has not been confirmed)

	     
	     

	
	     
	     
	     
	 FORMCHECKBOX 



	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 




4
NATIONAL TRAINING NUMBER

If you have previously been issued with a General Practice Training Number please state the number here


                 /800/                                    
5
GMC REGISTRATION

Please confirm the type of GMC registration you currently hold by ticking the appropriate box and completing the relevant information 

	FULL  FORMCHECKBOX 

	LIMITED  FORMCHECKBOX 

	PROVISIONAL  FORMCHECKBOX 


	Date of First Registration 
	DD
     
	MM
     
	YY
     
	Date of first registration 
	DD
     
	MM
     
	YY
     
	If you currently hold provisional registration you will need to ensure that you have applied for and been granted Full registration with the GMC by the date you commence your training.  Please supply confirmation as soon as possible.

	Date current period of membership expires
	DD
     
	MM
     
	YY
     
	Date current period of membership expires
	DD
     
	MM
     
	YY
     
	

	Registration Number
	
	Registration Number
	
	


6
PREVIOUS/PRESENT EMPLOYMENT

	a
	Present or most recent NHS Hospital appointment (please state specialty ie paediatrics)
	     

	
	Grade of Post (ie PRHO, SHO, SpR, Consultant)
	     
	Was this a locum post?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 


	
	Name of Hospital where the post was undertaken
	     


	
	Address of Hospital where was post the undertaken (including POSTAL CODE)
	     


	
	Date Commenced
	D
     
	M
     
	Y
     
	Date Terminated
	D
     
	M
     
	Y
     


	
	Annual Salary
	£     
	Salary Scale
	      
	Increment Date
	D
     
	M
     

	Y
     

	b
	If you currently (or have previously) work(ed) or train(ed) in general practice, please indicate the type of position held in the box opposite and complete the information below.
	 FORMCHECKBOX 
PRHO Rotation

 FORMCHECKBOX 
GP Registrar Training Post

 FORMCHECKBOX 
GP Principal

 FORMCHECKBOX 
GP Assistant 

 FORMCHECKBOX 
GP Locum

 FORMCHECKBOX 
Other (please state)      

	 
	Please state the name of the PCT responsible for the area where you currently/most recently work(ed)/train(ed)  in general practice
	     

	
	Please give the full name and address of the surgery 

(including POSTAL CODE)
	     


	
	Annual Salary
	£     
	Date Commenced
	D
     
	M
     
	Y
     
	Date Terminated
	D
     
	M
     
	Y
     


c
Was your last full-time appointment in one of the following categories?

	
	YES
	NO

	· A medical branch of the Armed Forces
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	· The medical services of another country
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	· The Community Health Services 
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	· A teaching post in a medical school
	 FORMCHECKBOX 

	 FORMCHECKBOX 




If you have answered Yes to any of the above, your salary in this appointment will be determined by the Secretary of State.


Please give details of the duties that were involved

     
d
Have you previously held a locum post:

	
	YES*
	NO

	· In General Practice in the NHS
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	· In a NHS hospital
	 FORMCHECKBOX 

	 FORMCHECKBOX 




*If details of the locum post(s) were not provided in 5 a or b, please give details below

     
e
If your last post prior to taking up this employment was in a non-NHS medical post, please arrange for form GPTA1 to be completed (available from our website https://heeoe.hee.nhs.uk/gpst_employment).  This will assist the PCT with calculating your correct starting salary.  
7
MEDICAL DEFENCE ORGANISATION SUBSCRIPTIONS

It is confirmed that:

 FORMCHECKBOX 

the GP trainee has paid the subscription and the cost thereof may not be reclaimed elsewhere.  The GP trainer will reimburse the appropriate proportion to the GP trainee.

The Primary Care Trust will reimburse medical defence body subscriptions to the GP trainer after production of the GP trainee’s receipt from the defence body, including a monthly breakdown of the subscription.
The purpose of the breakdown is to indicate the difference between General Practice and Basic Hospital subscriptions on a monthly basis.  The trainer will receive reimbursement of the trainees subscription, minus costs which would have been incurred if the trainee had taken out the basic subscription only, whether or not the trainee had previously taken out that basic subscription for personal defence costs.  This is to ensure that trainees would be no worse off than their hospital colleagues.

8
SUPERANNUATION SCHEME


Do you wish to participate in the NHS Superannuation Scheme?

 FORMCHECKBOX 
YES


 FORMCHECKBOX 
NO
If you do not wish to take part in the scheme, please complete form SD 502, which is available directly from the health authority.  If you do not complete this form your remuneration will automatically be superannuated.


Have you contributed to the NHS Superannuation Scheme in the past?

     
 FORMCHECKBOX 
YES*

a) *Please state your SD Number 

 FORMCHECKBOX 
NO

b) *are you buying added years?
           FORMDROPDOWN 
 

   
c) *Please state the percentage at which you are buying the years       %

9
ANALYSIS OF PRESCRIBING HABITS

The Prescription Pricing Authority’s analysis of prescribing habits is based on prescription 
forms submitted for processing. In the case of GP trainees, the statistics will be slightly inaccurate as a result of the use of the trainer’s prescriptions by his/her GP trainee.

If you wish the information you receive to reflect your prescribing habits more accurately, it is possible to mark the prescription forms used by the registrar with the letter “D” in red beside the trainer’s index number.

Please indicate below if you wish to take part in the scheme, as the Prescription Pricing authority will need to be informed.

 FORMCHECKBOX 

I wish to take part in the scheme

 FORMCHECKBOX 

I do not wish to take part in the scheme

10
GP TRAINEE DECLARATION

I confirm that (tick those that apply):

·  FORMCHECKBOX 
 I will not make a claim to the primary care trust in respect of any expenses that have been/will be recovered elsewhere (eg removal expenses recovered by a partner).

·  FORMCHECKBOX 
 I am and will continue to be a member of a recognised Medical Defence Organisation during this period of training.

·  FORMCHECKBOX 
 I currently have and will maintain full or limited registration with the GMC during this period of training.  I undertake to inform my GP trainer and HEE in writing if my registration lapses, is suspended or if I am the subject of an investigation by the GMC.
·  FORMCHECKBOX 
 I have received and signed a contract of employment from my GP trainer.   FORMCHECKBOX 
 I have not received a contract of employment from my GP trainer.   FORMCHECKBOX 
 I will inform HEE in the event that I do not receive a contract of employment upon commencing the attachment or in the event that I do not sign the contract
·  FORMCHECKBOX 
 I have applied to      for inclusion on the Primary Medical Performers List   

Or

 FORMCHECKBOX 
 I am already on the Primary Medical Performers List maintained by:        
·  FORMCHECKBOX 
 I do not require permit free training status to undertake this attachment.   FORMCHECKBOX 
 I do require permit free training status to undertake this attachment and I have applied for and received the necessary clearance from the Home Office.  I understand that it is my responsibility to ensure that my permit free training status remains current during my period of training and that if it does not I will be unable to continue my training until renewal has taken place.

·  FORMCHECKBOX 
 I understand that a copy of this form and accompanying documentation will be supplied to the lead primary care trust responsible for the area in which my training practice is located.  

·  FORMCHECKBOX 
 I also understand that information about my application will be recorded and processed on computer and manual systems in order to progress and monitor appointments.  I consent to the recording and processing of personal data in this way in accordance with the Data Protection Act 1998.

You are required to provide the following documents.  Failure to provide this documentation may lead to a delay in reimbursing the training practice.  (photocopies of the documents are acceptable (and preferred) provided that your GP trainer or the Training Practice Manager has seen the original documents and signed and dated the copies to confirm that he/she has seen the originals).  If this is not possible, original documents must be submitted.  The documents will be returned to you by Royal Mail Special Delivery.

	Tick appropriate box
	

	Enclosed
	To Follow
	Documentation

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Evidence of Full or Limited General Medical Council Registration effective on the date this post commences

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Evidence of membership on the date this post commences with a recognised professional medical defence organisation (MDO) , to include cover as a GP registrar for the appropriate period

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Receipt confirming payment of MDO subscription or confirmation of monthly payment schedule

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Birth Certificate (or National Passport if Birth Certificate not available)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Documentary evidence of salary scale in last NHS post (eg copy of final pay slip) to assist the payments agency with calculating your starting salary.


	Signature – GP Trainee
	
	Date of Signature
	     


This form should now be sent, together with the documents listed ABOVE, TO YOUR GP TRAINER TO COMPLETE sections 11 - 16. the gp trainer will forward the form to the HEE office.

11
GP TRAINER (this section must be completed if the trainee is to be registered with the GP Trainer).   
	Surname
	     
	First 

Name
	     

	Name and Location of Training Practice
	     

	Name of Primary Care Trust
	     


Guidance on issues where associate trainers are assisting with the training of GP registrars is available from our website https://heeoe.hee.nhs.uk/general_practice_home.
12 ASSOCIATE TRAINER (if applicable)   
If an associate trainer is involved with the training, this section must be completed.   If the Associate Trainer is based in an Associate Training practice and the trainee is based in the Associate Training practice then the grant may be paid to the Associate Training practice.   The Associate Trainer must however state his/her supervising trainer.
	Surname
	     
	First 

Name
	     

	Name and Location of Practice (if not as in 11)
	     

	Date completed or due to complete Associate Trainers Course
	MM
     
	YYYY
     


13 Supervisor GP Trainer (for the above Associate Trainer based in Associate Training practice)
.

	Surname
	     
	First 

Name
	     

	Name and Location of Practice 
	     


14
GP TRAINER DECLARATION

I confirm that (*delete any that do not apply):

· The dates of the attachment to my practice, are (please ensure that these are as stated in the contract of employment): 

Date this appointment will commence
            /             /                        
Date this appointment will terminate 
            /             /                        
·  FORMCHECKBOX 
 I have received satisfactory occupational health clearance   /    FORMCHECKBOX 
 Screening has been arranged.

· I have issued the GP trainee with a contract of employment and that the GP trainee has accepted the terms and conditions of the contract/*I will issue the GP trainee with a contract of employment before he/she commences in the practice (or on the date of commencement).  I will inform HEE immediately if the contract is not accepted by the GP trainee.
· I understand that I should check that that the GP trainee has been admitted to the Primary Medical Performers List no later than two months after commencing the attachment. 

· I understand that a copy of this form and accompanying documentation will be supplied to the lead primary care trust responsible for the locality in which my training practice is occupied.  

· I also understand that information about this application will be recorded and processed on computer and manual systems in order to progress and monitor appointments.  I consent to the recording and processing of personal data in this way in accordance with the Data Protection Act 1998.

	Signature – GP Trainer
	
	Date of Signature
	     


15
ASSOCIATE TRAINER DECLARATION (if applicable)

· I understand that a copy of this form and accompanying documentation will be supplied to the lead primary care trust responsible for the locality in which the training practice is occupied.  

· I also understand that information about this application will be recorded and processed on computer and manual systems in order to progress and monitor appointments.  I consent to the recording and processing of personal data in this way in accordance with the Data Protection Act 1998.

	Signature – Associate Trainer
	
	Date of Signature
	     


THIS COMPLETED FORM AND THE DOCUMENTS LISTED IN SECTION 10 SHOULD BE RETURNED TO:

Health Education East of England, Community Schools - GP, 2-4 Victoria House, Capital Park, Fulbourn, Cambridge, CB21 5XB
16
DIRECTOR OF POSTGRADUATE GENERAL PRACTICE EDUCATION

· I confirm that the primary care trust may commence payments in respect of this period of training in accordance with the agreement for the provision of postgraduate general practice education issued by HEE.

· I confirm that there is an approved educational contract between HEE and the GP trainer.

	Signature - Director of Postgraduate General Practice Education (or nominated representative)
	
	Date of Signature
	     


General Practice Training Number                                      /800/                        
Date of expiry of GP trainer approval
 
            /             /                        
Notes/Instructions to primary care trust/support services agency, if any

 FORMCHECKBOX 
 Pay trainer’s grant only
	Enclosed
	To Follow


	Not applicable
	Documentation

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Evidence of Full or Limited General Medical Council Registration on the date this post commences

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Evidence of membership on the date this post commences with a recognised professional medical defence organisation (MDO) , to include cover as a GP registrar for the appropriate period

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Receipt confirming payment of MDO subscription or confirmation of monthly payment schedule 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Birth Certificate (or National Passport if Birth Certificate not available)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Documentary evidence of salary scale in last NHS post (eg copy of final pay slip) to assist the payments agency with calculating your starting salary.


Please state the exact dates of your GP attachment with this GP trainer only.  Please do not include the dates of your entire training programme or of future periods of training with this or another GP trainer








