



APPLICATION TO JOIN THE PATHWAY TO BECOMING A GP TRAINER

This data will form the basis of your “training file” and enable the Deanery to plan and track your development and progress as a Trainer.  Please complete as much as is possible at this stage.  You may like to retain a copy as a basis for your portfolio as a Trainer.

	SECTION 1: DEMOGRAPHICS

	Name:
	     

	Surgery Address:
	
     
     
     
     
     

	Practice Code (i.e. B82004)
	     

	Name of Practice Manager:
	     

	Practice Managers Email:
	     

	GMC Number:
	     
	DOB:
	     

	Tel Number:
	     
	Fax Number:
	     

	Work Email:
	     

	

	Home Address:
	     
     
     
     
     
     

	Tel Number:
	     
	Fax Number:
	     

	Home Email:
	     

	

	SECTION 2:  THE PRACTICE

	GP Programme (i.e. Airedale)
	     
	PCT
	     

	Which agency holds the supplementary list for your area?

	     


	Training Practice:
	Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 

	From:
	     
	To:
	     

	Current Trainer(s) Name(s): 
	     

	Retainer Practice:
	Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 

	From:
	     
	To:
	     

	Current Medical Student:
	From:
	     
	To:
	     

	Do you have previous teaching experience:

	     


	Has the practice been a training practice in the past?

	     

	Former Trainer(s) Name(s):
	     

	Number of Medical Students in the previous 12 months:
	     

	If no longer taking Medical Students state date ceased:
	     

	How many GPStRs will your practice be able to accommodate when you are appointed?
	     

	Does your practice currently meet the Deanery criteria for approval as a training practice?

	Yes  FORMCHECKBOX 

	No   FORMCHECKBOX 


	If no, by which date do you expect your practice to meet Deanery criteria for approval as a training practice?

	     

	Date of Training Programme Director (TPD) informal practice visit to assess practice’s ability to meet Deanery criteria for approval as a training practice:

	     

	Will financial support be required to facilitate meeting Deanery criteria for approval as a training practice?

	     

	If yes, what will you be seeking financial support for?

	     


	SECTION 3: PREVIOUS EDUCATIONAL EXPERIENCE AND / OR QUALIFICATIONS

	Year of Qualification:
	     
	Years as Principle in Practice:
	     

	Medical Qualifications:
	Comments:

	Certificate of Education
	Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

	     

	Masters Degree
	Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

	     

	Other
	Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

	     

	Previously a Trainer
	Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

	     

	

	SECTION 4:  WHICH PATHWAY

	Pathway 1:  Leeds Postgraduate Certificate in Primary Care Education
	 FORMCHECKBOX 


	Pathway 2:  Hull & York Medical School Certificate in Medical Education
	 FORMCHECKBOX 


	Pathway 3:  Introductory Seminars
	 FORMCHECKBOX 


	Pathway 4:  Sheffield Postgraduate Certificate in Primary Care Education
	 FORMCHECKBOX 


	

	SECTION 5: REFEREES

	Please provide us with details of 2 referees:

	Referee 1:
	Referee 2:

	Name:
	     
	Name:
	     

	Address:
	     
     
     
     
     
	Address:
	     
     
     
     
     

	Tel Number:
	     
	Tel Number:
	     


	SECTION 6: SCHEDULE OF DEVELOPMENT

	Made Initial Contact with TPD
	Date:
	     

	Informal Visit to practice by TPD
	Date:
	     

	Application
	Date:
	     

	Educational Supervisor Appointed
	Name:
	     
	Date:
	     

	Interview
	Date:
	     

	Approved From
	Date:
	     

	Other preparation for training courses attended (outside Yorkshire & the Humber Deanery):

	     

	Further trainers seminars attended:

	     


Please return this form via email to:
leanne.sorby@yorksandhumber.nhs.uk


OR

Lynda.price@yorksandhumber.nhs.uk
West Yorkshire Locality & North / East Locality



South Yorkshire Locality
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