Updated Jan 2011
                                                                                             Form AC – Approval  &  Re-Approval
APPLICATION FOR APPROVED CLINICIAN 
MENTAL HEALTH ACT 1983 

EAST OF ENGLAND REGIONAL APPROVAL PANEL ON BEHALF OF NHS EAST OF ENGLAND
1.   PERSONAL DETAILS

1.A
ARE YOU APPLYING FOR: 
APPROVAL    YES  /  NO            
RE-APPROVAL    YES  /  NO
SURNAME __________________________________________  
Date of Birth ____________________________

FULL FORENAMES  ______________________________________________________________________________
Home address (strictly confidential NOT for the Register)

_________________________________________________________

_________________________________________________________

_________________________________________________________

Post code: ___________________________________

Phone Nos. (not for Register)      Home:  ___________________________   Mobile: ____________________________

E-mail (strictly confidential NOT for the Register)  ________________________________________________________

	1.B   Current Post

	Trust / Employer


	Speciality
	Starting Date

	Address of Trust / Employer


	Current Position 




Is your present appointment – Substantive  /  Locum  /  Independent  /  Retired  /  Fixed Term  /  Training Post?

 1.C
Professional Address




 
Professional Phone No.

_______________________________________


____________________________________

_______________________________________


Out of Hours Phone No.

_______________________________________


____________________________________

Post code _______________________________


Secretary’s name    ____________________
E-mail   ______________________________________________________________

1.D  If approval has previously been granted by another health authority, please state health authority granting that approval:








________________________________________________________________________________________________    

Expiry Date:   ____________________________________

1.E
Have you EVER been refused approval / re-approval by another authority?          


YES   FORMCHECKBOX 
 
         NO   FORMCHECKBOX 

If YES, by which authority, and why?

2.   PROFESSIONAL REQUIREMENTS
2.A 
Professional Qualifications

2.B
Are you a:

a)
Registered medical practitioner






YES   FORMCHECKBOX 

         NO   FORMCHECKBOX 

b)
Chartered psychologist listed in the British Psychological Society’s Register


and holding a relevant practicing certificate issued by that Society


YES   FORMCHECKBOX 

         NO   FORMCHECKBOX 

c)
First level nurse, registered in Sub-Part 1 of the Nurses’ Part of the Register


maintained under Article 5 of the Nursing & Midwifery Order 2001(b), with the


inclusion of an entry indicating their field of practice is mental health or 


learning disability nursing







YES   FORMCHECKBOX 

         NO   FORMCHECKBOX 

d)
Occupational therapist registered in Part 6 of the Register maintained under 


Article 5 of the Health Professions Order 2001 (c)




YES   FORMCHECKBOX 

         NO   FORMCHECKBOX 

e)
Social worker, registered as such with the General Social Care Council(d)

YES   FORMCHECKBOX 

         NO   FORMCHECKBOX 

2.C
Details of Registration

Registration Body



____________________________________________________________

Type of Registration


____________________________________________________________
Registration Number


____________________________________________________________
Date of Registration


____________________________________________________________

Are there any restrictions on your Registration or professional practice, or are you 

subject to any proceedings which may impact on your professional registration?


YES   FORMCHECKBOX 

         NO   FORMCHECKBOX 

Please include copies of relevant documentation
3.   COMPETENCIES 

Applicants are required to fulfil the statutory competencies set out in the Approved Clinician Directions.  Please indicate the evidence of competencies you are submitting with this application.  

All applicants are requested to submit a copy of their CV.  Please indicate this is enclosed
.


 FORMCHECKBOX 

3.A
Medical Practitioners who are on the Specialist Register for Psychiatry


-  Evidence of specialist registration








 FORMCHECKBOX 


-  Evidence of CPD – all ACs must provide this at renewal (eg. RCPsych CPD confirmation)

 FORMCHECKBOX 

3.B
Medical Practitioners within 12 months of CCT, and are appointed to a locum role involving RC responsibility

-  Date of CCT




      ___________________________________


-  Declaration from programme director







 FORMCHECKBOX 


-  Declaration of relevant clinical manager







 FORMCHECKBOX 

3.C
Other Applicants


-  Portfolio – we require 3 copies to support your application, which are non-returnable


 FORMCHECKBOX 


-  This must include evidence of CPD







 FORMCHECKBOX 

4.   TRAINING

4.A
First Approval

-  2-day induction course









 FORMCHECKBOX 


Medical applicants – have you previously been approved under Section 12 (please provide copy certificate)

4.B
Re-approval










 FORMCHECKBOX 


-  1-day Refresher course

Copies of your attendance certificate must be enclosed
5.   REFERENCES
Name & Address of 2 Referees – one of whom must be AC approved, who are suitably qualified as an AC or AMHP who have known you for a reasonable period of time and who have the necessary knowledge to form a judgement as to your suitability to undertake the role of Approved Clinician.
        Reference 1





Reference 2 

Full Name:  ___________________________________                         ___________________________________

Job Title:    ___________________________________                          ___________________________________

Address:     ___________________________________                         ___________________________________

                   ___________________________________

___________________________________

                   ___________________________________                         ___________________________________

Post Code: ___________________________________                         ___________________________________

Telephone:  __________________________________                          ___________________________________
E-mail:
      __________________________________                      
___________________________________

As Referees will be sent the appropriate form by e-mail, please ensure e-mail contact details are included here.
A/C Approved               Yes   FORMCHECKBOX 
                 No   FORMCHECKBOX 
                                                         Yes   FORMCHECKBOX 
                     No   FORMCHECKBOX 

AMPH Approved           Yes   FORMCHECKBOX 
                 No   FORMCHECKBOX 
                                                         Yes   FORMCHECKBOX 
                     No   FORMCHECKBOX 

6.   DECLARATION


Those employments concerning the care of the elderly, sick or disabled are exempt from the Rehabilitation of Offenders Act 1974 and applicants are therefore NOT entitled to withhold information about ‘spent’ convictions.  Any information given will be treated confidentially and considered only in relation to the application.

Have you ever been convicted of a criminal offence?                                                               
YES  FORMCHECKBOX 
       
NO  FORMCHECKBOX 

If YES, please give details:

-     Applicants must declare criminal convictions or police cautions (S17 NHS Act 1977) and if they are or have been
      subject to fitness to practice proceedings by GMC or equivalent body.  Please contact this office if this applies to you.

-     Applicants must comply with the conditions of approval required by regulation 6(1) of the AC Directions, that is:

      -     Notification if requirements of approval are no longer met;

      -     Stopping work as an AC and notifying the approving authority if suspended; and,
      -     Agreeing to any other condition that the approving authority thinks appropriate.

Signature of Applicant: ___________________________
         Date:___________________________


































































Please return to: 
Section 12(2)/AC Administrator, NHS East of England, Victoria House, Capital Park, Fulbourn, Cambridge CB21 5XB.  
Tel:  01223 596953 or 01223 597744       Fax:  01223 597712

