                                                             APPLICATION FOR REAPPROVAL                                           Form B/02
SECTION 12 OF THE MENTAL HEALTH ACT 1983

LONDON REGION APPROVAL PANEL

SURNAME________________​​​​​​​​____________________   FULL FORENAMES___________________________​​____________

Date of  Birth ___________________________________Qualifications  (with year) _________________________​____________

Professional Address______________________________Home Address_____________________________________________

________________________________________________
_________________________________________________________________

________________________________________________
Email Address : ____________________________________________________

Tel. No._________________________________________ Tel. No____________________________________________________

Mobile No. ______________________________________    (Note:Home details will only appear on Register at your request)
CURRENT POST (Tick Grade)

(Note: Academics give honorary clinical grade)
	              Trust/Employer
	                  Speciality
	              Starting Date

	
	
	

	Consultant                      (
Locum Consultant         (
GP Principal                  (
	ST4                                  (
Locum ST4                     (
ST3                                  (
	Associate Specialist       (
Staff Grade                    (
Locum Staff Grade       (
	Clinical Assistant          (
Other(specify)




GMC REGISTRATION NO:____________________ Note: (Approval will only be granted to fully registered practitioners)
HAVE YOU BEEN REFUSED REAPPROVAL BY ANOTHER AUTHORITY YES/NO   WHICH REGION

RECENT SECTION 12 EXPERIENCE  (past 12 months)
	Setting:     Inpatient                     (     Approx. no. ______  

                 Police Station/Court   (     Approx. no. ______              

                 Prison                         (     Approx. no. ______

                 Community                (     Approx. no. ______
	Comment:


PREVIOUS APPOINTMENTS  (Past five years including relevant psychiatric experience.  Include CV if not enough space)

	        Post held
	        Employer
	               Dates

From                To
	         Speciality



	
	
	
	


ATTENDANCE AT MENTAL HEALTH ACT COURSE FOR DOCTORS SEEKING SECTION 12 (2) REAPPROVAL    

(past  year – include copies of attendance certificates)
	Date
	Duration
	Course Title, Venue, Relevant Content

	
	
	


	For GP’s:

	 Is your PGEA record up-to-date?


                                                                    Yes/No

Are you on the Performers List/Health Care Commission List                                                          Yes/No

	For Psychiatrists:     Are you registered with the RCPsych scheme for CPD?                                                                Yes/No


REFEREE :  Please give name of one  NHS Consultant Psychiatrist who is familiar with your  work.

Name_____________________________________________________________________________________________________







Address ___________________________________________________________________________________________________

Tel. No:  __________________________________________

Signature of Applicant_____________________________
Date_____________________________________________

· Applicants must declare (S17 NHS Act 1977) criminal convictions or police cautions and if they are or have been subject  
    to Fitness to Practise proceedings of GMC or equivalent body.  Do not sign if this applies to you – please phone office.

· In order to comply with the Data Protection Act 1998, the above information you have provided would only be used for 
    Section 12 (2)  purposes.  If the information is needed for any other purpose, your permission will be sought. Your 
     information will be stored on a secure database

· Hospital doctors should be aware that medical indemnity by NHS Trusts does not usually cover assessments made 
     beyond Trust premises with the exception of domiciliary consultations.   Individuals should ensure that they personally 
    arrange for appropriate medical indemnity cover.
_________________________________________________________________________________________________________

Please return to: Bertha Knott, London Region Section 12 Mental Health Administrator,  Mental Health Unit, Northwick Park Hospital, Watford Road, Harrow, Middx. HA1 3UJ.  Tel: 020 88693515 - Fax: 0208 8693516  Email : bertha.knott@nhs.net   Reapproval  form  B revised July 2003)


