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EAST OF ENGLAND REGIONAL APPROVAL PANEL 

REQUEST BY MEDICAL PRACTITIONER FOR RE-APPROVAL 
UNDER SECTION 12(2) OF THE MENTAL HEALTH ACT 1983

SECTION 12 RE-APPROVAL FORM
PLEASE PRINT IN BLACK INK – ALL QUESTIONS MUST BE ANSWERED IN FULL

1. 

Full Name  ____________________________________
Previous Surname  _______________________________

Date of Birth  __________________________________
2.  Professional Address





Professional Phone No.
_______________________________________


________________________________________

_______________________________________


Out of Hours Phone No.

_______________________________________


________________________________________

Post code _______________________________


Secretary’s name  _________________________
Professional e-mail ________________________________________________
3.  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)  ___________________________________________________________

4. Have you EVER been refused approval / re-approval by another authority?          YES  FORMCHECKBOX 
       NO  FORMCHECKBOX 

If YES, by which authority, and why?

5.  Professional Qualifications

6. 
GMC Status _______________________________________        GMC Registration Number  ________________________
Is your GMC registration with conditions?         





      YES  FORMCHECKBOX 
       NO  FORMCHECKBOX 

If YES – please provide details on separate sheet.
Are you under GMC proceedings? 


                                                                              YES  FORMCHECKBOX 
       NO  FORMCHECKBOX 

If YES, please provide details on separate sheet:
7.  

Is your present appointment – Substantive / Locum / Independent / Retired / Fixed Term / Training Post?
8.
Speciality _________________________________________________    Grade  ___________________________________
9.

Employing Authority _________________________________________  Date of appointment _________________________
Address:  __________________________________________________________________________________


 __________________________________________________________________________________

___________________________________________________________________________________

10.  Please give date of your last Section 12 Refresher Course, and attach a copy of your certificate.
Date ________________________________                                 Place __________________________________________
11. 
For GPs  – Do you have an up-to-date appraisal record?        
                            YES  FORMCHECKBOX 
       NO  FORMCHECKBOX 
    Please attach copy.
For PSYCHIATRISTS – are you in good standing in CPD/PDP in the RCPsych Scheme or on a recognised psychiatric training scheme?  Please attach your most recent certificate of good standing.
              YES  FORMCHECKBOX 
      NO  FORMCHECKBOX 
     
Please give CPD registration number:   ___________________
PDP / Training number & course details:
 _______________________________________________________________________________________________

________________________________________________________________________________________________

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


___________________________________________________________________________________________________    
Expiry Date:   ____________________________________
13.  Please confirm involvement in one or more of the following.

· Confirmation of active involvement as a medical member of a First-tier Tribunal (Mental Health).                                     FORMCHECKBOX 

· Undertaken assessments as a Second Opinion appointed Doctor for the Care Quality Commission, or                            the Healthcare Inspectorate Wales.                                                                             



         FORMCHECKBOX 

· Confirmation of furnishing reports for Courts under Part 3 of the MHA, Mental Capacity Act, Deprivation of Liberty Safeguards or relevant legislation relating to children.                                                                                                        FORMCHECKBOX 

· Confirmation of having managed a caseload as Approved or Responsible Clinician.                                                         FORMCHECKBOX 

· Confirmation of employment in a clinical post with substantial responsibility for diagnosis or treatment of mental disorder - likely to be within a specialist mental health setting.




                                      FORMCHECKBOX 
    
· Undertaken at least 2 Mental Health Act assessments within the previous calendar year.  


         FORMCHECKBOX 

       FOR DOCTORS WHERE ONLY THE FINAL BULLET POINT ABOVE APPLIES



         FORMCHECKBOX 

       Please include on a separate sheet the following information for each assessment:




        -  Date 

        -  The setting (ie. hospital, community, police station)

        -  Nature of the case

        -  Name of the second doctor / AMHP involved

14.  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:

I understand that if Section 12(2) approval is granted pursuant to this application, my name, employment address, telephone numbers, grade and re-approval date will be added to the Register of S12(2) Approved Practitioners. The Register is maintained by the Strategic Health Authority in accordance with the Statutory Code of Practice implemented under Section 118 of the Mental Health Act 1983 and copies will be made available on-line, and circulated to SHAs, PCTs, Mental Health Trusts, Local Authorities, Private Hospitals, Police and Prison Services to which the public may have limited access to confirm Section 12(2) status. The Data Protection Act 1998 applies.

I declare the information I have give here is true and accurate and I accept the above terms and conditions of Section 12(2) approval.

Signature  ___________________________________________                Dated  __________________________

Name & Address of 2 Referees, one of which must be a Section 12(2) approved consultant drawn from the list in Criteria 5.2e

        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.
PLEASE SUBMIT TO:-

Section 12(2) /AC Administrator, NHS East of England, Victoria House, Capital Park, Fulbourn, Cambridge CB21 5XB
Tel: 01223 596953     Fax: 01223 597712     E-mail: geraldine.bushell@eoe.nhs.uk 
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