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NON MEDICAL PRESCRIBER CHANGE OF CIRCUMSTANCE PROFORMA
	ALL FIELDS MUST BE COMPLETED
A copy of this form should be completed for each employment in a GP practice in the Dorset CCG area. 
If employed in more than one CCG area, please ensure that the relevant NMP contact in both areas is notified. 


	PRIVACY NOTICE
In accordance with the requirements of the Department of Health, the CCG Medicines Management Team currently maintains a secure database of practice employed nurse prescribers, and the information you provide on this form will be held in that database. We may also use the information provided to contact you in the event of a query about a prescribing anomaly. 


	Basic information

	NMC/Professional Body Registration Number   
	

	Title
	

	First Name
	

	Middle Initial(s)
	

	Surname
	


	Profession and qualification

	Profession Type 
	Job Title (please specify)

	 FORMCHECKBOX 
   Nurse    FORMCHECKBOX 
   Other (please specify)
                           

 FORMTEXT 
     
	     

 FORMTEXT 
     

	Qualification

	 FORMCHECKBOX 
   Community Practitioner

 FORMCHECKBOX 
   Nurse Prescriber
	 FORMCHECKBOX 
   Nurse Independent 
	 FORMCHECKBOX 
   Other (please specify) 
     

	Area(s) of clinical responsibility/expertise

	 FORMCHECKBOX 
   COPD

 FORMCHECKBOX 
   Asthma

 FORMCHECKBOX 
   Contraception
	 FORMCHECKBOX 
   Musculoskeletal

 FORMCHECKBOX 
   Paediatrics

 FORMCHECKBOX 
   Minor ailments
	 FORMCHECKBOX 
   Diabetes 

 FORMCHECKBOX 
   Cardiovascular
 FORMCHECKBOX 
   Polypharmacy
	 FORMCHECKBOX 
   Frailty
 FORMCHECKBOX 
   Other (please specify)      

	Contact details 

	

	Email Address:
	     

 FORMTEXT 
     
	Telephone Number:
	     

 FORMTEXT 
     


	Change of circumstance

	New prescriber to practice
	 FORMCHECKBOX 

	Please specify the name of the practice      

 FORMTEXT 
     
J-code (if known)      

 FORMTEXT 
     
	Date of starting

     

 FORMTEXT 
     
	Employer
 FORMCHECKBOX 
   GP practice 

 FORMCHECKBOX 
   Dorset HealthCare*

 FORMCHECKBOX 
   Other (please specify)*
     
*see below regarding indemnity and governance

	Prescriber moving between practices in Dorset
	 FORMCHECKBOX 

	Old practice          

 FORMTEXT 
     
New practice        

 FORMTEXT 
     
	Date of stopping at old practice

     

 FORMTEXT 
     
Date of starting at new practice

     

 FORMTEXT 
     
	Please confirm that any hand-held prescriptions will be destroyed and that access to clinical system will be removed at the old practice  FORMCHECKBOX 


	Prescriber leaving practice/area
	 FORMCHECKBOX 

	Please specify the name of the practice      

 FORMTEXT 
     
J-code (if known)      

 FORMTEXT 
     
	Date of leaving

     

 FORMTEXT 
     
	Please confirm that any hand-held prescriptions will be destroyed and that access to clinical system will be removed at the old practice  FORMCHECKBOX 


	Other change (e.g. change of name)
	 FORMCHECKBOX 
 
	Describe change

     

 FORMTEXT 
     
	Date of change

     

 FORMTEXT 
     
	


	Please include any additional information in this box, for example, additional roles/employment locally (including SWAST/OOH)
     

 FORMTEXT 
     



	*INDEMNITY AND GOVERNANCE ARRANGEMENTS
Please ensure that appropriate indemnity and governance arrangements are in place to cover prescribing as part of your role. Where you are working as part of an integrated service and based in/prescribing on behalf in a GP practice, the NMP lead at your employing organisation will need to sign this form to confirm that appropriate arrangements are in place. 


	Newsletter subscription

	Please check this box if you would like to sign up to receive a monthly newsletter with prescribing and safety updates, and receive other information that would be relevant to your role (for example flyer for annual NMP conference). 
	 FORMCHECKBOX 


	Please note that you may unsubscribe at any time, simply let us know via medicine.question@dorsetccg.nhs.uk 


	Authorisation

	
	Name 

(please PRINT)
	Signature

(electronic signatures are acceptable)
	Reason signature is required

	Non-medical prescriber  
	     

 FORMTEXT 
     
	     

 FORMTEXT 
     
	Signature to confirm NMC and contact details provided are correct/up to date

	GP Practice manager
	     

 FORMTEXT 
     
	     

 FORMTEXT 
     
	Signature to confirm that prescriber named on this form will be based in the practice and will be authorised to have access to the practice clinical system to generate prescription forms. 

	For NMPs not employed directly by the practice

Non-medical prescribing lead at NMP’s employing organisation 
	     

 FORMTEXT 
     
	     
	Signature to confirm that the prescriber named on this form will be working as part of an integrated service, and that there are indemnity and governance arrangements in place. 

Please supply contact details in case we need to get in touch/ask for more details.

	
	Telephone number:

     

 FORMTEXT 
     
Email:

     

 FORMTEXT 
     
	


	Please email this form to the Medicines Management Team at Dorset CCG using the following email address: medicine.question@dorsetccg.nhs.uk 
Please note that on receipt of this form the CCG will check your registration with the relevant professional body before making the requested changes and/or permitting use of prescription pads within the CCG.


	FOR OFFICE USE ONLY

	NMC registration confirmed (sign & date)
	

	Statement of Entry Date for NMP Qualification
	

	Expiry date of registration (as on NMC)
	

	Prescriber registered with NHS BSA (sign & date)
	

	Prescriber notified
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