
[image: image1.jpg]NHS

Health Education South West




Peninsula Postgraduate Medical Education 

APPLICATION FORM 
FOR CAREER BREAK
FORM A

	SECTION 1 – To be completed by Trainee
 


	Surname:


	     

	First Name:


	     


	Date of Birth:


	     

	Preferred Names:


	     


	Home Address:


	     

	Telephone number:


	     


	
	
	Mobile number:


	     


	
	
	E-mail address:


	     



	Current Employment Details:  


	Specialty:


	     


	Grade and Year:


	     

	NTN:
	     


	Employing Trust:


	     

	Anticipated CCT Date :
	     



	Request Details:  


	Leave Of Absence:

	From:


	     

	To:


	     


	Reason For Request:


	     


	During your career break you must not enter into full time paid employment within your training specialty, either in the UK or overseas.  
You may undertake agency / locum employment during your career break but must have sought, and obtained, approval from South West Peninsula Postgraduate Medical Education for this prior to commencing your career break.  Please state below whether you intend to undertake agency / locum employment during your career break.  Should this be refused the Postgraduate Dean (or nominated Deputy) will write to you to explain the reason why.


	     


	I hereby confirm that I have read and understood the South West Peninsula Postgraduate Medical Education guidance for career breaks for training grade medical and dental staff. I undertake to inform the Trust if any of above circumstances changes.

I declare that the information I have given on this form is correct and complete.  I understand that if I knowingly provide false information this may result in disciplinary action 

 

	Signed:


	
	Dated:


	     


	Print Name:


	     



	SECTION 2 – to be completed by the Training Programme Director




	Name:

	     


	I support this request:                  FORMCHECKBOX 


	I do not support this request:               FORMCHECKBOX 



	If supported please confirm the following:



	a) How the post will be covered:

	

	b) New CCT Date

	     


	If unsupported please indicate why:


	     


	Signed:

	
	Dated:

	     



	SECTION 3 – to be completed by the Post Graduate Dean or nominated Deputy


	Name:

	     


	I support this request:                  FORMCHECKBOX 


	I do not support this request:               FORMCHECKBOX 



	If unsupported please indicate why:


	     


	Signed:

	
	Dated:
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