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Department of Pharmacy
Clinically Enhanced Pharmacist Independent Prescribing (CEPIP) Course

Additional Information
To apply:  Please complete all sections of the form electronically, ensuring where signatures are required that these pages are scanned.  Please upload this to your Kings application via the portal as a single document.  Failure to complete the additional information form will result in an automatic rejection. 
Closing date:  The closing date for applications is available on the KCL website under ‘Key information’. 
Please note that applications will be reviewed after the deadline for submission. 
Applicants will be notified if they have been successful after references have been received.


	Please provide evidence of relevant ‘patient orientated practice’ including your current area of practice, clinical experience to date and reasons for pursuing the independent prescribing course. You should include the service and patients for who you will prescribing (up to 500 words). 
     



1 Employment Details 

Name and address of current employer(s)




Position


Date

     







     


     
     







     


     
     







     


     




2 Pharmacy Regulator Details 


	Name as it appears on General Pharmaceutical Council / PSNI Register 

     

	General Pharmaceutical Council (GPhC) or Pharmaceutical Society of Northern Ireland (PSNI) registration number on practicing register

     

	Date of registration GPhC/PSNI 

     




3 Intended prescribing scope of practice


	Outline your intended prescribing scope of practice linked to your relevant ‘patient orientated practice in hospital / community / primary care’. Initially, you will be a NOVICE prescriber. It may therefore not be appropriate to align your prescribing scope of practice to your broad scope of practice as an experienced pharmacist. For example, it would not normally be acceptable to include the treatment of a complex medical condition AND to include all supporting medications for that condition within your scope of practice when completing this course. 

Please describe below which groups of patients and diseases states you are planning to prescribe for and in what setting

Group(s) of patients:      
Disease state(s):      
Setting:      


	Outline the class(es) of drugs (we recommend no more than three) that you will use to demonstrate competence and to support the development of your portfolio linked to your scope of practice for the purpose of this course. Please contact the course leaders for clarification if required.

1     
2.     
3.     
Other      


The Information required for section 4&5, are entry requirements for the prescribing course as stipulated by the General Pharmaceutical Council
4 CPD details



	Description of on-going CPD

Briefly describe below how you have reflected on your own performance as a pharmacist providing patient orientated services and taken responsibility for your own CPD. This should be associated with your proposed scope of practice (up to 250 words). Please also submit 2 x CPD entries to illustrate the above with this form.  
     





    5 Prescribing Network Details

	Development of your prescribing network
Describe below how you will develop your own networks for support, reflection and learning, including prescribers from other professions (up to 250 words).
     



Please provide information about the organisation for whose patients you intend to prescribe

6 Supporting Organisation Details



	About your ‘Supporting Organisation’ 

Your supporting organisation is the organisation whose patients you will prescribe for. For NHS patients this could be a primary care organisation, hospital trust or GP practice. For private patients this could be a private hospital or clinic.

Name of organisation      
Address
     
     
     
     
NB If prescribing in primary care to NHS patients it is strongly recommended that you have the support of your local primary care organisation as they will be able to request NHS prescription forms for you.

	

	The name and address of a senior manager or practitioner in your supporting organisation who can confirm:
· You have at least two years of appropriate patient orientated experience in a hospital, community or primary care setting after your pre-registration year

· You have up-to-date clinical, pharmacology and pharmaceutical knowledge relevant to this identified area of prescribing practice
· You will be able to adhere to the organisation’s non-medical prescribing policy
Name      
Job title     
Supporting organisation:     
Address      
Signature……………………………………………………………..




7 Supervision by a Designated Prescribing Practitioner (DPP) 

	Designated Prescribing Practitioner (DPP) person specification: 
The course requires supervision of the trainee pharmacist independent prescriber by a designated prescribing practitioner (DPP), who is a health professional with active prescribing competence applicable to the areas in which they will be supervising.  
The DPP could be a doctor, nurse, pharmacist or allied healthcare professional independent prescriber with the following credentials: 
· at least 3 years’ prescribing experience. 

· appropriate and up-to-date patient-facing clinical and diagnostic skills

· experience and/or training in supporting and supervising other healthcare professionals 

· experience of assessing patient-facing clinical and diagnostic skills

· the support of their employing organisation to effectively carry out the role of DPP

DPP responsibilities:

The DPP is responsible for overseeing the supervision of the trainee pharmacist independent prescriber and signing them off as a competent prescriber. The student will be expected to complete110 hours of practice in their chosen scope of practice. 
The DPP needs to:

· support and supervise the pharmacist independent prescriber during their training in practice

· assess the performance of pharmacist independent prescribers in training

· provide feedback to the trainee pharmacist independent prescriber

· attend a KCL training session (webinar) to fully understanding the programme requirements of the trainee pharmacist independent prescriber and the DPP

· raise any concerns about the trainee pharmacist independent prescriber to the programme leaders at KCL



8 Designated Prescribing Practitioner’s Statement
To be completed by the Designated Prescribing Practitioner:
Name (please print)     ......................................................................................................................
Organisation (please print)     ...........................................................................................................
Job title (please print)      ...................................................................................................................
Address  (please print)     ..................................................................................................................
Email address (please print)     ..........................................................................................................
Phone number (please print)     ........................................................................................................
DPP profession:

	General practitioner
	

	Specialist registrar or consultant
	

	Pharmacist prescriber
	

	Nurse prescriber
	

	Other (please state)     …..................................................................................


Professional registration number: _______________________________

Professional body:

GMC 
GPhC  
NMC 
Other  Specify: __________________________________
DPP experience of supervising prescribing training:

	Medical trainee

	

	Pharmacist on a non-medical prescribing programme

Specify university: __________________________________
	

	Other healthcare professional on a non-medical prescribing programme 

Specify university: __________________________________

Specify trainee profession: __________________________________ ____________________________________________________________________
	


DPP declaration:

I can confirm that I meet the General Pharmaceutical Council’s requirements for undertaking the role of DPP:

I am competent at prescribing in the relevant clinical field (as defined in Section 9.2 of the GPhC standards) and actively prescribe in this area
I have at least 3 years’ prescribing experience  

I have appropriate and up-to-date patient-facing clinical and diagnostic skills
I have experience and/or training in supporting and supervising other healthcare professionals 
I have experience of assessing patient-facing clinical and diagnostic skills
I have the support of my employing organisation to effectively carry out the role of DPP
I am willing to participate and I am committed to the supervision and assessment of the trainee pharmacist independent prescriber 
Name in Full:     
Signed …………………………………………………………….    Date……………………………





 10 Applicants declaration for application to CEPIP program 

Confirmation of Information required for application to the Practice Certificate in Independent Prescribing

	Please tick the box to confirm the statements below
	Tick if correct

	I have at least two years of appropriate patient orientated experience in a hospital, community or primary care setting after my pre-registration year
	 FORMCHECKBOX 


	I have up-to-date clinical, pharmacology and pharmaceutical knowledge relevant to the identified area of prescribing practice 
	 FORMCHECKBOX 


	I have NOT previously been enrolled on a course at another institution leading to a Practice Certificate in independent Prescribing
	 FORMCHECKBOX 


	I do not manage/supervise or have a close personal relationship with my Designated Prescribing Practitioner

A professional relationship must exist between the student and the DMP they should not be a close family member or someone that you supervise or manage.
	 FORMCHECKBOX 


	Funding: 
Please indicate below by ticking the relevant box which funding stream for your course fees has been confirmed:

	I have secured funding for the course fees:

Via Health Education England (HEE)

 FORMCHECKBOX 

From my employer  

 FORMCHECKBOX 

I intend to pay my own course fees
 FORMCHECKBOX 

If the applicant is being funded by an employer / sponsor, please provide the following details to enable invoicing:

Funding Organisation:     
Contact Name:     
Contact Address:     
Name of  Senior  Manager/Practitioner     
Signature of Senior Manager/Practitioner……………………………….
*The invoice will be sent to the person and address provided above




11 Applicant’s Final Declaration

	· I understand the GPhC’s requirement to attend all taught sessions throughout this course, and that I have the appropriate level of professional indemnity insurance.

· I confirm that the information I have provided above in support of my application to the Independent Prescribing course is correct 

Fitness to practice: False Declarations

Please note, the Pharmacy Department King’s College London would be obliged to pass on to the College Fitness to Practice Committee the names of applicants that have deliberately falsified information given above to support their application to the course

In addition, if you have been sponsored to undertake the Practice Certificate in Independent Prescribing, it is YOUR responsibility to disclose the result of the assessment to your sponsor.
· I agree to my final mark to be released to my employer and DPP
Name in Full:     ………………………………………………………………………………….

Signature…………………………………………………………………….                                 Date……….. 



2

