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Pursuing Excellence Together

Introduction
The Royal Australasian College of Physicians (RACP) is recognised by the Australian Medical Council and the Medical Council of New Zealand as an education provider, and as such is responsible for developing and maintaining standards for physician workplace training in Australia and Aotearoa New Zealand.
The RACP Training Provider Accreditation Program determines and monitors standards for physician workplace training to attain a universally high standard of physician training. Through the accreditation program, Training Providers are assessed by accreditors using the Training Provider Standards and Basic Training Accreditation Requirements.


How to complete this form

The RACP accreditation self-assessment process consists of two parts:
· Part A - Setting and Basic Training Programs overview (this document)
· Appendix 1 (Multi-campus) 
· Part B – Standards and Requirements. 


This form is to be completed by a Training Provider seeking accreditation of its Setting and Adult Internal Medicine and Paediatrics & Child Health Basic Training Programs.
In completing Part A, provide an outline of your Setting and its Basic Training Programs, including a list of staff and educators, departments and rotations. Once Part A is complete, please move on to Part B.
If you need assistance completing the form, please contact us at accreditation@racp.edu.au (Australia) / accreditation@racp.org.nz (Aotearoa New Zealand). 


Responsibilities
The RACP recommends that the following be involved in the completion of the self-assessment:
· staff at a senior level who is responsible for the delivery, leadership, and governance of medical services in the Setting is involved in the summary of evidence for the Standards
· staff who has clinical oversight of a setting training program is involved in the summary of evidence to the requirements.

Section 1: Setting Overview

	ACCREDITATION APPLICATION 

	Indicate the type of accreditation required. 


	
Initial accreditation 

	|_|

	
Routine accreditation 

	|_|

	
	
	

	If routine accreditation, provide date of last comprehensive review 

	(Please select date)	



SETTING DETAILS	

	Setting name
	
	     

	
	
	

	Street address
	
	     

	
	
	

	Suburb
	
	     

	
	
	

	Town/Region
	
	     

	
	
	

	Postcode
	
	     

	
	
	

	Country
	
	(Please select one.)

	
	
	

	University Affiliation
	
	     



CAMPUS	
[bookmark: _Hlk92872365][bookmark: _Hlk88667087][bookmark: _Hlk92872906]A multi-campus Setting is a training provider with one senior management team whose service units are located at more than one physical location. The senior management team is responsible for the delivery, leadership, and governance of medical services for all campuses. Trainee rosters and Basic Training program delivery are managed centrally by the senior management team and the training provider is principally a single Setting with services delivered at multiple sites (campuses). 

	Are you a multi-campus Setting? 
	
	

	|_| Yes
	
	|_| No 
If you have selected no, please proceed to the ‘Senior Leadership Team’ section. 


	

	Do you wish to be accredited as a muti-campus Setting? 

	|_| Yes
	
	|_| No

	If you have selected yes, please provide details below.
Note: You will also need to complete Appendix 1 (Multi-  campus) for each Setting within your multi-campus.  



	If you have selected no, please proceed to the ‘Senior Leadership Team’ section. 



	Provide the following documentation to support your multi-campus application
	
	|_| Organisational chart

	
	
	|_| Trainee recruitment process

	

	|_| Rotation allocation process




	Campus name
	Address
	Training Program

	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)

SENIOR LEADERSHIP TEAM	 SETTING EXECUTIVE	
This could be an Executive Director, General Manager, Chief Executive or Chief Executive Officer.

	Name
	
	     

	
	
	

	Position title
	
	     

	
	
	

	Contact number
	
	     

	
	
	

	Email
	
	     

	
	
	


SENIOR MEDICAL OFFICER	
This could be a Director of Medical Services, Clinical Director, Chief Medical Officer or equivalent.

	Name
	
	     

	
	
	

	Position title
	
	     

	
	
	

	Contact number
	
	     

	
	
	

	Email
	
	     

	
	
	


HEAD OF DEPARTMENT	
Note: If insufficient space, please attach a separate document with the same headings as below. 

	Name
	Department
	Campus
	Contact number
	Email

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     



SETTING INFORMATION	
Please indicate all the facilities, infrastructure and services available. You may select more than one checkbox.

FACILITIES	

[bookmark: _Hlk57368128]Emergency	|_|	  
Intensive Care Unit	|_|

High Dependency Unit	|_|

[bookmark: Check7]Paediatric Emergency Department 	|_|

[bookmark: Check8]Neonatal Intensive Care 	|_|

[bookmark: Check9]Paediatric Intensive Care 	|_|

[bookmark: Check10]Paediatric High Dependency Unit    	|_|


SERVICES	

	
	Onsite
	Offsite

	Anaesthetics
	|_|
	|_|

	Computer Tomography (CT)
	|_|
	|_|

	Interventional Radiology
	|_|
	|_|

	Magnetic Resonance Imaging (MRI)
	|_|
	|_|

	Nuclear Medicine
	|_|
	|_|

	Obstetrics
	|_|
	|_|

	Pathology
	|_|
	|_|

	Radiology
	|_|
	|_|

	Surgery
	|_|
	|_|

	Ultrasound
	|_|
	|_|



BEDS	

	Total number of hospital beds
	     

	
	

	Total number of designated medical beds
	     

	
	

	Total number of neonatal beds 
	     

	
	

	Total number of paediatric beds 
	     



TRAINEES	
Please indicate the number of Basic and Advanced Trainees currently working in the Setting. 

	Number of Adult Internal Medicine Basic Trainees
	     


	
	

	Number of Adult Internal Medicine Advanced Trainees
	     

	
	

	Number of Paediatrics & Child Health Basic Trainees
	     

	
	

	Number of Paediatrics & Child Health Advanced Trainees
	     

	
	

	Number of RACP Faculty and Chapter Trainees
	     









HOSPITAL ADMISSIONS	


	Average number of admissions per year
	     



	
	














	Average number of paediatric admissions per year
	     



	
	

	Average number of Emergency Department presentations per year
	     

	
	

	Average number of paediatric presentations in Emergency Department per year
	     

	
	

	Average number of admissions via Emergency Department per year
	     

	
	




	Average number of paediatric admissions via Emergency Department per year
	     

	
	

	Average number of deliveries per year 
	     








DEPARTMENTS	
Please specify which specialty departments are available to trainees at this setting. Note: If insufficient space, please attach a separate document with the same heading as below.

	Department Name
	Specialty
	No. of Basic Trainees
	No. of Advanced Trainees

	[bookmark: Text3]     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     

	     
	(Please select one.)	     
	     









Section 2: Adult Internal Medicine Basic Training Program Overview

	ACCREDITATION APPLICATION 

	Indicate the type of accreditation required. 


	
Initial accreditation 

	[bookmark: Check6]|_|

	
Routine accreditation 

	|_|

	
Request for upgrade 

	|_|
	

	
	
	

	If routine accreditation, provide date of last comprehensive review 

	(Please select date)	

	
	
	

	
	Current program classification
	

	If request for upgrade, provide current and upgrade program classification 

	(Please select one)	

	
	
	

	
	Upgrade program classification
	

	
	(Please select one)


	




TRAINING PROGRAM INFORMATION	
Please provide details about the training program.

DIRECTOR OF PHYSICIAN EDUCATION	
Please provide details of your Director of Physician Education or equivalent. Note: If insufficient space, please attach a separate document with the same headings as below.

	Name
	Contact number
	Email
	Campus

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     













	KEY CONTACT PERSONS (ADJUNCT TRAINING PROGRAM – SECONDMENT SETTINGS ONLY) 

	Note: For adjunct training program – secondment settings only. Please provide details of the contact person responsible for the training program delivery at your setting. 


	Name
	Position title
	Contact number
	Email

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     




TRAINING PROGRAM PARTNERS	
Please list all the Settings that you partner with to deliver the Adult Internal Medicine Basic Training Program. Note: If insufficient space, please attach a separate document using the same headings below.

	Name of Setting

	     

	     

	     

	     

	     




AMBULATORY CLINICS	
Please detail the Ambulatory Care facilities available. Note: If insufficient space, please attach a separate document with the same headings as below.

[bookmark: _Hlk60835592][image: Information with solid fill]Describe the type of supervision provided to trainees in the ambulatory clinic. Examples of supervision offered includes observe care provided by their supervisor, provide care with their supervisor present, provide care with their supervisor available in clinic, provide care with indirect supervision, and supervise other trainee to provide care.

	[bookmark: _Hlk57381364]Clinic name
	Campus
	Frequency
	Duration
	% new patients
	% review patients
	Level of supervision[image: Information with solid fill]
	Clinical letters reviewed

	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)


	[bookmark: _Hlk92872467]Average number of clinics attended by Basic Trainees 
	per week
	     
	per fortnight
	     

	
	
	
	
	

	Average number of ambulatory patients seen by Basic Trainees 
	per week
	     
	per fortnight
	     




EDUCATORS	
Please list doctors who hold a supervisory role (rotation supervisor, education supervisor, assistant or deputy DPEs, assistant supervisors). Note: If insufficient space, please attach a separate document with the same headings as below.

	
Title
	
Name
	
Specialty
	
Training role
	Supervisor workshops
	FTE at 
Setting
	FTE for supervision

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     



ROTATIONS	
[bookmark: _Hlk60835608]Please detail the rotations available for trainees. Please note that the ‘rotation type’ field is editable – you can enter your rotation type if it is not available in the drop-down menu. You can select multiple types of patient care experiences (e.g. ambulatory care, acute care) for a rotation. For rotation capacity, please provide the maximum number of trainees per rotation. Note: If insufficient space, please attach a separate document with the same headings as below.
	[bookmark: _Hlk57883240]Rotation name
	Rotation type
	Rotation length
	Rotation capacity
	Acute care
	Ambulatory 
care
	 Inpatient care
	Longitudinal care
	Responsible rotation supervisor
	Campus

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	|_|
	|_|
	|_|
	     
	     





Section 3: Paediatrics & Child Health Basic Training Program Overview

	ACCREDITATION APPLICATION 

	Indicate the type of accreditation required. 


	
Initial accreditation (new application) 

	|_|

	
Routine accreditation 

	|_|

	
Request for upgrade 

	|_|
	

	
	
	

	If routine accreditation, provide date of last comprehensive review 

	(Please select date)	

	
	
	

	
	Current program classification
	

	If request for upgrade, provide current and upgrade program classification 

	(Please select one)	

	
	
	

	
	Upgrade program classification
	

	
	(Please select one)


	




TRAINING PROGRAM INFORMATION	
Please provide details about the training program.
DIRECTOR OF PAEDIATRIC EDUCATION	
Please provide details of your Director of Paediatric Education or equivalent. Note: If insufficient space, please attach a separate document with the same headings as below.

	Name
	Contact number
	Email
	Campus

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     





	KEY CONTACT PERSONS (ADJUNCT TRAINING PROGRAM – SECONDMENT SETTINGS ONLY) 

	Note: For adjunct training program – secondment settings only. Please provide details of the contact person responsible for the training program delivery at your setting. 


	Name
	Position title
	Contact number
	Email

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



TRAINING PROGRAM PARTNERS	
Please list all the Settings that you partner with to deliver the Paediatrics & Child Health Basic Training Program. Note: If insufficient space, please attach a separate document with the same headings as below.


	Name of Setting

	     

	     

	     

	     

	     





SERVICES	

(Please select one.)
Level of neonatal care

Neonatal surgery service	 |_| Clinic with exposure to neonatal - perinatal medicine	 |_| Clinic with exposure to disability/rehabilitation paediatrics	 |_| Clinic with exposure to child protection	 |_| Resuscitation team (in hours) 	 |_| Resuscitation team (out of hours) 	 |_|



AMBULATORY CLINICS	
Please detail the Ambulatory Care facilities available. Note: If insufficient space, please attach a separate document with the same headings as below.

[image: Information with solid fill]Describe the type of supervision provided to trainees in the ambulatory clinic. Examples of supervision offered includes observe care provided by their supervisor, provide care with their supervisor present, provide care with their supervisor available in clinic, provide care with indirect supervision, and supervise other trainee to provide care.

	Clinic name
	Campus
	Frequency
	Duration
	% new patients
	% review patients
	Level of supervision[image: Information with solid fill]
	Clinical letters reviewed

	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
	     
	     
	(Please select one.)
	(Please select one.)	     
	     
	     
	(Please select one.)
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	per week
	     
	per fortnight
	     




EDUCATORS	
Please list doctors who hold a supervisory role (rotation supervisor, education supervisor, assistant or deputy DPEs, assistant supervisors). Note: If insufficient space, please attach a separate document with the same headings as below.

	
Title
	
Name
	
Specialty
	
Training role
	Supervisor workshops
	FTE at 
Setting
	FTE for supervision

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     

	     
	     
	     
	(Please select one.)	|_| SPDP 1
|_| SPDP 2
|_| SPDP 3
	     
	     




ROTATIONS	
Please detail the rotations available for trainees. Please note that the ‘rotation type’ field is editable – you can enter your rotation type if it is not available in the drop-down menu. You can select multiple types of patient care experiences (e.g. ambulatory care, acute care) for a rotation. For rotation capacity, please provide the maximum number of trainees per rotation. Note: If insufficient space, please attach a separate document with the same headings as below.
	Rotation name
	Rotation type
	Rotation length
	Rotation capacity
	Acute care
	Ambulatory care
	Inpatient care
	Longitudinal care
	Responsible rotation supervisor
	Campus

	     
	(Please select one.)
	     
	     
	|_|
	 |_| 
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     

	     
	(Please select one.)
	     
	     
	|_|
	 |_|
	|_|
	|_|
	     
	     






	Setting executive name
	     
	
	Director of Physician Education name 

	     

	
	

	
	
	

	Position title
	     
	
	Signature
	

	
	

	
	
	

	Signature
	
	
	Date
	     

	
	

	
	
	

	Date
	     
	
	Director of Paediatric Education name 
	     


	
	


	
	
	

	
	
	Signature 
	

	
	
	
	
	

	
	
	Date 
	     

	To sign electronically, follow the instructions below:

1. Double click on the signature box.
2. You can choose to type, ink or select an image to use as your signature.
3. Click ‘Sign’.








	
	
	

	For Adjunct Training Program – secondment settings only

	
	
	
	
	

	Contact person name
	     


	
	
	

	
	
	
	
	

	Position title 
	     



	
	
	

	
	
	
	
	

	Signature 
	
	
	
	

	
	
	
	
	

	Date
	     



	
	
	







ACCREDITORS ONLY	

	Accreditor comments
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End of Part A
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