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School of Postgraduate Medical & Dental Education
LTFT TRAINING IN WALES

CONFIDENTIAL

When completed, this form should be sent to:-

Mrs Lorraine Kemble
Executive Officer - LTFT
School of Postgraduate Medical & Dental Education

Cardiff University

9th Floor, Neuadd Meirionnydd

Heath Park

CARDIFF  CF14 4YS

Tel:  02920 687442
PERSONAL DETAILS
Surname (Block Capitals) 


First Name(s) 


Address 


e-mail:  


Telephone Number (Work): 
  (Home): 


Scheme applied for: 

a) Part-Time Training for Foundation: 


b) Part-Time Training for ST:                ………………………………………….

c) Part-Time Training for Specialty Registrar:  ……………………….

(If you do not already hold a post in the specialty, you will need to obtain one through open competition)

Current Employment 
…………………………………… 
Full/Part-Time           
……………………………………
Reason for Application:

· Number of Children (and ages) 

· Other Dependants 

· Disability 

· Ill-Health 

-  Are you receiving support from: 


GP  (         Occupational Health  (       
· Other …………………………………………………………………………………………….
Preferred Area:   SE Wales  (         
SW Wales  (      
N Wales (       
NTN/VTN/:
 CCT Date: 

Specialty Required 

Grade Required …………………………… Year in programme ……….……………………..
Duration of LTFT training required 

Ultimate Career Objective 

Approximate Start Date (please specify date, not ASAP) 

Are you on a Tier 2 visa?          YES / NO (please circle)

I have discussed my application with:

(Name of Specialty LTFT Training Adviser): ……………………………  
Date: …………....
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Cardiff University is committed to equal opportunities.  In order to monitor how far we are achieving this we need certain information form you at the point at which you apply for a LTFT training post.  The information sought on this part of the form will not be used as part of the selection process.  The information you provide will only be used to prepare statistics to help evaluate our recruitment and selection methods.
Please tick the appropriate boxes.

Are you:
Male
(
Female
(
How would you describe your ethnic origin?  This question does not relate to where you were born but asks you to indicate the ethnic group to which you feel you belong.

(
White

(
Black Caribbean

(
Black African

(
Black Other

(
Indian

(
Pakistani

(
Bangladeshi

(
Chinese

(
Asian Other

(
Other (please specify) 


Do you consider yourself to have a disability?
No
(
Yes
(
Are you registered as a disabled person?

  No
(
Yes   (
Registration Number: …………………….        Disability: 


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