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           School of Postgraduate Medical and Dental Education (‘Wales Deanery’)
Application for the Approval of a New or Reconfigured Training Post
Before completing this form please read the guidance notes available at: www.cf.ac.uk/pgmde/qa
It is expected that this Form will be completed by the Programme Director, STC Chair or Head of School.
When submitting the form to the Deanery you will need to enclose:
· Evidence of Funding Approval, e.g. Letter from Trust/WAG confirming funding
· And, if the proposed post exceeds the Specialty Programme’s Approved Maximum Training Capacity, a revised PMETB Form A
	Section 1 – Post Details
1.  Specialty

2.  Name of Educational Supervisor      

     (include title)
3.  Name of Clinical Supervisor

     (include title)

4.  Location of Post 
     (main hospital/ institution where post is   

      based or 1st post in a LTFT programme)
5.  Type of Post (Please indicate all that apply in either 5a New Post or 5b Post Conversion)
5a. New Post
 

New Post  


Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Whole Time 

 FORMCHECKBOX 
  

LTFT            

 FORMCHECKBOX 
  
Name of Trainee: 

Ad Personam 

 FORMCHECKBOX 
  
Name of Trainee: 
Trust Registrar Post
 FORMCHECKBOX 

5b. Post Conversion  

Post Conversion

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Conversion from Trust Post

 FORMCHECKBOX 
 
State Grade: 
Conversion of Existing Training Post
 FORMCHECKBOX 
 
Existing Post Details:






Trust:






Specialty: 






Deanery (Intrepid) Post Number: WAL/
6.  Duration of Post

Ongoing:   
Yes
 FORMCHECKBOX 
 
No
 FORMCHECKBOX 

Fixed Term:
Yes
 FORMCHECKBOX 
  
No 
 FORMCHECKBOX 

7. 
Post Start Date, (DD/MM/YYYY): ________

Post Completion Date, (DD/MM/YYYY):________  (Fixed Term Only)  
8.
Grade of Post
ST1
 FORMCHECKBOX 
            FTSTA 1
 FORMCHECKBOX 
   

ST2
 FORMCHECKBOX 
            FTSTA 2
 FORMCHECKBOX 

ST3
 FORMCHECKBOX 
            FTSTA 3
 FORMCHECKBOX 
  

ST4
 FORMCHECKBOX 
            
CT1
 FORMCHECKBOX 

ST5
 FORMCHECKBOX 
            
CT2
 FORMCHECKBOX 

ST6
 FORMCHECKBOX 
            
CT3
 FORMCHECKBOX 

ST7
 FORMCHECKBOX 


GPST
 FORMCHECKBOX 

LTFT only:
Foundation 1
 FORMCHECKBOX 

Foundation 2 
 FORMCHECKBOX 
 

9.  
Type of Training      

      
Programme

ACCS
 FORMCHECKBOX 
  Acute Care Common Stem         
CST
 FORMCHECKBOX 
  Core Surgical Training
CMT
 FORMCHECKBOX 
  Core Medical Training
CPT
 FORMCHECKBOX 
  Core Psychiatric Training
GP
 FORMCHECKBOX 
  General Practice
ST
 FORMCHECKBOX 
  Specialty Training

Other (please state)  FORMCHECKBOX 
 __________

10.  
Post to be 
        
Funded by
Postgraduate Dean 
 FORMCHECKBOX 
  



Trust  


 FORMCHECKBOX 
  
Other (please state) 
 FORMCHECKBOX 
  ___________

If both Dean and Trust, state % split _______

Will the Trust be funding out of hours payments?  Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 

11.  
Please state the 
staffing numbers for 
the specialty at the 
location where the post 
is based (including this 
post):
Consultants:  

Foundation Years 1 & 2: 

Specialty Trainees: 

Other Training Related Posts (specify):________________

12.  
Rotations.  See Application Guidelines for Rotations Definition
12a. 
Is this Post part of a Rotation?
Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 

12b. 
If yes, please indicate the length of 

this rotation, (LTFT give full time 
equivalent):

 FORMCHECKBOX 
  12 mths   FORMCHECKBOX 
 18 mths   FORMCHECKBOX 
  24 mths  

 FORMCHECKBOX 
  30mths    FORMCHECKBOX 
  36 mths  FORMCHECKBOX 
  Other  ______
12c. 
Is this Post EWTD Compliant?

Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 

12d. 
Is this Rotation:

Internal (within the location given): 
 FORMCHECKBOX 
     
External:



 FORMCHECKBOX 
      
Both:




 FORMCHECKBOX 

12e. 
If this post rotates Externally,  
please give the name of the 
hospital(s) within which it rotates:

Please go to Section 2 – Competencies




	Section 2 – Competencies

This section must be completed comprehensively
13. 
Please indicate which specific competencies in the associated curriculum will 
be met in the placement:
14.   
Educational Supervision
14a.
Can you certify that this post will be supervised 

          
Appropriately?  i.e. regular assessments, 

          
meetings and feedback.
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

14b.
Please indicate any special arrangements for supervision of this post:
15.
How many hours are set 
       
aside each week for 
        
routine training?

Protected Time:

Other Activities:

16.  
Weekly programme for the Trainee.  Include all work related activities the Trainee will be expected to undertake.  This should include any OP clinics, ward rounds, educational sessions, and duty rotas.  Please give the start and estimated end time of all activities
AM

PM

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

17.
Please indicate the shift practice for this post:
Full Shift  FORMCHECKBOX 
   Partial Shift  FORMCHECKBOX 
   On-call Rota  FORMCHECKBOX 
   Hybrid  FORMCHECKBOX 
   Other (please state)  FORMCHECKBOX 

Please go to Section 3 – Supporting Information

	Section 3 – Supporting Information
18.
Please outline any additional benefits associated with this new post not  

        
previously mentioned

19.  Form completed by (please 
      state name, title & email address)
Signature of Educational Supervisor
Name & Contact Details (including address, telephone number and email address):

Comments:
SIGNED: 

DATE: 

College Approval: Signature of Regional Advisor on behalf of the relevant Royal College/Faculty
Name & Contact Details (including address, telephone number and email address):

Comments:
SIGNED: 

DATE: 

Signature of Programme Director, STC Chair or Head of School 
Name & Contact Details (including address, telephone number and email address):

Comments:
SIGNED: 
DATE: 




	Please forward your completed forms to the Quality Assurance Unit at  walesdeaneryqa@cf.ac.uk
QA Unit, School of Postgraduate Medical & Dental Education, Cardiff University, 
9th Floor, Neuadd Meirionnydd, Heath Park, Cardiff, CF14 4YS.  Tel: 029 20687490


	Section 4 – Office Use Only

Date Form Received:       

 FORMTEXT 
            PMETB Programme Code:      

 FORMTEXT 
     

 FORMTEXT 
     
Post listed on Intrepid:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
        Intrepid Post number:           

 FORMTEXT 
     

 FORMTEXT 
     
Evidence of Funding Approval Enclosed:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Post within Programme’s Max.Training Capacity  Yes FORMCHECKBOX 
  No FORMCHECKBOX 
  If no, date Form A sent      
Deanery Approval Granted:   Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Signature of Dean/Vice Dean:       

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
         Date:      

 FORMTEXT 
                        
Funding Source Approved:   Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Finance Director’s Signature:      

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
           Date:      

 FORMTEXT 
     



�
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