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Additional section for information about a member of the partnership

Please use this form to submit details for an additional partner.

You must use a separate form for each partner within the partnership.

Please give each partner a number so that we know you have sent us information about all of the partners required in your application.

If you don’t submit a form for each partner we will have to return your application.
	

	The information below is for proposed new partner number:
	     
	

	


	*3.6 Partner’s name and contact details (See Guidance)

	*Full name
	Title      
	First 
	Middle 
	Last 

	Previous name (if applicable)
	

	*Date of Birth (dd/mm/yyyy)
	     

	Your CQC ID number (If already registered)
	     

	*Address line 1
	     

	*Address line 2
	     

	*Town/city
	     

	County
	     
	*Postcode
	     

	*Email address
	     

	*Business telephone 
	     

	Mobile telephone
	     


	*3.7 Alternative temporary contact details for this application:

	Do not complete this section if it is the same as the above address.

If you wish to provide an alternative temporary correspondence address we will only use this during your application period.  (See Guidance)

	Address line 1
	     

	Address line 2
	     

	Town/city
	     

	County
	     
	Postcode
	     

	Email
	     

	Telephone
	     


	*3.8  Previous history as a registered person (See Guidance)

	Have you ever been registered as manager or provider of an establishment, agency or service registered under any of the following Acts of Parliament?

(check / tick for yes, leave blank for no)

If you have ever been registered as a manager, provider or nominated individual of an establishment, agency or service registered under any of the following Acts of Parliament.  Has your registration ever been cancelled? If ‘yes’ please provide the reasons below.



	
	The Registered Homes Act 1984
	
	

	
	The Registered Homes (Amendment) Act 1991
	
	

	
	The Children Act 1989 (including child-minding and day care for children)
	
	

	
	The Nurses Agencies Act 1957
	
	

	
	The Care Standards Act 2000
	
	

	
	Health and Social Care Act 2008
	
	

	If you have answered ‘Yes’ to any of the above, please include details in section 3.9 below. 

	If you have ever been registered as a manager, provider or nominated individual of an establishment, agency or service registered under any of the following Acts of Parliament.  Has your registration ever been cancelled? If ‘yes’ please provide the reasons below.

	     



	* 3.9 Employment History (including previous history as a registered  person)  (See Guidance)
Please provide details of your full employment history, if applicable please indicate where you were a registered person

· Please say why you left each post.

· Please explain any gaps in employment.
Please show dates in the format dd/mm/yyyy.

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	     

	Reasons for leaving
	

	Registered person  (check/tick for ‘Yes’, leave blank for ‘No’)  
	  

	Dates of registration: 
	From:      
	To:     

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	     

	Reasons for leaving
	

	Registered person  (check/tick for ‘Yes’, leave blank for ‘No’)  
	  

	Dates of registration: 
	From:      
	To:     

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	     

	Reasons for leaving
	

	Registered person  (check/tick for ‘Yes’, leave blank for ‘No’)  
	  

	Dates of registration: 
	From:      
	To:     

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	     

	Reasons for leaving
	

	Registered person  (check/tick for ‘Yes’, leave blank for ‘No’)  
	  

	Dates of registration: 
	From:      
	To:     

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	     

	Reasons for leaving
	

	Registered person  (check/tick for ‘Yes’, leave blank for ‘No’)  
	  

	Dates of registration: 
	From:      
	To:     

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	     

	Reasons for leaving
	

	Registered person  (check/tick for ‘Yes’, leave blank for ‘No’)  
	  

	Dates of registration: 
	From:      
	To:     

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	     

	Reasons for leaving
	

	Registered person  (check/tick for ‘Yes’, leave blank for ‘No’)  
	  

	Dates of registration: 
	From:      
	To:     


	Reasons for gaps in employment

	     


	*3.10 Medical history (See Guidance)

	Do you have any physical or mental health conditions which are relevant to your ability to carry on the regulated activities in this application for registration?

	Yes
	
	  No
	
	

	

	If you answered ‘Yes’, please provide details below Please describe any arrangements you or the partnership have put in place, including any reasonable adjustments, to enable you to do your job.

	     

	Please note:  You should tell CQC of any significant changes to your health after you are registered.


	*3.11  Your GP (See Guidance)

	We may need to contact your doctor about your application. Please supply their contact details below.

	*GP’s name
	Title 
	First 
	Middle 
	Last 

	*Surgery name
	

	*Address line 1 
	

	*Address line 2
	

	*Town/city
	

	County
	
	*Postcode
	

	*I give permission for the Care Quality Commission to contact my doctor or their surgery.

	Yes
	
	No
	
	


	*3.12  Qualifications, skills and experience (See Guidance)

	Please give details of any qualifications, skills and experience you have in relation to the regulated activities the partnership is applying to be registered for.

	     


	*3.13  Declarations by a health or social care professional (See Guidance)

	Professional Body Name
	     

	Professional Registration number
	     

	Professional Body Name
	     

	Professional Registration number
	     

	Are you currently the subject of, or have you ever been subject of any investigation, or proceedings by any professional body with regulatory functions in relation to health or social care professionals (including by a regulatory body in another country)?

	Yes
	
	No
	
	

	If ‘Yes’, please provide details below.

	     

	Are you currently the subject of, or have you ever been subject of any safeguarding investigation?  

	Yes
	
	No
	
	

	

	If ‘Yes’, please provide details below.

	     

	Have you ever been disqualified from the practice of a profession or required to practice subject to specified limitations following a fitness to practice investigation by a regulatory body in the UK or another country?

	Yes
	
	No
	
	

	

	If ‘Yes’, please provide details below.

	     


	*3.14  Disclosure and Barring Service criminal records disclosure (See Guidance)

	Have you applied for and received an enhanced DBS disclosure within the last 12 months, and was the application for the disclosure countersigned by CQC? (Please provide your most recent disclosure number)

	Yes
	
	No
	
	

	

	If you have not done so, we will return your application

	DBS disclosure number
	     

	Date of disclosure (dd/mm/yyyy)
	     


	*3.15 Reference (See Guidance)

	We will need to contact a referee about your application. Please supply their contact details below.

Your referee must be your last employer. If you do not have a last employer, your referee:

· Must not be related to you.

· Must be able to provide a reference as to your competence and suitability to provide the service as a partner in the partnership.



	*Referee’s name
	Title 
	First 
	Middle 
	Last 

	*Address line 1 
	

	*Address line 2
	

	*Town/city
	

	County
	
	*Postcode
	

	*Email address
	

	*Telephone no.
	

	*I give permission for the Care Quality Commission to contact my referee.

	Yes
	
	No
	
	


	*3.16  Partner’s signature (See Guidance)
If you are submitting this form electronically we will accept a typed-in name as your signature. 

	*Signature of person at Section 3.6 
	

	*Partner’s full name
	Title 
	First 
	Middle 
	Last 

	*Date of signing (dd/mm/yyyy)
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