APPLICATION FORM
COMMUNITY MANAGEMENT OF ATRIAL FIBRILLATION

First name _________________________________________________________________________________
Last name _________________________________________________________________________________

Title ______________________________
Date of birth  ______________________________________
Home Address 

__________________________________________________________________________________________
__________________________________________________________________________________________
________________________________________________________ Postcode ________________________
Profession ________________________________________________________________________________

Telephone (please specify work or home)

Landline ________________________________________________________________________________

Mobile  _________________________________________________________________________________
email address  ___________________________________________________________________________
Professional Qualifications
__________________________________________________________________________________________
Other relevant Postgraduate Qualification(s) or Experience

__________________________________________________________________________________________
GP registration number, Nursing and Midwifery council PIN or other professional registration number (if relevant)
 __________________________________________________________________________________________
Briefly outline your interest in the community management of  atrial fibrillation. Include current/planned activities as appropriate.
 __________________________________________________________________________________________

 __________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Details of the hospital you will link your clinical training to


Hospital name  __________________________________________________________________________

Address 
_____________________________________________________________________________


             _____________________________________________________________________________
Details of the registered consultant who will act as your mentor


Name __________________________________________________________________________________


Postal address ___________________________________________________________________________




    ___________________________________________________________________________

Telephone number _______________________________________________________________________

Email address ___________________________________________________________________________

For invoicing purposes, please note the following:

Contact name: ___________________________________________________________________________

Email address: ___________________________________________________________________________

Telephone number: _______________________________________________________________________

Indicate your preferred start date (November/May). 

__________________________________________________________________________________________
Non-native English speakers:

As the assessment elements of the module require a substantial amount of written work at masters level, in accordance with regulations from the University of Bradford we ask that non-native speakers complete an IELTS English Language Exam before they begin their studies.
Please indicate here if you have completed the IELTS exam and if so also include your result (further details can be found at www.ielts.org)

 __________________________________________________________________________________________
Please indicate where you heard about our course:

Article (please specify which)
_______________________________________________________________

Advertisement (please indicate where this was)  ____________________________________________________
Website  ___________________________________________________________________________________

Other  _____________________________________________________________________________________
Please ensure that the following completed letters of confirmation have been attached to this form.

i. Consultant Mentor 


ii. Mentor’s CV



Please note that in order to confirm your place and start date the completed documentation as detailed above would need to be received one month prior to your requested start date. Should you be unsure of whether you meet the requirements to join the programme, please contact the course team on psi@bradford.nhs.uk for advice.

