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Application form for appointment as a Prescribed Medical Practitioner – International Specialist Psychiatrist


Checklist of required documents:
☐	Application forms Parts A - D (attached)
☐	Curriculum vitae
☐	Evidence of acceptance and progress on RANZCP pathway to FRANZCP and/or Medical Board of Australia pathway to specialist registration
☐	Evidence of Working with Children (WWC) and Criminal Record Screening (CRS)
☐	Two written references supporting applicant’s ability to discharge statutory responsibilities
☐	Evidence of completed Referring Practitioners eLearning Package (ReLP) (completion date with the last 12 months)
☐	Evidence of completed Clinician eLearning Package (CeLP) (completion date within the last 12 months)
☐	Evidence of continuing medical education

For further information, please refer to the Chief Psychiatrist’s Standard for the appointment of Prescribed Medical Practitioners issued under Section 547 of the Mental Health Act 2014 and Mental Health Regulations 2015.

Please return completed form to pmp@ocp.wa.gov.au





Part A – To be completed by applicant
	Full Name
	[bookmark: Text20]     

	Position Title
	     

	Health Service Provider 
	     





	For international specialist psychiatrists on a pathway to specialist registration:
☐	I am an international specialist psychiatrist on a pathway to Australian specialist registration.
I have       years(s) experience as a specialist in psychiatry. 
My international specialist qualifications in psychiatry are ______________________________
_____________________________________________________________________________
Pathway: 
☐  RANZCP substantial comparability pathway
☐  Medical Board of Australia expedited pathway
AHPRA registration type:
☐ General
☐ Provisional
AHPRA registration number:      _______________________________________
AHPRA registration expiry date      /     /     









☐	I have attached the Proof of Completion for the Mental Health Act 2014 Clinician eLearning Package training and all other relevant documentation in compliance with the Chief Psychiatrist’s Standard for Prescribed Medical Practitioners. 
☐	I declare that I will continue to meet all the annual compliance requirements in respect of my status as a Prescribed Medical Practitioner as set out in the Chief Psychiatrist’s Standard for Prescribed Medical Practitioners.
☐	I agree that I will notify the Director/Clinical Head of Service of my service and the Chief Psychiatrist if I am unable to meet any of the annual compliance requirements to continue my status as a Prescribed Medical Practitioner.

Signed: 	____________________________________________	Date:      /     /     

Witnessed by:
Signed: 	____________________________________________	Date:      /     /     
Name:	     _______________________________________





Part B – To be completed by Director/Clinical Head of Service 
	Full Name
	     

	Position Title
	     

	Health Service Provider 
	     



I have been the applicant’s Director/ Clinical Head of Service since      /     /     
I recommend that Dr      _______________________________________ be appointed as a Prescribed Medical Practitioner under Regulation 4A (3) of the Mental Health Regulations 2015 and confirm that the competencies required for appointment are satisfied. Specifically, I believe that:
☐	The applicant has demonstrated substantial clinical expertise in the examination and assessment of persons suspected of having a mental illness, as per the requirements of the Chief Psychiatrist Standard for Prescribed Medical Practitioners and has extensive knowledge of the treatment and care of persons with a diagnosed mental illness. 
☐	The applicant has demonstrated substantial knowledge of the Mental Health Act 2014 and Chief Psychiatrist Standards relevant to the powers, functions and responsibilities of a Prescribed Medical Practitioner.
☐	I have verified the applicant’s eligibility requirements for registration as a Medical Practitioner under the Health Practitioner Regulation National Law (WA) Act 2010.
☐	I will ensure that the applicant is supported to meet all the annual compliance requirements in their role as a Prescribed Medical Practitioner.
Additional comments:
     _____________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

Signed: 	____________________________________________	Date:      /     /     
(please complete verification of medical practitioner registration details on following page)


Verification of medical practitioner registration details

I,      _______________________________________ have verified the applicant’s registration details on the Register of Medical Practitioners at the Australian Health Practitioner Regulation Agency.
I confirm the following registration details are correct at the time of completion:
AHPRA registration number:      _______________________________________
AHPRA registration expiry date      /     /     

Signed: 	____________________________________________	Date:      /     /     
Name:	     _______________________________________
Designation: Director/ Clinical Head of Service or other equivalent title
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Part C – To be completed by Supervisor

Name:	     _______________________________________

Dr.      _______________________________________’s  appointment as a Prescribed Medical Practitioner is supported by me in my role as their current Supervisor.

Additional comments (including any specific limitations and conditions to be included)
     _____________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

Signed: 	____________________________________________	Date:      /     /     
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Part D – To be completed by Chief Executive

Name:	     _______________________________________

Dr.      _______________________________________’s  appointment as a Prescribed Medical Practitioner is endorsed.

Additional comments (including any specific limitations and conditions to be included)
     _____________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

Signed: 	____________________________________________	Date:      /     /     
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