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Prescribed Medical Practitioner (PMP)
Request for Addition to Mental Health Regulations


Personal Details

	Full Name (as per AHPRA)
	[bookmark: Text20]     

	AHPRA Registration Number
	     

	Date of Birth
	     




Employment Details

	HE Number
	     

	Current Position Title 
	     

	Health Service/Organisation
	     

	Workplace
	     

	
☐   Public Health Service		☐   Private Health Service

☐   Public/Private Partnership		☐   Non-Government Agency

☐   Corrective Services			☐   Other:       


	Workplace Address
	     

	Workplace Telephone Number
	     

	Alternate Contact Telephone Number
	     

	Workplace Email
	     

	Alternate Email
	     




Having completed the initial PMP training course, if you do not wish to be prescribed in the Regulations, please check this box and then sign and date the form at the bottom of page 2.	☐   






I am requesting authorisation as a Prescribed Medical Practitioner

Please read and indicate your agreement by checking all boxes:

☐	I am a medical practitioner with at least 6 years’ experience in the specialty of psychiatry.

☐	I have completed all of the Chief Psychiatrist’s mandatory training requirements as per the Mental Health Act 2014 and the Mental Health Regulations 2015.

☐	I am aware that I am required to notify the Chief Psychiatrist if I leave my position or my current workplace or move from my current workplace to a new workplace.

☐	I am aware that I am required to notify the Chief Psychiatrist if I go on extended leave of more than 12 months.

☐	I am aware that I am required to notify the Chief Psychiatrist if I change my name.

☐	I am aware that I am required to resign my PMP authorisation if I am no longer registered with the Australian Health Practitioners Regulation Agency (AHPRA).

☐	I am aware that I am required to resign my PMP authorisation if I no longer undertake face to face assessments with mental health patients because I have moved to a non-clinical role – for example a management position on either a temporary or permanent contract.

☐	I am aware that I am required to resign my PMP authorisation if a decision is made by the service that they have no operational requirement for me to use my PMP authorisation.

☐	I am aware that my PMP authorisation could be revoked if I do not comply with ongoing continuing medical education.

☐	I am aware that my PMP authorisation could be revoked if I do not comply with ongoing supervision through a suitable peer or 1:1 supervision process.

☐	I understand the onus is on me to arrange and attend professional development and clinical supervision.

☐	I am aware that for auditing purposes I am required, upon request, to provide evidence of professional development and clinical supervision.





___________________________________________________     Date: _____________________
Applicant’s signature


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