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APPLICATION FORM FOR INTERIM MEMBERSHIP BY ASSESSMENT OF PERFORMANCE (iMAP)
Please read the iMAP Regulations (revised November 2011) before completing this form.  This document can be found on the RCGP website:  www.rcgp.org.uk/imap.   
Please write clearly and in capitals.  Please complete this form in full.  
All information given will be treated in strict confidence
Once completed, please return to: iMAP Office,  Royal College of General Practitioners, 1 Bow Churchyard, London, EC4M 9DQ
PERSONAL AND CONTACT INFORMATION (please ensure that you update the iMAP office with any changes to your contact information)
Family Name: .................................................................................
First Name(s): .................................................................................

Title and initials of all forenames: .......................................................................

Correspondence Address (will be used for all postal correspondence) ………...……………...
....................................................................................................................................................................
....................................................................................................................................................................
…………………………………………………....
Post Code: ............................................

Home Phone No: ........................................................
…………..
Work Phone No: .........................................................
…………..
Mobile Phone No: ……………………………………....................
E-mail (please note that the majority of our correspondence will be by email):

……………………………………………………………...............................................................
EDUCATION AND TRAINING

Medical school: ..........................................................................................................................
Qualifications (with dates): ………………………………………………………………………….
Dates of commencement & completion of vocational training: ………………………………..
JCPTGP/GMC/PMETB Certificate No: ……………………………………………………..
WORKING PATTERN / PRACTICE INFORMATION
	Working pattern 

(e.g. partner / salaried / locum / OOH): ………………………………………………………….

	(if applicable)

Years in present practice: …………
	List size: ……………
	Number of partners: …………


ELIGIBILITY / CANDIDATE STATEMENT
Please tick to agree with the following statements and sign the declaration on the following page.  Failure to do so will result in your application being returned to you.

( I confirm that I have read and agree to the terms and conditions set out in the iMAP Regulations (revised November 2011) and that the information submitted herewith is correct

( I confirm that I am fully registered without restrictions with the GMC and have been since…………………….(dd/mm/yy)  

My registration number is ……………………………………………………


( I confirm I have no outstanding complaints or governance issues


( I confirm that I currently hold a licence to practice according to the GMC

( I confirm that I am on the GP Register 

( I agree that my Portfolio can be scanned for plagiarism

In addition to the above, please tick to confirm one of the following four statements, providing additional detail where requested:

( UK PCO/Health Board: I confirm that I am currently practising in the United Kingdom and have no outstanding complaints or governance issues with the PCO/Health Board. 


I am on the Performers list of……………. ………………….. PCO/Health Board.  Contact details for the PCO/Health Board are as follows: 


Contact Name: ……………………………………………………………………………

E-mail: ………………………………………Telephone: ……….………………………

( HM Armed Forces: I confirm that I am currently practising in HM Armed Forces and enclose a letter from my commanding officer consenting to my undertaking of iMAP and stating that I have no outstanding complaints or governance issues. 

( British Overseas Territories: I confirm that I am currently practising in ………..………… (name of country) and have no outstanding complaints or clinical governance issues. 


I am appropriately registered to practice as a GP with the following registering body: 

……………………….……………….  Contact details are as follows: 


Contact Name: ……………………………………………………………………………


E-mail: ………………………………………Telephone: ……….………………………

( Independent Practice: I confirm that I am currently practising as an independent GP and have no outstanding complaints or governance issues 
Eligibility / Candidate Statement Declaration
I confirm that the information provided is true and accurate
Signed ……………………………….. ………                     Date………………………………….

DATA PROTECTION ACT
I understand that information requested will be used by the College for administrative purposes, and to meet its statutory obligations.
Signed: ......................................................................
Date: ............................................
CHECKLIST FOR CANDIDATES

Please tick the relevant boxes below:

Application fee
(  iMAP application fee - £990.00 enclosed
All cheques should be made payable to The Royal College of General Practitioners

(  No application fee – undertaking modular MAP 
CPR Certificate (Basic Life Support (BLS) and Automated External Defibrillator (AED))
For those undertaking iMAP, the CPR certificate may be submitted after application provided that it is received by the iMAP office prior to the candidate’s original portfolio submission.  Please indicate whether it is enclosed or will follow.  
For those undertaking modular iMAP, the CPR certificate must be included with your application.
(  Copy of recent CPR certificate enclosed
(  Copy of CPR certificate to follow

If you are currently or have previously been an Associate Member of the RCGP, please give your membership number: 
………............................................................
If you are a member of another Royal College, please provide details:

……………………………………………………………………………………………..
DO YOU HAVE ANY SPECIAL CIRCUMSTANCES WHICH MAY AFFECT YOUR ABILITY TO TAKE THE EXAMINATION, e.g. PREGNANCY, DISABILITY, CHRONIC MEDICAL CONDITION?

( 
[Yes]




(
[No]
Please provide details below, together with an indication of any particular requirements you may have in relation to the examination
……….……………………………………………………………………………………................
………………………………………………………………………………………………………...
………………...…………………………………………………………………………………………..
………………………………………………………………………………………………………...
……………………………………………………………………………………………………......
Please note that the names of successful candidates will be published on the College website.
If you do not wish to have your name on our website please tick here (
EQUAL OPPORTUNITIES MONITORING

The Royal College of General Practitioners is committed to a policy of equality of opportunity for its Members in accordance with the Race Relations (Amendment) Act, Disability Discrimination Act and other legislation.  The information you provide below will enable the College to analyse assessment results, and thereby ensure that all candidates are assessed solely on the basis of their abilities. 

Gender  (please tick)
( Female    ( Male  

Date of birth (dd/mm/yy) ..…/..… /….… 
Country of birth ………………  
Language  Was your undergraduate training conducted in English? (please tick)


( Yes
   ( No   
Ethnic group  To which ethnic group do you belong? (please tick one box only)

WHITE





BLACK / BLACK BRITISH
( British




( Caribbean 

( Irish





( African 

( Any other White background

( Any other Black background 

ASIAN / ASIAN BRITISH


MIXED

( Indian  




( White and Black Caribbean 

( Pakistani




( White and Black African 

( Bangladeshi



( Any other Mixed background 

( Any other Asian background  

OTHER ETHNIC GROUP

( Chinese




( Any other ethnic group
Disability  Do you have a disability? (please tick)
(under the Disability Discrimination Act a disability is defined as physical, sensory or mental impairment which has, or had, a substantial and long-term adverse effect on a person’s ability to carry out normal day-to-day activities)

( Yes
   ( No   
If yes, please indicate which of the following categories describes your disability:

(  Wheelchair user




(  Person with physical disabilities


(  Visually impaired person



(  Hearing impaired person



(  Person with dyslexia



(  Person with speech impairment


(  Other disability




