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OVERSEAS TREATMENT FUNDING REQUEST FORM

Please read the guidance notes on the back page before completing this form

	PART 1:  DETAILS OF PATIENT SUBMITTING REQUEST

	1. Patient details
	Family name:
	

	1. 
	Given names:
	

	2. 
	Address (including Postcode):


	

	3. 
	NHS Number:
	

	4. 
	Date of Birth:
	
	M or F
	

	5. 
	Registered GP name: 
	

	6. 
	Registered GP practice:
	

	7. 
	Consultants name:  

(if applicable)
	

	8. 
	 UK Hospital Address ( if applicable)
	

	9. 
	Hospital No.
(if known.
	


	2. Instructions for communicating with the applicant
	Are you (the applicant) the patient                       (  yes              ( no

	10. 
	If No please see page (4) Authorisations. 

	11. 
	If letters are to be sent to anyone other than the patient, please provide the following information, and obtain the patient’s written agreement:

	12. 
	Name
	

	
	Relationship to patient
	

	
	Address (including Postcode)
	


	3. Is this an application for         S2   (               Article 56 (                   Reimbursement             (


	PCT use only:
	

	Date received:
	

	Date Information complete
	

	Considered by Appropriate Commissioner/Panel 
	Approve                                        Date. 
Decline

	Date Decision sent to applicant.  
	


	 PART 2:  DIAGNOSIS AND PATIENT’S CURRENT CONDITION

	
	

	3. Diagnosis (for which the intervention is requested)
	

	4. Has a second consultant opinion been obtained?
	If YES, please give details

	5. Please summarise the current status of symptoms, quality of life, etc.
	

	6. Summary of previous interventions for this condition

*Reasons for stopping may include:

· course completed

· no or poor response

· disease progression

· adverse effects / poorly tolerated
	Dates
	Nature of intervention
	Reason for stopping*/ response achieved

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	PART 3:  INTERVENTION FOR WHICH FUNDING IS REQUESTED

	

	7. Nature of the intervention 
If combination, tick all that apply and complete 6A and 6B
	(     Drug                                                   (     Surgical procedure                               

(     Medical device                                   (     Therapy                                                  

(     Other (give details)                              

	8. Details of Treatment
	

	9. In which country will intervention be provided?   
	

	10. What is the name of the establishment where the intervention will take place?
	Address
Telephone Number

Indicate whether in-patient, out-patient, daycase

	11. Please provide contact details for the clinician involved.
	Name:
Contact details if different from (4)



	12. Is the requested intervention a continuation of current treatment funded via another route?
	(     NO                   (     YES   - give details of existing funding 

                                                   arrangement and why ceased


	13. Is the intervention considered to be experimental, part of a clinical trial or clinical research?
	(     NO                    (     YES   - give details    


	14. Has or will any part of the requested intervention be organised by a third party?
	(     NO                    (     YES   - give details


	15. Have any prior Authorisations been granted, in relation to this intervention? 
	(     NO                    (     YES   - give details



PART 4: AUTHORISATIONS:-
To enable the PCT to confirm any medical conditions, it may be necessary to contact some or all of the clinical professions you have identified in your application. 

I hereby give authorisation for NHS Brighton & Hove to contact and request information pertaining to this application from:-

a) My GP

b) My Consultant

c) Other Health Care Professionals identified on this form.

(please delete any which are not applicable)

………………………………………………… Patient             …………………   Date.

If the applicant is not the patient. 

I hereby by give permission for the person identified in Part 1 of this application to make this application on my behalf 

………………………………………………… Patient             …………………   Date.

Thank you for completing this form; please send it to:    
NHS Funded Care Team

NHS Brighton and Hove, Level 4,
 Lanchester House, Trafalgar Place, 
Brighton BN1 4FU
( 01273 570777
SafeHaven Fax 01273 545473

 ( BrightonIFRSubmissionRequests@nhs.net
Please Note
Clinical Safeguards 

It is important that patients understand that NHS Brighton & Hove cannot vouch for the quality of overseas providers that the UK does not regulate.  

Neither S2 nor Article 56 authorisations will make NHS Brighton & Hove liable for the clinical or criminal negligence of practitioners or clinicians in the proposed provider country. Any liability of the treating organisation would have to be established in accordance with the legislation of the provider state.  

Patients must make their own inquiries about the level of insurance held by the proposed providers and the level of any liability within the country where the treatment s to be provided. The cost of such insurance is not reimbursable by the PCT. Patients seeking treatment outside of the UK are not covered by the Clinical Negligence Scheme for Trusts (CNST).  

Checklist

To assist you in ensuring all the relevant information has been provided the following checklist may be helpful. 

Item

1) IN ALL CASES

Form Completed 
(



Authorisation page signed. 
(
Copy of a clinical assessment of the patients needs 
(
 In addition to (1) FOR S2

Confirmation that the treatment is available on the other country’s state    
(                          Health scheme

Copy of the recommendation by an UK NHS Consultant that treatment                
(
           should be undertaken abroad

In ADDITION to (1) For Article 56
Confirmation that the applicant agrees to pay the provider directly and then claim     (          re-imbursement
In addition to (1) For Re-IMBURSEMENT

Details of the cost of treatment and proof of payment by the applicant. 
(
If all the necessary information has been provided, a decision will be made and the applicant will be informed within 20 working days of receipt. If the necessary information has not been received it will be requested within 10 working days of the initial receipt. A decision will be made within 10 working days of all requested information being received. If the decision is to decline funding/re-imbursement you will be informed of the reasons for the decision. 
If, following the decision, you wish to appeal a refusal to fund, please contact the IFR office in writing with your reasons for appeal. This will be considered and you will be informed of the outcome within 20 working days. 
GUIDANCE NOTES FOR PATIENTS/APPLICANTS COMPLETING THIS FORM

Uncertain?  We WANT to help you!

Every PCT’s IFR team would much rather answer your questions now than send the form back to you because it is not properly completed.  If you would like help to complete this form, please don’t hesitate to contact the appropriate PCT IFR team (see instructions for sending your form below).

Why all these questions?    

Please be assured there is good reason for all the questions on this form.  Not every question need be answered for every case; but please signify ‘not applicable’ rather than leaving a blank.

Part 1:  Details of patient and/or applicant submitting the request

We need to contact you – so full details please.  
Part 2:  Diagnosis and the patient’s condition

The fullest possible information will help the decision.  
Part 3:  Intervention for which funding is requested

Please name the intervention clearly, and describe the detail if necessary.  If the answers to any of Q6 to Q9 are YES, please provide the details separately if the space on the form is insufficient.  
Part 4 Authorisations. 
To enable us to confirm issues if we need to, we will need your authorisation, as we will be unable to request certain data under confidentiality regulations, this could cause a delay
Call for help, or send your form to:     
NHS Funded Care Team

NHS Brighton & Hove, Level 4,
 Lanchester House, Trafalgar Place, 
Brighton BN1 4FU
( 01273 570777
SafeHaven Fax 01273 545473

( BrightonIFRSubmissionRequests@nhs.net
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