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Additional section
Partner in a member partnership
	This additional section is for details of
· a partner that/who is:

· a member of a partnership that is:

· itself a member of a partnership that is applying for registration for the first time.
Please give each partner in the ‘member partnership’ a number so that we know you have sent us information about all of the partners. If you don’t give us information about all of the partners in the member partnership we will have to return the whole application.


The member partnership
	

	* The member partnership’s name (if it has one)
	     

	* Partnership address line 1
	

	* Postcode
	

	


The partner
	*1.3  Details for a partner of the member partnership

	How many partners are there in the member partnership?
	   
	


	1.4 The information below is for partner number:
	   
	

	This partner is (choose one):
	An individual
	 FORMCHECKBOX 

	

	
	An organisation
	 FORMCHECKBOX 

	

	
	Another partnership
	 FORMCHECKBOX 

	

	Individuals: 

Organisations:

Partnerships:
	Please now go to 1.5 below

Please now go to 1.6 below
Please now go 1.7 below


	1.5 Partners that are individuals:

	*Partner’s first name
	     

	*Partner’s middle name
	     

	*Partner’s last name
	

	*Partner’s CQC ID number

(IF this person is already registered as a provider):
	     

	Now go straight to 1.8 below


	1.6 Partners that are organisations:

	*The organisation’s name
	     

	*Registered company number (if applicable)
	     

	*Organisation’s CQC ID number

(IF the organisation is already registered as a provider):
	     

	Now go straight to 1.8 below


	1.7 Partners that are other partnerships:

	

	1.7.1  Is this partnership already registered as a provider with CQC?

	Yes
	 FORMCHECKBOX 

	

	No
	 FORMCHECKBOX 

	

	

	1.7.2  IF YES to 1.7.1 above

	*The partnership’s name (if it has one):
	     

	*The partnership’s CQC ID number:
	      

	If the partnership does not have a name, please list all of the partners:
	

	Now go straight to 1.8 below


	1.7.2  IF NO to 1.7.1 above

	Please download and fill in the ‘Partner in a member partnership’ additional section from the web page where you found this form. All additional sections must be submitted together with the main application form. If they aren’t we will have to return your application.
You must also complete section 1.8 below.


	1.8  The partner’s contact details:

	*Address line 1
	     

	*Address line 2
	     

	*Town/city
	     

	*County 
	     

	*Postcode 
	     

	*Email
	     

	Website
	     

	*Main business telephone 
	     

	Fax
	     


	*1.9  Previous history as a registered person

	Has this partner ever been registered as a:

· provider; or,

· manager

of an establishment, agency or service registered under any of the following Acts of Parliament?
(check / tick for yes, leave blank for no)

	
	The Registered Homes Act 1984
	 FORMCHECKBOX 

	

	
	The Registered Homes (Amendment) Act 1991
	 FORMCHECKBOX 

	

	
	The Children Act 1989 (including childminding and day care for children
	 FORMCHECKBOX 

	

	
	The Nurses Agencies Act 1957
	 FORMCHECKBOX 

	

	
	The Care Standards Act 2000
	 FORMCHECKBOX 

	

	
	Health and Social Care Act 2008
	 FORMCHECKBOX 

	

	If you have answered ‘Yes’ to any of the above, please provide details below. Please show dates in the format dd/mm/yy.

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Role:
	Provider
	 FORMCHECKBOX 

	Manager
	 FORMCHECKBOX 

	

	Reason for end of registration:
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Role:
	Provider
	 FORMCHECKBOX 

	Manager
	 FORMCHECKBOX 

	

	Reason for end of registration:
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Role:
	Provider
	 FORMCHECKBOX 

	Manager
	 FORMCHECKBOX 

	

	Reason for end of registration:
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Role:
	Provider
	 FORMCHECKBOX 

	Manager
	 FORMCHECKBOX 

	

	Reason for end of registration:
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Role:
	Provider
	 FORMCHECKBOX 

	Manager
	 FORMCHECKBOX 

	

	Reason for end of registration:
	

	
	
	


	Start date
	     
	End date
	     
	Employer
	

	Role:
	Provider
	 FORMCHECKBOX 

	Manager
	 FORMCHECKBOX 

	

	Reason for end of registration:
	


	*1.10  Recent employment history (to be completed by individuals ONLY)

	Please provide details of your employment history for the past 15 years, WHERE NOT ALREADY SHOWN IN SECTION 1.9 ABOVE
· If a post started more than 15 years ago, please show the actual start date

· Please provide the reason for leaving
· Please explain any gaps in employment in the space at the bottom
Please show dates in the format dd/mm/yy

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	

	Reason for leaving
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	

	Reason for leaving
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	

	Reason for leaving
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	

	Reason for leaving
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	

	Reason for leaving
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	

	Reason for leaving
	

	
	
	

	Start date
	     
	End date
	     
	Employer
	

	Job title and brief description 
	

	Reason for leaving
	

	
	
	

	Reasons for gaps in employment, ACROSS SECTIONS 1.9 AND 1.10 where applicable

	     


	*1.11  Your GP(to be completed by individuals ONLY)

	We may need to contact your doctor about your application. Please supply their contact details below

	*GP’s name
	

	*Surgery
	

	*Surgery address line 1 
	

	*Surgery address line 2
	

	*Surgery town
	

	*Surgery postcode
	

	*I give permission for the Care Quality Commission to contact my doctor or their surgery.

	Yes
	 FORMCHECKBOX 

	

	No
	 FORMCHECKBOX 

	

	


	*1.12  Reference(to be completed by individuals ONLY)

	We may need to contact a referee about your application. Please supply their contact details below. Your referee must be your last employer. If you do not have a last employer, your referee:

· must not be related to you

· must be able to provide a reference as to your competence to manage the service

· must have employed or worked with you for a period of at least three months

	*Referee’s name
	

	*Referee’s address line 1 
	

	*Referee’s address line 2
	

	*Referee’s town
	

	*Referee’s postcode
	

	*Referee’s email address
	

	*Referee’s telephone no.
	

	*I give permission for the Care Quality Commission to contact my referee.

	Yes
	 FORMCHECKBOX 

	

	No
	 FORMCHECKBOX 

	

	


	*1.13  Partner’s signature (or a duly authorised person for an organisation)
If you are submitting this form electronically we will accept a typed-in name as your signature. 

	*Signature
	

	*Partner’s name
	

	*Date (dd/mm/yy)
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