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	1) Introduction and Eligibility Criteria: 

	· The Staffordshire Training Hub (STH) has invested in a Pharmacy Training Bursary to support the professional development of Pharmacy professionals employed within General Practice across Staffordshire and Stoke-on-Trent.
· The bursary is available to eligible:
· Clinical Pharmacists 
· Pharmacy Technicians 
· The bursary has been designed to support access to non-mandatory and non-statutory education and training.
· Eligible applicants may apply for up to £500.00 towards the cost of one or more training events or educational activities.
· Applications will only be considered where the requested training is not already available via the STH,  MLCSU Academy, SSOT ICB, CPPE, NHS England or the NHS Leadership Academy.

Important Information:
Please note:
· Applications must be submitted and approved before any training is booked or attended. 
· Retrospective applications cannot be accepted. 
· Funding is limited and applications will be reviewed in the order they are received. 
· Approval is subject to eligibility, available funding and organisational priorities.
· The bursary will be available until the allocated funding has been fully utilised.



	2)  Applicant Details:

	Surname: 
	     
	First Name: 
	     

	Job Title:
	[bookmark: Text5]     
	Professional Registration Number:
	     

	Practice / PCN Name: 
	     
	Practice Code:
	     

	Work Email Address:
	     
	Start Date in Current Role:
	     

	Working Pattern:
	|_|  Full-time
|_|  Part-time
	Have you previously received Pharmacy training funding from the STH?
	|_|  Yes
|_|  No



	3) Training Event Details:

	Course / Event Title:
	     
	Course Link or Flyer Attached:
	|_|  Yes
|_|  No

	Training Provider: 
	     
	Provider Website:
	     

	Course Start Date:
	     
	Course End Date:
	     

	Course Duration:
	     
	Registration Deadline:
	     

	Virtual Attendance:
	|_|  Yes
|_|  No
	If No, please state delivery method:
	     

	Course Fee (include VAT if applicable): 
	£     
	VAT Amount:
	£     
	Total Cost:
	£     

	Important Information:

Some providers may advertise prices excluding VAT. It is the applicant’s responsibility to confirm all applicable costs with the course provider prior to applying.

Please note that course fees, including VAT where applicable, will be deducted from your available bursary allowance.



	4) Learning Objectives:

	How does this training support your professional development or service delivery objectives?
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	Intended Learning Outcomes:
(Minimum 50 words)
	
[bookmark: Text4]     

	Additional information to support your application:
	
     



	5) Equality Monitoring Questionnaire: 

	· The Staffordshire Training Hub is collecting the following information to ensure the training and educational services we provide to the Primary Care workforce in Staffordshire are being accessed equitably.  It will also help us to identify and better understand the profile and diversity of the workforce.
· Please be assured that any information you do provide to the Staffordshire Training Hub will be kept completely confidential. 
· No identifiable information provided will be shared with other bodies, members of the public or press.
· Completion is voluntary, if you do not wish to complete fully or answer any of the question(s), this will not affect your application in any way, and move onto next part of the Application Form.

	What is your gender?
	
	Which age group applies to you?
	

	Which of the following best describes your sexual orientation?
	
	     

	What is your religion or belief?
	
	     

	What is your ethnic group? This is about the ethnic group which you feel you belong. If you feel you belong to more than one ethnic group, please choose the one you feel you most belong to.
	
	     

	Are you a disabled person as defined by the Equality Act 2021? The Equality Act 2021 defines a disabled person as “someone who has a physical or mental impairment that has a substantial and long-term adverse effect on his or her ability to carry out normal day to day activities”.
	

	If you answered yes to the question above, please tick all that apply:
	☐  Long-term illness/Health Condition     ☐  Learning Disability/Difficulty
☐  Mental Health Condition     ☐  Physical Impairment     ☐  Sensory Impairment
☐  Other – please state:       

	Do you have caring responsibilities for any children or adults?
	

	If you answered Yes to the question above, please tick which apply:
	☐ Child(ren)    
☐  Adult(s)
	If Yes, are you a registered Carer?
	

	If you have any questions or wish to submit any feedback, please do not hesitate to contact the Staffordshire Training Hub at traininghub@gpfirst.net



	6) Learning Agreement and Declarations

	
Applicant Declaration: 
Please tick to confirm:

	[bookmark: Check6]|_|
	I confirm that this training is relevant to my role and professional development.

	[bookmark: Check7]|_|
	I understand that approval must be received before booking or attending the training.

	[bookmark: Check8]|_|
	I understand that the cost of approved training will be deducted from my available bursary allowance.

	[bookmark: Check9]|_|
	I understand that if I fail to attend or complete the approved training, my employer may be required to reimburse the Staffordshire Training Hub.

	[bookmark: Check10]|_|
	I agree to notify the training provider, my Practice and the Staffordshire Training Hub as soon as possible if I am unable to attend or complete the training.

	[bookmark: Check11]|_|
	I agree to submit evidence of attendance or completion to arrs.traininghub@nhs.net within four weeks of the course end date.

	[bookmark: Check5]|_|
	I confirm I have not applied for duplicate funding for this training from another source.



	Applicant Name:
	     
	Date:
	Click or tap to enter a date.



	
Practice Manager / Clinical Lead Declaration:
Please tick to confirm:
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	I fully support this application.

	[bookmark: Check13]|_|
	I confirm this training supports the applicant’s development and service delivery needs.

	[bookmark: Check14]|_|
	I confirm the applicant can be released from their duties to attend the training.

	[bookmark: Check15]|_|
	I understand that reimbursement may be sought from the employer in cases of non-attendance or non-completion.

	[bookmark: Check16]|_|
	I will support the applicant to apply their learning within the Practice / PCN.



	Full Name:
	     
	Job Title:
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	Email Address:
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	Date:
	Click or tap to enter a date.





	7) Submission Details

	Please email the fully completed application form and supporting documentation to arrs.traininghub@nhs.net.

Please copy in the applicant and relevant Practice contact.
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