

Supplementary/Ophthalmic List
Notification of a Change of Status/Personal Details Form

This form should be completed by an Optometrist/Ophthalmic Medical Practitioner/Body Corporate who is already included on the Supplementary or Ophthalmic List of a Health Board in Wales and you wish to notify that Health Board of changes to a premise/mobile practice status or your personal details.

It is highly advisable to read the guidance notes at (link to website) to guide you to the correct section that you should complete, dependant on the change to your list status.

Current List Status Details




Title:	Choose an item. 

Surname:	Click or tap here to enter text. Forename(s):  Click or tap here to enter text.

Trading as:  Click or tap here to enter text.

If Body Corporate, Company Name:  Click or tap here to enter text.

SOL/OL/CO Number:  Click or tap here to enter text.

Please choose the Health Board this change relates to:

Choose an item.

	Section A – Open New Premises/Relocate Existing Premises (Contractors and Body Corporates already included on the Health Board Ophthalmic List)


	
I wish to Choose an item. within the Health Board area that I am currently registered on the Ophthalmic List of as a Choose an item..


	
Current premise addresses & telephone number (if applicable):

Address:  Click or tap here to enter text.

Telephone Number:  Click or tap here to enter text.


	
Details of the premise you intend to open or relocate to :

Address:    Click or tap here to enter text.

Telephone Number:  Click or tap here to enter text.


	
Proposed date of opening:  Click or tap to enter a date.


	
Days & hours of opening:

                      Open                                        Close   
Monday		Click or tap here to enter text.
Tuesday		Click or tap here to enter text.     Click or tap here to enter text.
Wednesday	Click or tap here to enter text.     Click or tap here to enter text.
Thursday		Click or tap here to enter text.     Click or tap here to enter text.
Friday			Click or tap here to enter text.     Click or tap here to enter text.
Saturday		Click or tap here to enter text.     Click or tap here to enter text.
Sunday			Click or tap here to enter text.     Click or tap here to enter text.


	Do you intend to provide mobile services in the same Health Board area:
                                                                                                   Yes ☐  No ☐

Self-Assessment Declaration form completed and returned (include link to self assessment form):              Yes ☐  No ☐

You will need to complete a Bank Mandate form and a Nominated Authorised Signatory Form, which will be sent to you on receipt of this form.


	
I understand that I should refrain from providing GOS from the new premise until formal approval has been granted by the Health Board.  I agree to comply with The National Health Service (General Ophthalmic Service) Regulations 1986, as amended. 

Signature_____________________________ Date Click or tap to enter a date.


	Section B – Change Status from Supplementary List to Ophthalmic List to Open a New Premise or Become the Contractor of an Existing Premise 


	
I confirm I am currently on the Health Board’s Supplementary List but wish to become a Contractor on the same Health Boards Ophthalmic List.

My Contractor status will be Choose an item.

I will be providing services as:  Choose an item.

Details of the premise you intend to open or become the Contractor:

Address:    Click or tap here to enter text.

Telephone Number:  Click or tap here to enter text.

Proposed date of opening/change of Contractor:  Click or tap to enter a date.


Days & hours of opening:

                      Open                                        Close
Monday		Click or tap here to enter text.     Click or tap here to enter text.
Tuesday		Click or tap here to enter text.     Click or tap here to enter text.
Wednesday	Click or tap here to enter text.     Click or tap here to enter text.
Thursday		Click or tap here to enter text.     Click or tap here to enter text.
Friday			Click or tap here to enter text.     Click or tap here to enter text.
Saturday		Click or tap here to enter text.     Click or tap here to enter text.
Sunday			Click or tap here to enter text.     Click or tap here to enter text.


	Referee Details (if appropriate):

In accordance with Regulation 7 (1A) and Schedule 1A of the National Health Service (General Ophthalmic Service) Regulations 1986 as amended, if your name was included in the Ophthalmic List prior to or on 1 February 2006, please provide names and addresses of two referees who are willing to provide CLINICAL references relating to two recent posts (which may include any current post) as an optometrist/OMP which lasted at least three months without a significant break in the past two years.
The referees should normally be representatives (Ophthalmic Optician or Consultants) of your last two clinical posts, where that employment lasted for a continuous period of at least three months.  Referees must not be related to you or from a Dispensing Optician.


	Name:

	
	Name:
	

	Title:

	
	Title:
	

	Position:

	
	Position:
	

	Full Postal Address:

	
	Full Postal Address:
	

	Tel:

	
	Tel:
	

	Email:

	
	Email:
	

	How long have you known this person and in what capacity?


	
	How long have you known this person and in what capacity?

	

	
It is your responsibility to make sure that your referees are expecting to be contacted and are in a position to provide you with a reference.

If you are unable to provide referee details that meet the above criteria, please give a full explanation below of the reasons why.


	Click or tap here to enter text.	


	Self-Assessment Declaration form completed and returned(include link to self assessment form:              Yes ☐  No ☐

You will need to complete a Bank Mandate form and a Nominated Authorised Signatory Form, which will be sent to you on receipt of this form.

I understand that I should refrain from providing mobile GOS services or GOS from the new premise until formal approval has been granted by the Health Board.  I agree to comply with The National Health Service (General Ophthalmic Service) Regulations 1986, as amended.

Signature: ______________________________ Date: Click or tap to enter a date.




	SECTION C – Selling or Closing a Premise or Mobile Practice


	
I am Choose an item. the following premise(s)/mobile practice in the Health Board area: 

Premise/Mobile Practice Address(s):

1) Click or tap here to enter text.
2) Click or tap here to enter text.
3) Click or tap here to enter text.
4) Click or tap here to enter text.


	What are your intentions with regards to the premises? (please tick the relevant box)

☐  I wish to temporarily close the premises for refurbishment.

     The approximate dates of closure will be from Click or tap to enter a date. 
     to Click or tap to enter a date.

☐  I intend to sell the premise(s)/mobile practice.

     The new owner(s) will be Click or tap here to enter text.

☐  I intend to permanently close the premise(s)/mobile practice.  Please note: 3 months notice is usually required.

☐  I am currently the Contractor at the premises listed under the ‘Grandfathering’
     arrangement.

You will need to complete a Bank Closure form, which will be sent to you on receipt of this form.
        
The preferred date of sale/closure is:  Click or tap to enter a date.

	Please specify who and where your patient records will be retained (information on good practice regarding patient records is available in the guidance notes) 

Name: Click or tap here to enter text.

Address: Click or tap here to enter text.

	Contractor

Please indicate below your intentions of remaining on the Ophthalmic/ Supplementary Ophthalmic List: (please tick the relevant box)

☐ I am currently on a Health Board Ophthalmic List as a Contractor, but I wish to  
    become an assistant/locum on the same Health Board Supplementary List.

☐ I am currently on a Health Board Ophthalmic List as a Contractor but I wish to
    resign from the list.


	Body Corporate

The premise(s)/mobile practice is a Body Corporate and wishes to:

☐  Withdraw from the Health Board Ophthalmic List, as it does not have any other
     premise(s)/mobile practices in the Health Board area.

☐  Remain included on the Health Board Ophthalmic List, as it has other premise(s)
    still operating in the Health Board area.


	
Signature:  _______________________   Date:  Click or tap to enter a date.


	Section D – Changing the Ownership Status of a Premise/Mobile Practice


	If the premise is changing to a Body Corporate which is already listed with the Health Board, please complete Section A.  If the premise is changing to a Body Corporate which is not listed with the Health Board, an application to apply as a Body Corporate will need to be completed by the Directors.  The application form is available at: Apply for Inclusion in the Ophthalmic List (Corporate Opticians) - NHS Wales Shared Services Partnership

I am currently on a Health Board Ophthalmic List as a Contractor and wish to change the ownership status of the following premise(s)/mobile practice:


Premise(s)/Mobile Practice Address(s):

1) Click or tap here to enter text.
2) Click or tap here to enter text.
3) Click or tap here to enter text.
4) Click or tap here to enter text.


	
Please indicate how the ownership of the above premise(s)/mobile practice will change (ie sole trader to partnership - partnership to sole trader): 

My Contractor status will be Choose an item.

I will be providing services as:  Choose an item.


	
Expected date to change ownership status:  Click or tap to enter a date.


	
Signature:  ________________________    Date: Click or tap to enter a date.




	SECTION E – Change of Personal Details


	Please give details of any changes to your name, address, email, telephone number etc. If you are notifying us that you have changed your name, please supply a copy of the relevant supporting documentation to verify the change.  Please note that if you are changing your name, your GOC Registration details must be changed to reflect your new name before our records can be amended.
 

	
Click or tap here to enter text.


	
Signature:  _________________________  Date: Click or tap to enter a date.




If you have any queries with regard to completing this form or on completion please email FAO the Contracts Management Department, NWSSP at nwssp-primarycareservices@wales.nhs.uk.




