[image: image1.png]Y * H
T &







Simulated Patient Application Form

All information supplied will be treated as confidential

	Title:
	

	First Name:
	

	Surname:
	

	Date of Birth:
	

	Sex:
	

	Address:
	

	Town:
	

	Post Code:
	

	Telephone Number:
	

	Email:
	


Please give a brief overview of yourself and your background

................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
Why would you like to apply to be a simulated patient?

................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

What good experiences (if any) have you had in dealing with doctors?

................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

What bad experiences (if any) have you had in dealing with doctors?

................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

Medical History.   Please list any current/ past illness you may have had.
................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

Do you have any criminal convictions?

................................................................................................................................................................................................................................................................................................

What days of the week would you be available?

................................................................................................................................................................................................................................................................................................

Would you be willing to be contacted with short-notice?  (e.g. on the morning of the teaching session/exam)
................................................................................................................................................................................................................................................................................................

Would you be happy to participate in some or all aspects of the programme as follows? Please circle.

	Medical History
	which will involve a medical student asking you questions in relation to an illness
	Yes
	No

	Medical Examination
	which may involve removing some clothes for example having your knee, chest or stomach examined.
	Yes
	No

	Exams
	which would involve being present during important exams that usually run over a whole day.
	Yes
	No

	Breaking Bad News
	which would involve you role playing a scenario which will touch on sensitive subjects such as students having to inform you that you have a terminal illness, or that a relative of yours is dying.
	Yes
	No
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Simulated Patient Programme Declaration

1. I agree to keep confidential any medical issues that arise as part of the simulated patient programme.

2. I agree to be filmed on video for the purpose of teaching.

3. I agree that I have answered all questions on the simulated patient introduction application form.

4. To the best of my knowledge all answers given on the said application form are true and failure to disclose information relevant to the application form may disqualify me from the programme.

Name________________________

Signature_____________________ 
Date______________

Simulated Patient Co-ordinator_____________________________
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