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Application for registration

Registered manager 

Primary dental care provider or private ambulance provider

Applications under section 14 of the Health and Social Care Act 2008

Please use this form for all job share applications.

This application is for registration with the Care Quality Commission. Registration entitles you to manage certain regulated activities associated with health and social care. The complete list of regulated activities that require registration are contained in the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010, which can be found in part C of our Guidance about compliance: Essential standards of quality and safety, available on our website www.cqc.org.uk.

You should fill in this form if:

· You are a new applicant applying to be a registered as a manager, or 

· A new manager applying to be a registered as a job share manager.

Guidance on the wider system of registration is contained in the registration section of our website.

When completing the form, you should also refer to the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010 and our guidance about compliance.

You must complete every field except those marked with an asterisk (*). These fields are optional but if the information requested is available, please provide it. We will reject an incomplete application and return it. If you need more space to answer any questions on this form, please submit additional sheets. We are entitled to ask for more information while considering your application or during a site visit.

Statement on Data Protection Act 1998 

The Care Quality Commission will use the information provided in this form and any supporting documentation submitted with your application will be used by the Care Quality Commission to make a decision about your application for registration as a manager. We may need to verify some of the facts.

We may share information you give us as permitted by law, for example with other regulatory bodies and law enforcement agencies. The information you give us may also be subject to disclosure under the Freedom of Information Act 2000.

It will be stored securely and may be kept electronically in accordance with our information governance policies. Once we have made a decision regarding the application for registration, that decision will be recorded in accordance with our retention and disposal schedule.

We will accept inserted text as a valid signature.

	Applicant’s signature
	     

	Applicant’s name
	     

	Date (day/month/year)
	     
	     
	     


Section 1: Details about the applicant

	Title
	     

	First name
	     

	Last name
	     

	Date of birth
	     

	Personal address line 1
	     

	Personal address line 2
	     

	Town/city
	     

	County
	     

	Postcode
	     


	Service provider details

	Service provider ID† (if already registered)
	     

	Name of service provider
	     

	Location ID (if already registered)
	     

	Name of the location where you intend to be manager
	     

	Business address line 1
	     

	Business address line 2
	     

	Town/city
	     

	County
	     

	Postcode
	     

	*Business e-mail
	     

	Main business telephone
	     

	*Business fax
	     

	Website (if any)
	     

	Is this a job share position?

If  ‘yes’, please also complete sections 1.10 and 1.11


	No    
 FORMCHECKBOX 
 

Yes   
 FORMCHECKBOX 
  



	Regulated activities you intend to manage at this location.

Please check all that apply
	1. 
Personal care 
	 FORMCHECKBOX 


	
	2. 
Accommodation for persons who require nursing or personal care
	 FORMCHECKBOX 


	
	3. 
Accommodation for persons who require treatment for substance misuse
	 FORMCHECKBOX 


	
	4. 
Accommodation and nursing or personal care in the further education sector
	 FORMCHECKBOX 


	
	5. 
Treatment of disease, disorder or injury
	 FORMCHECKBOX 


	
	6. 
Assessment or medical treatment for persons detained under the 1983 (Mental Health) Act
	 FORMCHECKBOX 


	
	7. 
Surgical procedures
	 FORMCHECKBOX 


	
	8. 
Diagnostic and screening procedures
	 FORMCHECKBOX 


	
	9. 
Management of supply of blood and blood derived products etc.
	 FORMCHECKBOX 


	
	10. 
Transport services, triage and medical advice provided remotely
	 FORMCHECKBOX 


	
	11. 
Maternity and midwifery services
	 FORMCHECKBOX 


	
	12. 
Termination of pregnancies
	 FORMCHECKBOX 


	
	13. 
Services in slimming clinics
	 FORMCHECKBOX 


	
	14. 
Nursing care
	 FORMCHECKBOX 


	
	15. 
Family planning service 
	 FORMCHECKBOX 



† The service provider ID is found on the top right-hand side of the provider’s certificate of registration.

If you intend to manage more than one location, please complete the additional section below. 

(If you manage more than two locations, you will need to copy the table. To do this, first ‘unprotect’ the form by clicking on the Tools menu and then Unprotect Document. This will allow you to copy and paste the table. After you have done this, click on ‘Yes, Start Enforcing Protection’ to re-protect the document. Do not add a password.)

	Service provider details

	Service provider ID (if already registered)
	     

	Name of service provider
	     

	Location ID (if already registered)
	     

	Name of the location where you intend to be manager
	     

	Business address line 1
	     

	Business address line 2
	     

	Town/city
	     

	County
	     

	Postcode
	     

	*Business e-mail
	     

	Main business telephone
	     

	*Business fax
	     

	Website (if any)
	     

	Is this a job share position?

If  ‘yes’ please also complete sections 1.10 and 1.11
	No    
 FORMCHECKBOX 
 

Yes   
 FORMCHECKBOX 
 


	Regulated activities you intend to manage at this location.

Please check all that apply
	1. 
Personal care 
	 FORMCHECKBOX 


	
	2. 
Accommodation for persons who require nursing or personal care
	 FORMCHECKBOX 


	
	3.
Accommodation for persons who require treatment for substance misuse
	 FORMCHECKBOX 


	
	4. 
Accommodation and nursing or personal care in the further education sector
	 FORMCHECKBOX 


	
	5. 
Treatment of disease, disorder or injury
	 FORMCHECKBOX 


	
	6. 
Assessment or medical treatment for persons detained under the 1983 (Mental Health) Act
	 FORMCHECKBOX 


	
	7. 
Surgical procedures
	 FORMCHECKBOX 


	
	8. 
Diagnostic and screening procedures
	 FORMCHECKBOX 


	
	9. 
Management of supply of blood and blood derived products etc.
	 FORMCHECKBOX 


	
	10. 
Transport services, triage and medical advice provided remotely
	 FORMCHECKBOX 


	
	11. 
Maternity and midwifery services
	 FORMCHECKBOX 


	
	12. 
Termination of pregnancies
	 FORMCHECKBOX 


	
	13. 
Services in slimming clinics
	 FORMCHECKBOX 


	
	14. 
Nursing care
	 FORMCHECKBOX 


	
	15. 
Family planning service 
	 FORMCHECKBOX 



	1.2 Personal background 

You are required by law either to supply the following information (if we request it) or have it available for us to see if we so wish. We are not asking you to submit this information now, but only to confirm that you have it available and that it is satisfactory.

Please use this checklist to ensure all necessary documentation is  available on request 

The complete list of documentation that must be available can be found in Schedule 3 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010

	Please have available:

	Enhanced CRB check (including information relevant to children or vulnerable adults) countersigned by CQC. At the point of submitting this form, you must have applied for the CRB check but not necessarily had the results back.
	 FORMCHECKBOX 


	Proof of identity, including a recent photograph
	 FORMCHECKBOX 


	Satisfactory evidence of conduct in relevant previous employment where such employment was concerned with the provision of services relating to:

· Health or social care, or

· Children or vulnerable adults

And where a person has previously worked in a position whose duties involved work with vulnerable adults or children, verification so far as is reasonably practical of the reason why the position ended and a name and address of who we can contact for verification of this if required
	 FORMCHECKBOX 



	A full employment history, together with a satisfactory written explanation of any gaps in employment
	 FORMCHECKBOX 


	Documentary evidence of all relevant qualification/s and any professional registrations (please only send copies)
	 FORMCHECKBOX 


	Job description detailing what duties and delegated authority you will perform
	 FORMCHECKBOX 


	Information about any physical and mental fitness which are relevant to your ability to carry on, manage, or work for the purposes of, the regulated activity. A medical template is available on our website
	 FORMCHECKBOX 


	Reference of ability to perform registered managers’ duties. A reference template is available on our website
	 FORMCHECKBOX 


	1.3 Previous involvement in registered establishments or agencies 

	Have you ever been employed in an establishment, or by an agency or service registered under any of the following legislation:

· Registered Homes Act 1984 
Yes    FORMCHECKBOX 
      No     FORMCHECKBOX 

· Registered Homes (Amendment) Act 1991
Yes    FORMCHECKBOX 
      No     FORMCHECKBOX 

· Children Act 1989 (including
Yes    FORMCHECKBOX 
      No     FORMCHECKBOX 
childminding or day care provision for children)

· Nurses Agencies Act 1957
Yes    FORMCHECKBOX 
      No     FORMCHECKBOX 

· Care Standards Act 2000
Yes    FORMCHECKBOX 
      No     FORMCHECKBOX 


	If you answered ‘yes’ to any of the boxes above, please provide details including dates registered, provider, reason for leaving and management or job responsibilities undertaken

     


	1.4 Previous involvement in the management of a relevant service 

	Have you ever been registered to run or manage a service under the above legislation?

Yes   FORMCHECKBOX 
        No    FORMCHECKBOX 



	If you answered ‘yes’, please provide details including dates registered, provider, reason for leaving and management or job responsibilities undertaken 

     


	1.5 Refusal or cancellation of a relevant service 

	Have you ever had an application to register under the above legislation refused, or have you had an existing registration cancelled? 

Yes   FORMCHECKBOX 
        No    FORMCHECKBOX 



	If you answered ‘yes’, please provide details of reasons 

     


	1.6 Please give details of how you are skilled and competent to manage the regulated activities you are applying to be registered for

	     


	1.7 Declarations by health and social care professionals 

	Are you currently the subject of any investigation or proceedings being taken by any professional body with regulatory functions in relation to health or social care professionals, including by a regulatory body in another country? 

Yes   FORMCHECKBOX 
        No    FORMCHECKBOX 



	If you answered ‘yes’, please give full details including reasons 

     


	1.8 Have you ever been disqualified from the practice of a profession or required to practice subject to specified limitations following a fitness to practice investigation by a regulatory body in the UK or another country?

	Yes   FORMCHECKBOX 
        No    FORMCHECKBOX 

If you answered ‘yes’, please provide full details including reasons

     


	1.9 If you are to manage more than one site, please give details of how you will ensure the day-to-day management is carried out at each location and the additional management arrangements that may be in place. 

Please give information for each location you are applying to manage

	     



	1.10 Please give details of other job share registered manager/s if known

	Title
	     

	First name
	     

	Last name
	     

	1.11 If you are applying as part of a job share position, please describe how the arrangements will cover the day-to-day running of the service

Not applicable   FORMCHECKBOX 


	     



Section 2: Application declaration

This declaration must be signed by the applicant 

I hereby declare that the information detailed in this application is true and accurate.

I declare that I have no physical or mental conditions that will prevent me from carrying on, managing or working for the purposes of, the regulated activity/ies.

I understand that Section 37 of the Health and Social Care Act 2008 makes it an offence to knowingly make a statement which is false or misleading in a material respect in this application, or in any of the documents submitted with this application. I understand that too knowingly make a false declaration could render me liable to prosecution and could lead to the refusal of this application. 

I understand that it is my responsibility to inform the Care Quality Commission of any information that is relevant to my application, and which may not have been asked for and to update this information accordingly. 

I have kept a copy of all the documentation submitted for my application for my records. 

In making this application for registration with the Care Quality Commission, I agree to comply with the Health and Social Care Act 2008 and associated regulations. 

I understand that non-compliance with the relevant legislation could lead to the refusal of this application or cancellation of registration if I do not comply following registration.

I agree that the information contained in this form may be used as conditions of registration

The Health and Social Care Act 2008 requires that any person who receives notices through electronic mail (e-mail) must indicate their agreement. The Care Quality Commission has decided that its preferred method of sending these notices to providers will be by e-mail as this ensures timely and efficient communication of this important information. By submitting this application you are indicating your willingness for us to send you statutory notifications by e-mail in future. Please confirm the e-mail address you wish to us to use to receive these communications in the box below.

We will accept inserted text as a valid signature.

	Signed: 
	     

	Name of applicant: 
	     

	Preferred email address for communications
	     

	Date (day/month/year)
	     
	      
	     


Where to send the form 

Where possible, please email your completed form back to us at:

HSCATranche3Registrations@cqc.org.uk

Alternatively, post it to us at: 

CQC HSCA Dentists and Private ambulances

Citygate

Gallowgate

Newcastle upon Tyne

NE1 4PA

Further information is available on our website www.cqc.org.uk or by calling Customer Services on 03000 616161.

	For use by CQC staff only

	Service ID
	     
	

	Location ID
	     
	


© Care Quality Commission 2010
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