FORM R2

FACULTY OF PHARMACEUTICAL MEDICINE
 REVALIDATION PROGRAMME

Statement from PREVIOUS Employers and Contracting Organisations

A. INFORMATION

Name of doctor:
Doctor’s GMC reference number:
Please provide period/s of employment or contract: 
B. STATEMENT 

Are you aware of any proceedings, act or omission on the part of the doctor which might render them liable to be referred to the General Medical Council in relation to their conduct, health or performance?    
YES     or    NO (Please circle)

If YES, please provide details 
C. SIGNATURE OF AN AUTHORISED PERSON
I confirm that the information I have given is true and accurate to the best of my knowledge.  

Signature:

Date:
Name:
Position:
Organisation:
Email:
Telephone:
Notes for organisations:  The completed form should be returned to the revalidating Doctor who will send it to the Faculty Revalidation Administrator with their Revalidation Agreement.  

Notes for Doctor: : If Form/s R1 do not cover a full three-month period prior to the date of the signing of the Revalidation Agreement please also submit Form/s R2. Form R1 and R2 sets must cover a full three-month period of the full-time work or equivalent. If forms from more than one organisation are required please photocopy this form. Please return to: Revalidation Administrator, Faculty of Pharmaceutical Medicine, 19 Angel Gate, 326a City Road, London, EC1V 2PT.  
Data Protection Information:  The information provided in this form will be used by the Faculty  in connection with its statutory responsibilities as a Designated Body under the Medical Profession (Responsible Officer) Regulations 2010 and in doing so your personal details may be available or shared with relevant Faculty staff, the Faculty Responsible Officer, assigned revalidation appraisers, the doctor named in this form, the General Medical Council and any other person or organisation  authorised by the Faculty Responsible Officer for the purposes of revalidation.

