FORM R4
FACULTY OF PHARMACEUTICAL MEDICINE
 REVALIDATION PROGRAMME

DATA PROTECTION ACT 1998

DATA SUBJECT’S AUTHORITY TO DISCLOSE

1.      I 
Your name:

Your professional address:

Your GMC registration number: 
have entered into an agreement with the Faculty of Pharmaceutical Medicine in accordance with which it has agreed to act as my Designated Body as defined in the Medical Profession (Responsible Officers) Regulations 2010.
2.   In compliance with this agreement, I hereby consent to THE FACULTY OF PHARMACEUTICAL MEDICINE supplying any relevant personal or sensitive personal data they may hold about me to Faculty Appraisers, other Responsible Officers and to the General Medical Council.
3. This disclosure should be marked as “Personal” and addressed to The Revalidation Administrator, Faculty of Pharmaceutical Medicine, 19 Angel Gate, 326a City Road, London EC1V 2PT.
Signed:

Dated:

