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OFFICIAL SENSITIVE – WHEN COMPLETED


Medical reference request
I have applied to Healthcare Inspectorate Wales (HIW) to be registered to provide services under the Care Standards Act 2000.
To enable HIW to assess my application, I am required to obtain a medical report about my physical and mental health. This must include any past, present or long-term disability that may affect my application. I give my express permission for you to provide the report using this form.

I understand that I will be responsible for paying any fee you may charge for this service. Please note that HIW may contact you to obtain further clarification in respect of the information that you provide in your report.

General Data Protection Regulations 2016       
In order to process an application for registration under the Care Standards Act 2000, Healthcare Inspectorate Wales (HIW) on behalf of Welsh Government will request personal information on the applicant or from an individual with permission to act on their behalf.  This information is required for the purposes of the exercise of our official authority and public interest in processing your application to register. If you don’t provide this information then your application cannot be processed.  

HIW, on behalf of the Welsh Government uses the personal information to process your application for registration and will not share your information with 3rd party organisations. 

The Welsh Government will hold your data for 7 years following de-registration in line with audit requirements.  

You have the right to access the personal data we are processing about you, rectify inaccuracies, in certain circumstances object to processing or erasure of your data and lodge a complaint.  

For further details and the full Privacy Notice is available at www.hiw.org.uk.

	Name of person completing this request
	

	Signature
	

	Date
	

	Position within the company (if applicable)
	


PART 1 to be completed by the applicant

	Doctor’s name
	

	Surgery name
	

	Surgery address
	

	
	Postcode
	


	Applicant’s name
	

	Applicant’s home address
	

	
	Postcode
	

	Applicant’s telephone number
	

	Applicant’s email address
	


	Brief description of the service to be provided

	


PART 2 to be completed by the doctor
Please answer the following questions and include or attach any supporting information that you consider to be relevant.  

	Medical report for 
(patient’s name)
	


	1. How long has the above named person been registered at this practice?

	
	Years
	
	Months


	2. Is there anything in the above named person’s medical history that would make them unfit to run or manage the service as described in part 1?

	YES
	
	NO
	

	If ‘yes’, please provide details below



	3. Having considered the services described in part 1, is the person named above currently receiving treatment that would affect their ability to carry out their role?

	YES
	
	NO
	

	If ‘yes’, please provide details below




	4. Having considered the services described in part 1, does the person named above have any conditions that will affect their ability to carry out their role?

	YES
	
	NO
	

	If ‘yes’, please provide details below




	Doctor’s name (print)
	

	Telephone number
	

	Email address
	

	Signature

	

	Date
	

	Official stamp

	


This form must be returned to the referee so that it can be submitted with their application form. 
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