	PROVISIONAL OUTLINE OF HIGHER MEDICAL TRAINING PROGRAMME


	Name of trainee
	Training Number:

	Year of training (please circle)

ONE/TWO/THREE/FOUR/FIVE/SIX

	Specialty I





Specialty II

	Deanery




Programme number

	Programme Director’s name


Please enter names of hospitals/trusts and specialty(s) in each box
	Year
	Half year
	Half year
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	4
	
	

	5
	
	

	6
	
	


	SAMPLE WEEKLY TIMETABLE FOR EACH POST/ATTACHMENT


	Post/attachment
	Dates from


to
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