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J R C P T B
JOINT ROYAL COLLEGES OF PHYSICIANS TRAINING BOARD 

5 St Andrew’s Place, Regent’s Park, London NW1 4LB

Form STP/1
JOINT COMMITTEE ON HIGHER MEDICAL TRAINING

SUB SPECIALTY OF STROKE MEDICINE

Application for educational approval of a

Sub-specialist Training Programme in Stroke Medicine

This form should be completed by the Programme Director to describe the organisation of the sub-specialty training programme in Stroke Medicine.  Individual training post forms (STP/2) should also be completed for each hospital involved in delivering the training.  Both forms should also be completed if approval is being sought for new training slot within a previously approved programme.

1)
Please give name and number (if known) for the Training Programme:

2)
State whether the application is for the initial approval


Yes/No

For re-approval







Yes/No

3)
Training slots need to be available in each of the three modules of the curriculum (acute stroke, stroke rehabilitation, and stroke prevention). Complete the following table to show where and in which department/unit each module will be delivered. Each or all of the modules may be delivered within one or more hospitals depending on the facilities and individual specialties available on site.

	Modular Training

Provided (acute, rehab or prevention)
	Name of Hospital
	Department/Unit(s) Providing Training
	Supervising Consultant(s)


	Specialty of Supervising Consultant(s)
	Maximum Duration of Module (W.T.E.* in months)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


(Please continue on an extra sheet if necessary)

*W.T.E = Whole Time Equivalent

4)
With reference to the grids in the Training Curriculum are there any aspects of stroke training that cannot be provided in the hospitals listed above? 

           
Yes/No
If yes please identify how the SpR will receive this training:

5)
Does the training programme incorporate any posts which have received prior approval for specialist registrar training? 





           
Yes/No

If so state location of posts, specialty and JRCPTB numbers. 
6)
Does the programme have approval from the Postgraduate Dean(s)? 
     Yes/No
Please state name(s) of Dean(s) and Region(s) together with address(es), telephone and fax numbers and e-mail address(es).

7)
Please provide the name, address, telephone and fax numbers and e-mail address of the Regional Sub-Specialty Advisor for Stroke Medicine.

8)
Please provide names, addresses, telephone and fax numbers and e-mail addresses of the Consultant Stroke Physicians from this programme who would be willing to act as external assessors of other programmes.

9)
Please provide the name, address, telephone and fax numbers and e-mail address of the Programme Director.

10)
Please give the name and address (telephone and fax numbers and e-mail, if not listed above) of the person to whom enquiries and further correspondence should be addressed:

12)
Signature of Programme Director:

Date:
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