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Working across the South West
LESS THAN FULL TIME WORKING
CONFIRMATION OF FUNDING FORM (LFT Form 2)

This form needs to be completed by the trainee and employing trust of Less Than Full Time trainees prior to them commencing in post.  It is needed to confirm the funding arrangements for both the Trust and the LETB.  Please ensure this form is returned at least two months prior to the anticipated start date of the trainee.
	PART 1    

	APPLICANT DETAILS 

(to be completed by trainee)


	Surname:
	     

	First Name:
	     


	GMC Number:
	     

	NTN/DRN (if applicable)
	     



	PART 2    

	POST DETAILS 

(to be completed by trainee - post for approval sought)


	Trust:
	     

	Specialty:
	     


	Training Grade:
	     

	Level / Year of training
	     


	Anticipated start date:
	     

	
	


	PART 3    

	WEEKLY TIMETABLE 

To be completed by trainee in conjunction with FPD (Foundation), TPD (GP) or ES (Specialty)


Please complete the table below detailing your daily working commitments and the number of hours you will be working each day.  Please do not include any out of hours work in this section.  
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM
	     

	     

	     

	     

	     


	PM
	     

	     

	     

	     

	     


	Number of hours worked
	     

	     

	     

	     

	     


	Total weekly hours
	     



	PART 4    

	OUT OF HOURS WORK

 To be completed by trainee in conjunction with FPD (Foundation), TPD (GP) or ES (Specialty)

	Please provide details of the out of hours commitment, be sure to include details such as: shift type i.e. Full Shift, Partial Shift or non-resident on-call, the days you prefer / would like to work out of hours including the start and finish times, and most importantly the frequency of the out of hours work.


	     



	Basis on which trainee 

will be working:  
	Slot-Share

 FORMCHECKBOX 
  


	Part-time in Full-time slot

 FORMCHECKBOX 


	Supernumerary

 FORMCHECKBOX 



	PART 5    

	EMPLOYING MEDICAL STAFFING OFFICE APPROVAL




I confirm based on the information provided on the weekly timetable that the weekly hours of work will be

pay banded at:

	F5


	F6
	F7
	F8
	F9

	FA


	FB
	FC
	No supplement

	Please provide a copy of the rota template from the rota works system for the trainee.


	Name:
	     


	Position:
	     


	Signature:
	     


	Date:
	     



	PART 6    

	TRUST FINANCIAL APPROVAL 

(please complete even if no out of hours supplement)


	Name:
	     


	Position:
	     


	Signature:
	     


	Date:
	     



	PART 7   

	EDUCATIONAL APPROVALS 
To be completed by FPD (Foundation), TPD (GP) or ES (Specialty)


	Name:
	     


	Position:
	     


	Signature:
	     


	Date:
	     



	PART 8    

	LETB APPROVAL
To be completed by Head of Foundation School  (Foundation), Associate Dean (Specialty) or GP Dean (GP)


	Name:
	     


	Position:
	     


	Signature:
	     


	Date:
	     



