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Application Form

	Section A – Organisation Information

	Entity name:
	 

	Business Name:
	 

	ABN: (Required)
	 
	Is the Entity registered for GST?
	☐
	Yes

	
	
	
	☐
	No

	Business address:
 
	 

	
	Town:
	 
	Postcode:
	 

	Business phone:
	 

	Key contact person #1:
*Person that will manage/coordinate the project 
	Name:
	 

	
	Position in business:
	 

	
	Email:
	 

	
	Mobile phone:
	 

	Key contact person #2:
*Person that will manage/coordinate the project
	Name:
	 

	
	Position in business:
	 

	
	Email:
	 

	
	Mobile phone:
	 

	Key contact person #3:
*Person that is authorized to sign the contract
	Name:
	 

	
	Position in business:
	 

	
	Email:
	 

	
	Mobile phone:
	



	Section B – Applicant_ Practice  Details 

	
	Please select one option (LGAs) in which you serve.
 ☐Bega Valley
 ☐Eurobodalla
 ☐Goulburn Mulwaree
 ☐Kiama
 ☐Queanbeyan Palerang
 ☐Shellharbour
 ☐Shoalhaven
 ☐Snowy Monaro
☐Upper Lachlan Shire
☐Wollongong
☐Yass Valley

	
	This Practice is currently accredited 
	☐ Yes  ☐ No

	
	This Practice wishes to improve their model for ADHD Patient management.
	☐ Yes  ☐ No

	
	Clinical (GP) staff commit to undertake the ADHD Training modules upon approval of application and commit to completing the course within six months and providing proof of completion.
	☐ Yes  ☐ No

	
	The Practice commits to investing in staff (Practice nurse, Reception staff) time to improve the practice model of ADHD patient management. 
	☐ Yes  ☐ No

	
	The Practice commits to utilizing a portion of this funding to re-imburse practitioners for course fees and/or time to complete the training.
Note: This funding is only for GPs who have not yet completed ADHD training.
	☐ Yes  ☐ No

	
	* If you choose no, then you are not eligible for this training opportunity. You must be working within South Eastern NSW catchment  to apply. We thank you for your interest and encourage you to keep an eye on our funding opportunity webpage for future opportunities.



	Section C – Application Responses

	1. Clinical Capacity- Clinical capacity to manage ADHD assessments and follow-up care - 45% (max 500 words). 

· How does your practice currently manage ADHD assessments and prescribing? 
· How would this grant enhance your current model of care? 
· Which staff would participate in this enhanced workflow eg reception staff, Practice Nurse.  


	Please provide your response here:






	2. Practice population need - 20% (max 500 words)

· Please describe your Practice population with ADHD needs.


	Please provide your response here:





	3. Commitment to ADHD Model development - willingness to adopt to a streamlined care model -20% (max 500 words)

· Using the streamlined care model as a reference, outline how this may be adapted to improve ADHD patient management in your practice.


	Please provide your response here:






	4. Collaboration potential- Ability to work with local health services and specialists- 15% (max 500 words). 

· Does your Practice currently have any collaborative arrangements with local clinicians for ADHD care?
· Has your practice considered if there are any collaborative opportunities that you could leverage for this project?


	Please provide your response here:






	Section D –  Practice Declaration

	This must be completed by the individual submitting the application:
	Agree

	The Practice commits to invest in staff (Practice nurse, reception staff, GP) time to improve the practice model of ADHD patient management.
	☐ Yes


	The Practice agrees to share our experience of participating in this ADHD project. This may take the form of participation in an informal interview, or by writing an article for a COORDINARE e-newsletter (up to a total of 1 hour)
	

	I understand and accept that information provided in this application may be stored by COORDINARE – South Eastern NSW PHN in various hardcopy and/or electronic formats.
	

	I can confirm that the contents of this application are to the best of my knowledge accurate, complete and do not contain any false, misleading or deceptive misrepresentation, claims or statements.
	

	I understand that if the conditions of the funding are not complied with, COORDINARE – South Eastern NSW PHN may terminate the agreement.
	



	Practice Principal / Manager Name:
	

	Signature 
(e-signature accepted)
	

	Practice Nurse Name:
	

	Signature 
(e-signature accepted)
	



	Section E – General Practitioner(s) Declaration

	This must be completed by the GP(s) undertaking the ADHD training:
	Agree

	I am currently employed as a General Practitioner in a general practice within South Eastern NSW and have full AHPRA registration.
	☐ Yes 

	I agree that I understand the course commitment and am able to participate in all eLearning modules and provide proof of completion.
	

	I understand and accept that information provided in this application may be stored by COORDINARE – South Eastern NSW PHN in various hardcopy and/or electronic formats.
	

	I can confirm that the contents of this application are to the best of my knowledge accurate, complete and do not contain any false, misleading or deceptive misrepresentation, claims or statements.
	

	I understand that if the conditions of the funding are not complied with, COORDINARE – South Eastern NSW PHN may terminate the agreement.
	



	GP Applicant Name:
	

	Applicant Signature 
(e-signature accepted)
	

	AHPRA Registration Number
	



	GP Applicant Name:
	

	Applicant Signature 
(e-signature accepted)
	

	AHPRA Registration Number
	




	GP Applicant Name:
	

	Applicant Signature 
(e-signature accepted)
	

	AHPRA Registration Number
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