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INDEPENDENT PRESCRIBER
SCOPE OF PRACTICE FORM
This form must be completed by those on the NMP Register and those seeking addition to the NMP Register
Full name:

Job Title:

Pay Band:

Profession: 

PIN:

Work email:

Work phone:

Team/Service:

Directorate:
HEI and date NMP was awarded:

or

Proposed HEI and expected date of NMP award:
Full name of Designated Prescribing Practitioner:

Job Title:

Profession:

If an IP, please state date of qualifying & length of time on the NMP Register: 

Full name of Line Manager:

Job Title:
Work email:
Work phone:
Section 1: To be completed by the Designated Prescribing Practitioner
In order to prescribe safely the Independent Prescriber must be able to demonstrate evidence of meeting the following criteria in relation to their Scope of Practice:

· Assess a patient’s clinical condition

· Undertake a thorough history, including medical history and medication history (including over-the-counter medicines and complementary therapies) and allergy status

· Diagnose where necessary

· Decide on management of the presenting condition and whether or not to prescribe and/or refer

· Identify appropriate products of medication as required

· Advise the patient on risks, benefit and outcomes of the medication

· Prescribe with the patient’s consent / understand the legal basis for treatment
· Monitor the patient’s condition, including any response to the medication prescribed

· Give lifestyle advice as appropriate

· Refer to other professionals if necessary
In order to meet these criteria, the clinician may be advised to complete (if not done so already):

· Physical Health Assessment module

· Psychopharmacology module (if prescribing psychotropic medication)

· Any other additional training or shadowing that may be required

Completion of pre-requisite courses is not an ‘absolute’ requirement if equivalent experience and knowledge can be demonstrated by the clinician. Safe practice in relation to prescribing and the criteria set out above is an ‘absolute’ requirement.

Please state which of the above has been completed by this clinician:

If you assess that completion of any of the above is not required for this clinician to safely prescribe, please state why:

The declaration below should only be signed if:

· You have assessed the competence of this clinician against the above criteria and in your professional opinion they meet the above criteria.
I confirm that this clinician meets the above criteria in relation to their Scope of Practice.

Signed:

Date:

Section 2: To be completed by the Independent Prescriber & Designated Prescribing Practitioner jointly
Independent Prescribing - Scope of Practice & Prescribing Parameters

	Disease area to be

prescribed for or category of

medicines to be prescribed

e.g. palliative care,

antibiotics
	Competent to prescribe in this area

Y / N
	Prescribing Parameters

(√ in the appropriate section)

	
	Diagnose &

initiate treatment
	Initiate after

diagnosis
	Titrate/adjust

doses
	Continue therapy

without dose adjustment
	Supervisor initials

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Section 3: To be completed by the Designated Prescribing Practitioner
This Scope of Practice is appropriate for this clinician’s experience and knowledge, and their job role and work setting, and I will provide ongoing support and supervision in order to enable them to prescribe safely within the Scope of Practice set out above.
Signed:

Date:

Section 4: To be completed by the Independent Prescriber’s Line Manager
This Scope of Practice is appropriate for this clinician’s job role and work setting, and I will support their development as an Independent Prescriber in this service via ongoing management supervision and appraisal. 
Signed:

Date:

Section 5: To be completed by the Independent Prescriber
I will only prescribe within the Scope of Practice set out above. I recognise that I must not prescribe outside my Scope of Practice at any time, unless under direct supervision. If I wish to expand or add to my Scope of Practice, I recognise that a new Scope of Practice Form must be completed in partnership with my Designated Prescribing Practitioner and my Line Manager, after a formal review and assessment of my competence to prescribe any new medication or class of drugs, including completion of any additional training or supervised practice as required. 
Signed:

Date:
