
SUPPLEMENTARY INFORMATION FOR POSITIONS AT A PUBLIC HOSPITAL TO BE FILLED BY AN INTERNATIONAL MEDICAL GRADUATE
(Queensland Health position description to be attached)
PURPOSE:

This form is to be completed when appointing an International Medical Graduate (IMG) to a senior position (that is - SMO, MORPP, MSRPP) in a Queensland Health facility and the IMG is applying for registration under the Standard Pathway or Competent Authority Pathway.  
The purpose of this form is to collect supplementary information that will expand on the information supplied in the standard Queensland Health Role Description Template.  It will be used by the Medical Board of Australia and its agent for the purposes of the Pre-employment Structured Clinical Interview (PESCI) and registration processes.
PART A
International Medical Graduate (IMG) details
     
1. Family name  
     
2. Given name       
PART B
Position Details
3. Name of facility(s) where the IMG will be employed

     
4. Position Title (including Division/Unit)

     
5. Reports to (include location if remote from this position)
     
6. Name of Director of Medical Services

     
PART C
 Details and requirements of the position
7. Provide an explanation of the key duties of the position including the level of supervisory responsibilities.
     
8. Provide details of the qualifications, skills and level of experience required for the position.  
	Consider position requirements such as, but not limited to:

· Minimum level of experience and postgraduate training

· Supervision – indicate if the IMG will be required to supervise, manage and educate university students or junior medical staff, GP registrars and/or other staff as appropriate, indicating how junior or senior they are
· Include any additional information that would help others in understanding the nature and scope of the position


9. Provide details of any specific challenges of the role the IMG is to take.  These may be short or long term, and must relate to the job (not the IMG).  Examples might include patients demands, workload, competing priorities etc.
     
PART D
Facility details

10. Physical Address of facility

     
11.
What resources/services/infrastructure are available at the hospital/practice?

	
	Hospital
	Practice

	Radiology
	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 


	Pathology
	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 


	Consultants
	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 


	RFDS/Retrieval Service
	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 


	Practice Nurse
	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 


	Allied Health Professionals
	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   Yes  FORMCHECKBOX 



12.
Secondary practice locations for this position (provide names and addresses) 

     
13. Indicate how often the hospital/practice services the following patient categories:

	Patient category
	Often
	Occasionally
	Rarely

	Indigenous
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Multicultural
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Aged Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Children
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Adolescents
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mental Health
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Chronic Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Obstetrics
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other – Specify below (e.g. industrial injuries)

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



14. This section provides information about the services offered by the hospital/practice.  In the first two columns, tick the appropriate box to indicate the services offered.  In the third column, tick the services the IMG may be required to undertake.
	
	Offered by the Hospital?
	Offered by the practice?
	IMG to undertake 

	General medical care for individuals, families and communities
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	After hours services
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	Aged care / nursing home visits
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	Prison visits
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	Provide reports to worker’s compensation cases, solicitors, insurance companies and the Department of Veterans’ Affairs (DVA)
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	Research and training
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	On-call responsibilities
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	Care of inpatients
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	Accident & Emergency
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	On-site services
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	Specific 

Duties:
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	
	
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	
	
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	
	
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	Other 

Services:
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	
	
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	
	
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 


	
	
	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
   

Yes  FORMCHECKBOX 



15.
Current number of staff employed at the practice (GP practice only).

     
PART E

Orientation arrangements

16. Queensland Health has developed the Welcome Pack Transition to Clinical Practice in Queensland Health – Orientation Program for IMGs.  The information provided covers key areas in which an IMG is required to have basic knowledge and understanding, in order to transition to safe and effective clinical practice in the public health system of Queensland.
The key areas are:

· Health care system in Australia

· Working in Queensland

· Legislation and professional practice

· Rural and remote health services in Queensland Health

· Communication and cultural safety

· Living in Queensland

Orientation is a mandatory requirement for continuing medical registration with the Medical Board of Australia, all IMGs will be given this Welcome Pack and the contents explained within one month of employment in Queensland Health.
PART F

Employer/Supervisor details

     
17. 
Contact person’s details     Name:   
     
       Postal Address 
     



         State/Territory
     

          Post Code

     




      Phone



     



                  Fax



     



                  Mobile



     @     



                  Email


     
18.
Supervisors Details
       Name:   

     
       Postal Address 

     



         State/Territory

     

          Post Code

     




      Phone



     



                  Fax



     



                  Mobile



     @     


                  
       Email

19. Provide a brief summary of the supervisor’s qualifications and experience

     
20.

Does the supervisor currently supervise other IMG’s?  

     
No  FORMCHECKBOX 

Yes   FORMCHECKBOX 
     If yes how many? 
21.
This section provides details of the level of supervision available for the position.  The Board’s guidelines on Supervised Practice for Limited Registration can be found on the Board's website.
	Supervision
	Yes
	No

	Immediate Supervision available (supervisor present in same location at all times)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Distant supervision within the same district - work within ____ hours travel
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	By telephone
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Names of co-supervisor(s) and relief supervisor
	

	Arrangements with relevant college to support IMG to gain fellowship/maintain standards

Or arrangements made to support IMG to obtain AMC Certificate
	 FORMCHECKBOX 

 FORMCHECKBOX 


	 FORMCHECKBOX 

 FORMCHECKBOX 




Any other information on supervisory arrangements:

     
PART H
Certification
25. 
Certify that the information provided in this document is correct

       Signature of supervisor(s)  

     
    
      Name (please print)




     



Position

     
      Contact telephone number

.

     
     Date

Signature of Employer/ Director of Medical Services 
     
                  Name (please print)




     



Position

     
      Contact telephone number

.

     
     Date
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