Educational Approval for Proposed Change in Work Pattern



Proposed Work Pattern for the [Insert grade] [Insert specialty] at [Insert Hospital]
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	1
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	

	9
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	


Anticipated band of rota (subject to confirmation):
[Insert band here]

Number of doctors on rota
[Insert number here]

Type of working pattern
[Insert work pattern]

Expected implementation date
[Insert date here]

Declaration (to be completed by delegated authority of the Dean)
I confirm that the above rota meets educational and training requirements for junior doctors training at this grade within this specialty.
Signature 
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