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STATEWIDE EQUIPMENT PROGRAM
EXPRESSION OF INTEREST
FOR APPOINTMENT AS A CLINICAL ADVISOR (Contract role)
SWEP is seeking expressions of interest from Pedorthists to join our expert Clinical Advisory Panel.

We are seeking highly experienced clinicians who can demonstrate a minimum 10 years of experience prescribing assistive technology (AT), continence products or oxygen equipment. Clinicians should also be able to demonstrate participation in activities that contribute directly to maintaining their clinical competence and expertise. 
The SWEP Clinical Advisor Panel comprises experts in both adults and children. The Panels will be selected to ensure representation in expertise from all appropriate health professional groups, representing all appropriate health sectors and covering all required areas of expertise. This is to ensure the broadest possible skilled grouping as well as greatest potential for Clinical Advisor availability and responsiveness. 

As a Clinical Advisor you may be required to;

· Provide clinical support and validation of AT prescriptions 

· Undertake clinical reviews as requested

· Provide expert advice to the Chief Allied Health Officer specific to AT category

· Participate in AT projects as required (e.g. updating manuals, resources and education material)

· Participate in Clinical Advisor Panel meetings (approx. 2 per year)

For further information, the suite of documents relating to this EOI can be found here https://swep.bhs.org.au/clinical-advisory-panel-eoi-documents.php. 

Documents include: 

· Roles and Responsibilities document 

· EOI Application Form

· Draft Service Agreement 

· Confidentiality Guidelines 

To apply for a Clinical Advisor position with SWEP please read the SWEP Clinical Advisor Roles and Responsibilities document, then complete the Expression of Interest form and provide all necessary documentation to Donna Markham, Chief Allied Health Officer at swepcaho@bhs.org.au. 

If your application is successful, you will be required to enter into a formal Service Agreement with BHS/SWEP and also complete a confidentiality document.
If you have any questions please contact Donna Markham, Chief Allied Health Officer at swepcaho@bhs.org.au. 

NAME ________________________________________________________________________________________


Surname




Given names

ADDRESS______________________________________________________________________________________
______________________________________________________________________________________________
STATE __________________
Post Code ___________

EMAIL ADDRESS ________________________________________________________________________________
TELEPHONE NUMBER:

Business: ___________________  Private: ______________________
Applications Closed: 
02/11/2018
1. AT Category Expertise and Client Cohort (please tick area(s) of expertise)
	AT Category / Area of Expertise 

	
	Adults
	Children 

	Orthoses
	
	


2 Professional Qualifications (attach evidence)
	Qualification
	Place Obtained
	Date


________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________
3 Current Satisfactory Police Check (attach copy)   

 FORMCHECKBOX 

4 Insurance coverage (please attached copy of current insurance status)

I have professional indemnity insurance with ________________________________________________________________________________________________________________________________________________________________________________
5 Professional Employment Summary (attach current resume) 

Organisation





From

To

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6 Published Work

Please list papers presented for publication. Use a separate sheet if necessary 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7 Continuing Education

Please list the continuing education programs in which you have participated in the past two (2) years

1__________________________________________________________________

2__________________________________________________________________

3__________________________________________________________________

4__________________________________________________________________

8 Clinical review / Quality Assurance

Please indicate your knowledge and experience in the fields of 

a. Clinical Audit

___________________________________________________________________________

b. Professional Credentialing

___________________________________________________________________________

c. Education and In-service

___________________________________________________________________________

d. Customer Service (including complaints management)
___________________________________________________________________________

e. Other (please specify)
___________________________________________________________________________

9 Summary of Experience – Please attach CV and respond to the below 
Please provide a detailed summary of experience in the area of expertise nominated on this form

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
10 Referees

Please attach the names and contact details of two (2) referees who can validate the above summary. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

11 Availability

Please indicate your ability to attend meetings (anticipated as half days 2-3 times per year) as well as your future capacity on a consultation basis (please indicate availability, potential responsiveness, etc). Please ensure you can meet the KPI’s required of this role as per the Roles and Responsibilities document. 
______________________________________________________________________________

______________________________________________________________________________

12 Declaration

I understand that appointment as a Clinical Advisor to the Statewide Equipment Program will require some intensive consultation as well as a more sporadic consultative role. If appointed I will abide by mutually agreed standards and KPIs including compliance with the SWEP Clinical Advisor Roles and Responsibilities. 
I have disclosed any current or pending restrictions to rights or capacity to practice.

I have disclosed of any current or pending litigation related to the proposed sphere of practice.
If successful in the role as a Clinical Advisor I confirm I am happy to sign the required Service Agreement (and confirm compliance with each clause in the Service Agreement) and Disclosure of Interests and Confidentiality Obligations. 

SIGNATURE _____________________________________________________________________

DATE ____________________________________

Forward to:

Donna Markham
Chief Allied Health Officer
State-wide Equipment Program
Ballarat Health Services
PO Box 1993
Bakery Hill      Vic      3354
email: swepcaho@bhs.org.au
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