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Application for inclusion by a Body Corporate in the WGOS Ophthalmic List to provide WGOS services

(including mobile services)
If completing this form electronically please type in between the square brackets [ ]
1 - Body Corporate Details




Note: Directors of a Body Corporate/Corporate Optician who are opticians or ophthalmic medical practitioners will be included on a Supplementary Ophthalmic List.  The corporate body itself will be registered as a contractor. (‘Optician’ refers to Optometrist).
	Name of Body Corporate:
	 

	(as registered with the GOC)
	 

	Trading name (if different):
	 

	GOC number:
	   

	Address of Proposed Premise(s):
	 

	

	 

	 
	Post Code:
	 

	Telephone number:
	 

	Fax number:
	 

	Email address:
	 



Head office address (if different to above):
	

	 

	 
	Post Code:
	

	Head office telephone number:
	 






2 - Host Health Board



Please indicate all the Health Boards where you will be providing your services:

	Aneurin Bevan University Local Health Board (Blaenau Gwent, Caerphilly, Newport, Monmouthshire and Torfaen areas)  
                                                     
	☐
	Betsi Cadwaladr Local Health Board  (Flintshire, Denbighshire, Gwynedd, Wrexham, Conwy and Anglesey areas)

	☐
	Cardiff and Vale University Local Health Board (Cardiff and Vale of Glamorgan areas)

	☐
	Cwm Taf Morgannwg University Local Health Board (Bridgend, Rhondda Cynon Taf and Merthyr areas)   

	☐
	Hywel Dda Local Health Board (Carmarthenshire, Pembrokeshire, and Ceredigion areas)

	☐
	Powys Teaching Local Health Board

	☐
	Swansea Bay University Local Health Board (Neath, Port Talbot and Swansea areas)

	☐


G3 - Practice Service Details




WGOS Services will be provided:	
	
	In practice premises only facility
	 

	
	

	In practice premises plus mobile services (domiciliary)
	 

	
	

	Mobile Practice (domiciliary) only     
	 



Practice Premises are:
	Newly converted or refurbished facility
	 

	
	

	Existing facility
	 



	Practice Name:
	Click or tap here to enter text.

	Trading As:
	Click or tap here to enter text.

	Practice Address:
	Click or tap here to enter text.

	Practice Postcode:
	Click or tap here to enter text.

	Practice Telephone Number:
	Click or tap here to enter text.

	Practice Email Address:
	Click or tap here to enter text.




	Practice Name:
	Click or tap here to enter text.

	Trading As:
	Click or tap here to enter text.

	Practice Address:
	Click or tap here to enter text.

	Practice Postcode:
	Click or tap here to enter text.

	Practice Telephone Number:
	Click or tap here to enter text.

	Practice Email Address:
	Click or tap here to enter text.



	Practice Name:
	Click or tap here to enter text.

	Trading As:
	Click or tap here to enter text.

	Practice Address:
	Click or tap here to enter text.

	Practice Postcode:
	Click or tap here to enter text.

	Practice Telephone Number:
	Click or tap here to enter text.

	Practice Email Address:
	Click or tap here to enter text.



Correspondence address (if different to practice address(s) above or mobile only service):

	Practice Name:
	Click or tap here to enter text.

	Trading As:
	Click or tap here to enter text.

	Practice Address:
	Click or tap here to enter text.

	Practice Postcode:
	Click or tap here to enter text.

	Practice Telephone Number:
	Click or tap here to enter text.

	Practic Email Address:
	Click or tap here to enter text.



Please note that a premises inspection will need to be carried out prior to approval to be included in a Health Board List.  This will be carried out by an Ophthalmic Advisor from NWSSP – Primary Care Services.  
4 – Combined Ophthalmic List Details




Is the body corporate currently included in any HB or PCT Ophthalmic List? 
	Yes
	
	No
	




If yes, please give details and contact name/telephone number of the HB/PCT
	 

	 

	 


 
Does the body corporate have an outstanding or deferred application for inclusion in any other HB or PCT Ophthalmic List?   	
	Yes
	
	No
	


	



If yes, please give details and contact name/telephone number of the HB/PCT
	 

	 

	 



Has the body corporate been removed, contingently removed, suspended or refused entry from or onto any HB/PCT or equivalent list?
	Yes
	
	No
	


	

Has the body corporate been refused inclusion to or conditionally included in a HB/PCT List or equivalent list?      		                                                    
	Yes
	
	No
	


	
							     

If yes, please give details and contact name/telephone number of the HB/PCT or equivalent body and an explanation why:
	 

	 

	 




5 – Practice Details



Does the Body Corporate have indemnity against claims relating to the General Ophthalmic Services undertaken at the practice and/or for domiciliary services?
	Yes
	
	No
	


	

(Please supply documentary evidence of indemnity)

Patients will be seen by appointment only?   
	Yes
	
	No
	







Opening Hours

Please provide the opening hours for each of the practices (or mobile service) you have listed above (these are the hours which you would ordinarily be contactable by a patient):

	Practice Address:
	Click or tap here to enter text.
	
	AM
	PM

	Monday
	Click or tap here to enter text.	Click or tap here to enter text.
	Tuesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Wednesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Thursday
	Click or tap here to enter text.	Click or tap here to enter text.
	Friday
	Click or tap here to enter text.	Click or tap here to enter text.
	Saturday
	Click or tap here to enter text.	Click or tap here to enter text.
	Sunday
	Click or tap here to enter text.	Click or tap here to enter text.
	
	
	

	Practice Address:
	Click or tap here to enter text.
	
	AM
	PM

	Monday
	Click or tap here to enter text.	Click or tap here to enter text.
	Tuesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Wednesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Thursday
	Click or tap here to enter text.	Click or tap here to enter text.
	Friday
	Click or tap here to enter text.	Click or tap here to enter text.
	Saturday
	Click or tap here to enter text.	Click or tap here to enter text.
	Sunday
	Click or tap here to enter text.	Click or tap here to enter text.
	
	
	

	Practice Address:
	Click or tap here to enter text.
	
	AM
	PM

	Monday
	Click or tap here to enter text.	Click or tap here to enter text.
	Tuesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Wednesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Thursday
	Click or tap here to enter text.	Click or tap here to enter text.
	Friday
	Click or tap here to enter text.	Click or tap here to enter text.
	Saturday
	Click or tap here to enter text.	Click or tap here to enter text.
	Sunday
	Click or tap here to enter text.	Click or tap here to enter text.









Practice Proposed Core Hours

Please provide the core hours you can commit to delivering WGOS 1 and 2 for each of the practices you have listed above.  (Core hours are the hours which you would ordinarily provide WGOS 1 and 2 services.  Any claim relating to activity out of these core hours are permittable, however where the activity of the practice differs greatly from the agreed core hours, the Health Board may ask you to review your core hours.)

	Practice Address:
	Click or tap here to enter text.
	
	AM
	PM

	Monday
	Click or tap here to enter text.	Click or tap here to enter text.
	Tuesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Wednesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Thursday
	Click or tap here to enter text.	Click or tap here to enter text.
	Friday
	Click or tap here to enter text.	Click or tap here to enter text.
	Saturday
	Click or tap here to enter text.	Click or tap here to enter text.
	Sunday
	Click or tap here to enter text.	Click or tap here to enter text.
	
	
	

	Practice Address:
	Click or tap here to enter text.
	
	AM
	PM

	Monday
	Click or tap here to enter text.	Click or tap here to enter text.
	Tuesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Wednesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Thursday
	Click or tap here to enter text.	Click or tap here to enter text.
	Friday
	Click or tap here to enter text.	Click or tap here to enter text.
	Saturday
	Click or tap here to enter text.	Click or tap here to enter text.
	Sunday
	Click or tap here to enter text.	Click or tap here to enter text.
	
	
	

	Practice Address:
	Click or tap here to enter text.
	
	AM
	PM

	Monday
	Click or tap here to enter text.	Click or tap here to enter text.
	Tuesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Wednesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Thursday
	Click or tap here to enter text.	Click or tap here to enter text.
	Friday
	Click or tap here to enter text.	Click or tap here to enter text.
	Saturday
	Click or tap here to enter text.	Click or tap here to enter text.
	Sunday
	Click or tap here to enter text.	Click or tap here to enter text.


Do you wish to provide mobile services in the area of the HB(s) whose list(s) you are hereby applying to join?
	Yes
	
	No
	


	




Mobile Service Only – Core Hours

If you provide mobile services, please state the core hours you can commit to delivering WGOS 1 and 2 in a mobile setting.  (Core hours are the hours which you would ordinarily provide WGOS 1 and 2 mobile services.  Any claim relating to activity out of these core hours are permittable, however where the activity of the practice differs greatly from the agreed core hours, the Health Board may ask you to review your core hours.)

	
	AM
	PM

	Monday
	Click or tap here to enter text.	Click or tap here to enter text.
	Tuesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Wednesday
	Click or tap here to enter text.	Click or tap here to enter text.
	Thursday
	Click or tap here to enter text.	Click or tap here to enter text.
	Friday
	Click or tap here to enter text.	Click or tap here to enter text.
	Saturday
	Click or tap here to enter text.	Click or tap here to enter text.
	Sunday
	Click or tap here to enter text.	Click or tap here to enter text.


If you will be providing mobile services, please list the addresses of any day or residential centres you will be visiting regularly:
(to be completed by mobile service providers only)

	Type
	Full name of home/day centre and address including postcode 

	Choose an item.	Click or tap here to enter text.
	Choose an item.	Click or tap here to enter text.
	Choose an item.	Click or tap here to enter text.
	Choose an item.	Click or tap here to enter text.
	Choose an item.	Click or tap here to enter text.
	Choose an item.	Click or tap here to enter text.
	Choose an item.	Click or tap here to enter text.
	Choose an item.	Click or tap here to enter text.
	Choose an item.	Click or tap here to enter text.












Please detail the names of all qualified practitioners who you will be regularly engaging as a deputy, director or employee in assisting in the provision of primary ophthalmic services at any of the addresses listed above, or in the provision of mobile services (if applicable):

	Name of Assistants
	Supplementary/Ophthalmic List Number

	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.


6 – Declarations and Undertakings




Please read the following declarations carefully and answer all questions, as appropriate.

I/we declare that the body corporate is currently included in the register of the General Optical Council.

On approval of this application, I/we undertake to be bound by the Terms of Service in accordance with Schedule 4 of the NHS (Ophthalmic Services) (Wales) Regulations 2023 (as amended).

I/we agree until the application is finally determined, to notify the HB of any material changes to the application, within 7 days of them happening.

I/we agree to provide the HB with details of any change in the registered or practice address within 14 days of its occurrence.

I/we agree to inform the LHB in writing within 14 days, of any change to the information included about the body corporate in the Ophthalmic List.


I/we agree to give the LHB three months notice of the intention to withdraw the body corporate from the Ophthalmic List unless it is impracticable to do so.

I/we agree to co-operate with an assessment by NHS Resolution or any of its predecessor bodies, when requested to do so by the HB.

I/we agree to provide the Health Board with a Disclosure and Barring Service (DBS) Enhanced Disclosure Certificate, with both adults and children’s lists checked, in relation to the directors of the body corporate, under section 113B of the Police Act 1997(1), if the Health Board at any time, for reasonable cause, gives notice to provide such a certificate. 

I/we agree to a request being made by the LHB to any employer or former employer, licensing, regulatory or other body in the United Kingdom or elsewhere, for information relating to a current investigation, or an investigation where the outcome was adverse regarding any director or the body corporate referred to in this application.  The term “employer” to include for the purposes of this paragraph any partnership of which the performer is or was a member.

I/we agree that should the HB, when considering the application, consider it necessary to request further information, references or documentation in order to decide the applications outcome I/we will comply with any such reasonable requests.

Please complete the following questions regarding the body corporate: 

a. Has the body corporate any criminal convictions in the United Kingdom?

	Yes
	
	No
	





b. Has the body corporate been convicted elsewhere of an offence, or what would constitute a criminal offence if committed in the United Kingdom, or is subject to a penalty, which is equivalent to being bound over or cautioned?
	Yes
	
	No
	





c. Is the body corporate currently subject to any proceedings which might lead to such a conviction, which haven to yet been notified to the HB?
	Yes
	
	No
	




d. Has the body corporate ever been subject to any investigation into its provision of professional services by any licensing, regulatory or other body, where the outcome was adverse?
	Yes
	
	No
	



	

e. Is the body corporate currently subject to an investigation into its provision of professional services by any licensing, regulatory or other body?
	Yes
	
	No
	





f. Is the body corporate to your knowledge at present, or has it ever been where the outcome is adverse, the subject of an investigation by the NHS Counter Fraud and Security Management Service in relation to fraud?
	Yes
	
	No
	




g. Is the body corporate currently subject to an investigation by another LHB or equivalent body which might lead to its removal from any Ophthalmic or Supplementary list or equivalent list?
	Yes
	
	No
	





h. Is the body corporate subject to a National Disqualification?

	Yes
	
	No
	




Note: 
i)	Please note that the Rehabilitation Offenders Act 1974 does not apply to general practitioners for the purpose of this declaration.  Offences considered “spent” under the Act must be declared

The Rehabilitation Offenders Act (Exceptions Order) allows employers of some occupational groups and professionals, including health care workers, to ask applicants for details of criminal convictions which would otherwise be “spent” in terms of the Act.  Such employers may ask “exempted questions” when recruiting to posts covered by the Exceptions Order.  Posts covered by the Exceptions Order include:

Any employment or other work which is concerned with the provision of health services and which is of such a kind as to enable the holder of the employment as the person engaged in that work to have access to persons in receipt of such services in the course of his normal duties.

If you have answered yes to any of the proceeding questions please give details below, including approximate dates, of where the investigation of proceedings were or are to be brought, the nature of that investigation or proceedings, and any outcome.
(Please use a separate sheet of paper if required)
	

	 

	 

	

	

	

	



I give the above undertakings, declarations and consent and I HEREBY DECLARE that the information given here, and on any continuation sheet, is true and complete.

I consent to a request being made by the Health Board/NWSSP to the General Optical Council for information relating to either: any current investigation into my fitness to practise and/or any current interim order that has been imposed by the Fitness to Practise Committee; or any past investigation into my fitness to practise that resulted in an allegation against me being referred to the Fitness to Practise Committee or in the issue of a warning by the Investigation Committee AND to the disclosure of such information to the Health Board/NWSSP by the GOC.

I also consent to the Health Board/NWSSP making contact with any organisation it deems necessary to verify or validate any of the information I have provided in this application.

	
Body Corporate Registered Name:  Click or tap here to enter text.

	
GOC Number:  Click or tap here to enter text.

	
Director Name: Click or tap here to enter text.

	
Date of Birth:  Click or tap to enter a date.

	
Signed:

	
Date: Click or tap to enter a date.




In order to proceed with your application you must enclose the following items:

· ‘Fitness to Practice’ declaration for each director
· Current annual registration certificate with the General Optical Council 
· Current Optical/Professional Indemnity Insurance

PLEASE ENSURE THIS FORM IS FULLY COMPLETED

Please send your completed form to the email address below:

Email: nwssp-primarycareservices@wales.nhs.uk


	Declaration required in respect of all directors of Corporate Opticians that are included/to be included a LHB Ophthalmic List

The National Health Service (Ophthlamic Services) (Wales) Regulations 2023 (as amended)

		Name of Corporate Optician: 
	 

	Trading name if different:
	 

	GOC registration number of corporate optician:
	 



	Registered Office Address: 
	   

	 

	 
	Post Code:
	 




	Please list the names of all directors of the above corporate optician and mark those who are ophthalmic opticians 
(continue on a seperate sheet if necessary)

		
	
	
	
	

	
	Last name
	 
	First Name
	

	
	
	
	
	

	
	Last name
	 
	First Name
	

	
	
	
	
	

	
	Last name
	 
	First Name
	

	
	
	
	
	

	
	Last name
	 
	First Name
	

	
	
	
	
	

	
	Last name
	 
	First Name
	

	
	
	
	
	

	
	Last name
	 
	First Name
	

	
	
	
	
	

	
	Last name
	 
	First Name
	

	
	
	
	
	

	
	Last name
	 
	First Name
	

	
	
	
	
	

	
	Last name
	 
	First Name
	

	
	
	
	
	

	
	Last name
	 
	First Name
	




	I declare that this is a full and complete list of company directors


The following ‘Fitness to Practice’ declaration must be completed by each of the current directors of the corporate optician and to anyone who was in the preceding six months, or who was at the time of the originating events one of its directors. 

	Director:
	 

	GOC number:
	 


  (if applicable)

Have you:
	(a) 
	Been convicted of any criminal offence in the United Kingdom?

		Yes
	
	No
	




	(b)
	Been bound over following any criminal conviction in the United Kingdom?
		Yes
	
	No
	




	(c)
	Accepted a police caution in the United Kingdom?
		Yes
	
	No
	




	(d)
	Accepted a conditional offer under section 302 of the Criminal Procedure (Scotland) Act 1995 (fixed penalty: conditional offer by procurator fiscal) or agreed to pay a penalty under section 115A of the Social Security Administration Act 1992 (penalty as alternative to prosecution?
		Yes
	
	No
	




	(e)
	In proceedings in Scotland for an offence, been the subject of an order under section 246 (2) or (3) of the Criminal Procedure (Scotland) Act 1995 discharging him absolutely?
		Yes
	
	No
	




	(f)
	Been convicted elsewhere of an offence, or what would constitute a criminal offence if committed in England and Wales?
		Yes
	
	No
	




	(g)
	Been the subject of or is he/she currently the subject of any proceedings that might lead to such a conviction?
If YES has this previously been notified to the Health Board (HB)?
		Yes
	
	No
	




	(h)
	Been subject to or is he/she currently subject to any investigation into his/her professional conduct by an licensing, regulatory or other body?
		Yes
	
	No
	




	(i)
	To his/her knowledge been the subject of or is he/she currently the subject of an investigation by the NHS Counter Fraud and Security Management Service in relation to fraud or has any director been notified of such an investigation where it is adverse?
		Yes
	
	No
	




	(j)
	Been subject of or are they currently the subject of any investigations by another HB or equivalent body, which might lead to removal from any list of equivalent list?
		Yes
	
	No
	




	(k)
	Been removed, contingently removed or suspended from, refused admission to or conditionally included in any list or equivalent list?
		Yes
	
	No
	






	Note: 
i) Please note that the Rehabilitation Offenders Act 1974 does not apply to ophthalmic practitioners for the purpose of this declaration.  Offences considered ‘spent’ under the Act must be declared.
ii) Matters dealt with by a fixed penalty ticket need not be declared

The Rehabilitation Offenders Act (Exceptions Order) allows employers of some occupational groups and professionals, including health care workers, to ask applicants for details of criminal convictions which would otherwise be ‘spent’ in terms of the Act.  Such employers may ask ‘exempted questions’ when recruiting to posts covered by the Exceptions Order.  Posts covered by the Exceptions Order include:

Any employment or other work which is concerned with the provision of health services and which is of such a kind as to enable the holder of the employment as the person engaged in that work to have access to persons in receipt of such services in the course of his normal duties.

If you have answered yes to any of the preceding questions, please give details below, including the name and address of the director(s) concerned and approximate dates of where any investigations or proceedings were or are to be brought, the nature of that investigation or proceedings, and any outcome.  (Please use a separate sheet of paper if required)
	

	 

	 

	

	







I undertake to inform the Health Board if I apply to be included in any list held by another HB/PCT or equivalent body and the outcome of any such application.

I undertake to notify the HB in writing within 7 days of its occurrence if, after the date of this declaration, any of the events listed occur again or occur for the first time.

I give the above undertakings, declarations and consent and I HEREBY DECLARE that the information given here, and on any continuation sheet, is true and complete.

I consent to the Health Board/NWSSP making contact with any organisation(s) it deems necessary to verify or validate any of the information I have provided in this application.

I consent to a request being made by the Health Board/NWSSP to the General Optical Council for information relating to either: any current investigation into my fitness to practise and/or any current interim order that has been imposed by the Fitness to Practise Committee; or any past investigation into my fitness to practise that resulted in an allegation against me being referred to the Fitness to Practise Committee or in the issue of a warning by the Investigation Committee AND to the disclosure of such information to the Health Board/NWSSP by the GOC.

I declare that the information given on this form and on any continuation sheet is correct and complete.

	
Full name:  Click or tap here to enter text.

	
GOC Number:  Click or tap here to enter text.

	
Date of Birth:  Click or tap to enter a date.

	
Position Held:  Click or tap here to enter text.
(eg Director, Company Secretary, etc)


	
Signed:

	
Date: Click or tap to enter a date.




Please send your completed declaration to the email address below, together with the BC1 application form:

Email: nwssp-primarycareservices@wales.nhs.uk
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