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Individual Funding Request Pro-forma



GENERAL GUIDANCE – PLEASE READ PRIOR TO COMPLETING THIS PROFORMA


Applications need to include the following information and be completed as follows:

1. This pro-forma is to be completed by clinicians acting on behalf of their patient to request funding from the ICB for individual funding of drugs or other interventions not routinely commissioned by the ICB.

The following should be provided:
· A comprehensive and balanced clinical picture of the history and present state of the patient’s medical condition.
· The nature of the treatment requested and the anticipated benefits of the treatment.
· The degree of confidence of the Clinical Team that the outcomes will be delivered for this particular patient.
· Previous treatments/interventions this patient has received for this condition and the outcome of these for the patient.
· Details of standard NHS treatment that this requested treatment will replace, if any.
· Expected benefits and risks of treatment.
· Any additional material considered to be relevant.
· The Clinical Team should refer to, and preferably include copies of any clinical research material which supports, questions or undermines the case that is being made that the treatment is likely to be clinically effective in the case of the individual patient. Please note: it is the responsibility of the requesting clinician to supply evidence in support of this request, not the ICB/commissioner

2. This form should NOT be used to request funding for:
 
a. NICE Technical Appraisal Guidance approved interventions for specific indications if patients meets all criteria
b. Treatment requiring prior authorisation
c. Consideration of potential service developments where there is likely to be a group of patients with similar clinical circumstances who might also be candidates for this intervention
d. Approved indications where funding is already sanctioned under an existing commissioning policy and where the patient meets the treatment criteria.

3. This form should NOT be used if there are likely to be other patients with similar clinical circumstances within the commissioning area who may also benefit from the treatment being requested. Where there are likely to be other similar patients funding should be sought through the submission of a business case. This is because the case represents a service development for a predictable population. You should discuss with your contract team how you submit a business case for consideration through the annual prioritisation round

4. To minimise delays in the application process please ensure ALL fields are completed comprehensively and in a word processed format, font 11 and style Arial or similar.  Incomplete forms or forms with insufficient levels of information will be returned to the requesting clinician and may result in a delay in the request being considered

5. Personal confidential data should be entered in sections 1-5 ONLY repeated use of personal confidential data is not acceptable

6. If reference is made to associated documentation, please indicate clearly which parts of this relate to each specific section

7. If you have received this pro-forma from the ICB please return a completed version within 6 weeks

8. Cut off for submission to the non-urgent Panel is two weeks before the Panel sits. Please contact the IFR Department if you require the Panel date(s)

9. Clinicians should ensure that their organisation has agreed to submission of the request and the Trust Medical Director has countersigned the declaration below.


The directly relevant documents are:
· The Individual Funding Request Policy and process
· NICE IPG guidance where this exists.


DECLARATION
1. I confirm that it is not known or likely that there are any other patients within the responsible commissioner’s population who are in the same (or similar) clinical circumstances as the requesting patient and who could reasonably be expected to benefit from the requested treatment to the same or similar degree.

2. I affirm that I have discussed this individual funding request with my patient. This request is being made with my patient’s consent for treatment and consent for the requested intervention and consent for the sharing of information regarding the IFR and payment relating to the requested intervention with the NHS Integrated Care Board and the public health department to enable the case to be fully researched and considered.

3. To the best of my knowledge, I have given the most accurate and up to date information regarding this patient’s clinical condition.


Signature of requesting clinician	………………………………………..Date …………………….

Signature of Trust Medical Director	………………………………………..Date …………………….

Organisation:	 …………………………………………………………………………                 

Telephone:	 ……………………….         NHS.net Email: …………………………………

Correspondence Address: 

……………………………………………………………………………………………………….......


Please submit the completed form electronically to: cwicb.ardenifr@nhs.net 

PLEASE DO NOT HESITATE TO CONTACT THE IFR DEPARTMENT IF YOU WISH TO HAVE AN INITIAL DISCUSSION BEFORE MAKING A SUBMISSION OR BEFORE COMPLETING THE PROFORMA

PLEASE READ THE GENERAL GUIDANCE ON PAGES 1 & 2 PRIOR TO COMPLETING THIS PROFORMA

	For Office Use Only

	Unique Identifier:
	Date received:



Please ensure ALL sections are completed in a word processed format and the declaration section on page 2 has been signed and dated as requested

	Intervention requested:
(Name & type)

	


	(‘Intervention’ refers to the requested treatment, therapy or investigative procedure – e.g. drug, surgical operation, medical device, course of therapy.
Further details of the intervention should be given in sections 16-18 below.)


	Proposed provider
Please provide full name of the proposed provider, postal address, contact telephone number and nhs.net email address

	


	Patient Details:

	1. Patient name:

	2. Date of birth:

	3. Age:

	4. NHS No:


	5. Address:
	6. GP & Practice:

	7. Height

	8. Weight
	9. BMI
	10. Smoker       Yes/No

	Clinician Contact Details:

	11. 
	Requesting Clinician
Please provide full name and contact details of clinician requesting funding including postal address, contact telephone number and nhs.net email address

	


	12. 
	Please provide name of any other clinicians who you have discussed this case with and whether they agree that the request is appropriate.

	


	13. 
	a) Are you happy for us to contact the patient about the Individual Funding Request Process and copy all correspondence to them?

	Yes/No (If no, please confirm that you are taking full responsibility for informing the patient.)

	14. 
	b) Has the patient given consent for the IFR team to request additional information from other clinicians involved in their medical care, if appropriate?
	




	Case summary:

	14. 
	Diagnosis (ie Indication for which the intervention is requested)


	
	Medical Condition:


	

	
	Relevant Past Medical History:


	

	15.
	Please outline the case history

	
	The duration of the problem 
	


	
	Clinical severity (using standard scoring if appropriate)
	

	
	Other relevant diagnoses/co morbidities (including mental health)

	

	
	Prognosis


	

	16.
	Summary of Previous Interventions for this condition
	Dates
	Nature of Intervention
	Reason for stopping*/ response achieved

	
	Please outline any treatment received to date (non-pharmacological, pharmacological, non-surgical/surgical), the dates of each treatment and the outcome in chronological order.

*Reasons for stopping may include:
· Course completed
· No or poor response
· Disease progression
Adverse effects/poorly tolerated
	
	
	

	17.
	What would be the ‘standard’ intervention or clinical pathway for a patient with this condition at this stage?

	

	18.
	What other alternative interventions (other than the requested intervention) are available? 

	




	Details of exceptional circumstances:


	19.
	a. An intervention that is covered by a relevant NICE Technology Appraisal or a local commissioning policy, but an exception to the policy.

	(Please tick one box)
□


	Please explain the exceptional circumstances in section 20 demonstrating:
1. The patient differs significantly from other patients who would not be offered this intervention under current policy; and
 2. There is evidence to suggest that this patient will achieve greater benefit from the intervention than other patients with the same condition.

	
	OR
b.  An intervention that is not currently routinely funded by the ICB, and for which no relevant national or local commissioning policy exist.  (This covers any intervention not included within current local pathways and not agreed through NICE Technology Appraisals, the Local Delivery Plan, or specific local policy.)
	□

	Please explain in section 20 why you are seeking funding as an individual patient rather than a policy decision; and provide relevant evidence in section 32.
If your justification for the request is that the clinical condition is rare, please give further incidence/prevalence information to support this.

	
	OR
c.  A referral to a provider with which the ICB does not have a service level agreement for an intervention that could be provided within local pathways
	□
	Please explain the exceptional circumstances below in section 20.

	20.








	Explanation of exceptional circumstances: 
Why is the standard intervention and existing care pathway inappropriate for this patient? Why is an alternative option being requested in this case? Explain how the patient is significantly different to other patients who may wish to have the same treatment and would not funded in line with the ICB policy/commissioning arrangements.

	
	






















	21.
	Are you aware of any other similar patients who would benefit from this intervention?
Would you expect to see other patients with the same condition or presentation as this patient within the next 12 months?
	Yes/ No 




	Details of intervention requested:


	22. 
	Please give details of the proposed intervention, including (where relevant); 


	23. 
	For devices/ prostheses please specify; what the device is and manufacturer

	

	24. 
	Would this be a discrete episode of care or ongoing care
	

	25. 
	Planned duration of intervention

	

	26. 
	When and how the patient will return to standard/local pathways of care
	

	27. 
	Estimated costs

	28. 
	Anticipated costs (inc VAT)

	£
(Please indicate if cost is per year/cycle/course etc)


	29. 
	Are there any offset costs?

	


	30. 
	Describe the type & value of offset costs
	


	31. 
	Funding difference being applied for
	


	32. 
	Are there any additional associated costs?
 (e.g. extra costs for delivery of intervention, additional patient monitoring, maintenance and replacement costs for medical devices)
	

	33. 
	If this treatment is not approved, what other alternative treatment(s) will be offered to the patient?
	

	34. 
	How will you monitor the clinical effectiveness of this intervention?

	

	35. 
	Detail the current status of the patient prior to requested intervention.

	

	36. 
	What is the minimum time frame/course of treatment at which a clinical response can be assessed? 
(e.g. after a single course of treatment)
Please outline any anticipated or likely adverse effects of the requested treatment for this patient.
	


	37. 
	What are the intended outcomes of this treatment?
Please outline the expected outcomes (including the anticipated benefit over other available options) of the requested treatment in this patient
	






	38. 
	Is the requested intervention a continuation of existing treatment funded via another route?
	No / Yes – give details of existing funding arrangement and why ceased








	39. 
	Please complete question 31 for Drug applications.
(If the requested intervention is non-drug please move to section 32)


	40. 
	Is requested intervention part of a clinical trial?

	Yes / No .If Yes, give details (e.g. name of trial, is it an MRC / National trial?


	41. 
	Is the drug funded through a clinical trial?

	Yes/No

	42. 
	Full name of drug

	

	43. 
	Name of manufacturer

	

	44. 
	Planned dose and frequency

	

	45. 
	Planned duration of intervention

	

	46. 
	Route of administration

	

	47. 
	Optimal start date

	

	48. 
	Does the patient have allergies?

	

	49. 
	If the intervention forms part of a regimen, please
document in full
	(e.g. Drug X as part of regimen Y (consisting of drug V, drug W, drug X
and drug Z).


	50. 
	Drug licensed for requested indication in the UK?

	Delete as appropriate: Yes / No   (refer to pharmacy if required)


	51. 
	Has the Trust Drugs and Therapeutics Committee or equivalent Committee approved the requested intervention for use? (if drug or medical device)
	Delete as appropriate: Yes / No

If No, Committee Chair or Chief Pharmacist approved: Yes / No 


	52. 
	 Application reviewed by Chief Pharmacist or nominated deputy (in the case of a drug intervention)
	Name:


Email:

	53. 
	What is the anticipated toxicity of the intervention for this patient?

	




	Evidence


	54. 
	Please outline any relevant supporting evidence (including references).  

This should include any evidence supporting the likely clinical or cost effectiveness of this intervention in this patient. 
Supporting evidence should be as specific as possible to the intervention requested and the indications/exceptional circumstances in this individual case.

	55. 
	













	56. 
	If you are citing clinical evidence in support of this request, please indicate the level of this as follows:
	(Please tick one box)

	
	(i).  Evidence from: meta-analysis of RCTs or at least two good quality    RCTs

	

	
	(ii).  Evidence from one good quality RCT and supporting non-randomised (phase II) trials 
	

	
	(iii).  Evidence from lower quality RCT(s) and/or more than one phase II study and/or good quality observational studies
	

	
	(iv).  Evidence from single phase II study, case studies etc.
	


	
	(v).  Expert opinion
	






Please note that cases will only be tabled to the Individual Funding Request Panel when we have received full information as requested above. 

Failure to do so will result in a delay of your funding request
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