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THIRD PARTY VERIFICATION REQUEST FORM
	FULL FAMILY NAME
	DATE OF BIRTH
	RCP CODE NUMBER
	QUALIFICATION
	YEAR OBTAINED
	GMC NUMBER (If known)
	REFERENCE NUMBER

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


· All sections must be completed in full.
Draft/Cheque         FORMCHECKBOX 

Credit Card           FORMCHECKBOX 




     
     

     
     
     
     
     
     
     



     
     
     
     




In Section 1 please enter information about the doctor(s) whose qualification(s) you are seeking to verify plus details of payment of verification fee. 

· Full Family Name: Please enter the doctor’s full name as appears on their Primary Medical qualification/MRCP(UK) certificate or Specialty Certificate Examination diploma. 
· Date of Birth: Please enter doctor’s date of birth details.  The date of birth is an essential requirement. 
· RCP Code Number (if known): please enter the doctor’s Royal College of Physicians code number (if known).
· Qualification and Year obtained: Please enter details of the qualification you would like verified – (MRCP(UK) or SCE). Please add year qualification was obtained (if known).
· GMC number (if known): Please enter the doctor’s GMC registration number here (if known) 

· Payment Section: Please enter sum of payment enclosed in GBP sterling. Payment must be submitted with every verification request. The verification fee is £10.00 GBP per doctor. 
Please post or fax the completed request form and the completed credit card payment form/cheque/banker’s draft (if applicable) to: 

Verifications Section

Examinations Department

Royal College of Physicians

11 St Andrews Place

Regent's Park

LONDON

NW1 4LE
Fax number:  
Please allow 28 days for the completed request.  Verification confirmations will be posted to requestors on headed notepaper.

Please note that any request form submitted without payment or payment submitted with request form will not be processed.  Please do not email this form to the College. 


In Section 2 please enter your details as the requestor. 

· Contact Full name: Please enter the name of the administrator or officer representing organisation/third party requesting verification. 
· Organisation: Please enter the organisation/third party’s name.
· Reference number: please enter your organisation’s reference number (if appropriate) for each doctor.
· Full address and post code/zip: Please enter the organisation’s full address and post code.
· Email address, telephone and fax: Please enter the organisation’s contact details.

In Section 3 please ask the doctor/s to give their authorisation for membership details to be shared with the requestor. 
· This section must be completed by the named MRCP(UK) member(s) to confirm they give consent to the release of information. (A copy of this section will need to be submitted for each doctor for whom you are requesting verification).
· Requests received without the consent of the doctor concerned will not be processed.
POST CODE/ZIP CODE *





TELEPHONE NUMBER *





£… … … … … … … … … …








SUM OF PAYMENT








FULL ADDRESS





EMAIL ADDRESS





PAYMENT METHOD 








I give my consent for the Royal College of Physicians to confirm my membership details to the above requestor.





SIGNED








_________________________________





DATE








_________________________________





SECTION 3 – FORM GUIDANCE NOTES








Please complete information as carefully as possible for each doctor on your list.








SECTION 1 – Request for Doctor(s) information





REFERENCE NUMBER (If applicable)

















FULL NAME








SECTION 3 – Data Protection Authorisation Form





DATE OF BIRTH (DD-MM-YYYY)





CANDIDATE NUMBER





To be completed by named MRCP(UK) member





SECTION 2 – Address to which verification letters should be sent





Please see Notes Section 2 for information and advice on completing this form.








CONTACT FULL NAME *





FULL ADDRESS *





Please see Notes Section 3 for information and advice on completing this form.








CITY *





FAX NUMBER





NOTES SECTION 2 – FORM GUIDANCE NOTES





NOTES SECTION 1 – REQUEST FOR DOCTOR’S INFORMATION - GUIDANCE NOTES








ORGANISATION











