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NHS Devon ICB IFR Application Form

This application form should be completed and submitted along with any supporting information for requests. Please tick if this application is for: 

	☐ Individual funding: where there is no existing ICB policy in place for the requested treatment 
☐ Exceptional funding: where there is an ICB policy in place and treatment is being requested as an exception (the treatment is either not routinely commissioned or the patient does not meet policy criteria) 


Incomplete applications cannot be considered by the Panel and will be returned to the requester.
Responsibility lies with the requesting clinician to present a full submission which sets out a comprehensive and balanced picture of the history and present state of the patient’s clinical condition, the nature of the treatment requested and the anticipated benefits. 
If this request is agreed to be funded on an individual or exceptional basis for this patient, please note the decision will not set a precedent for similar requests.
Information to be completed for all applications
Please note all text boxes on this form will expand, there is no word limit. 
	Section 1: Patient personal details

	[Patient Name inc. Title, First and Surname]	

	[Patient Date of birth]
	[Patient NHS Number]

	[Patient’s GP Name]
	[Patient’s GP Practice]

	Section 2: Consent from patient

	☐ I confirm that this individual funding request has been discussed in full with the patient or the patient representative. They are aware that they are consenting for the IFR team to receive and review confidential information about their health to ensure full consideration of this funding request.

☐ I understand that I am responsible for sharing information relating to this request with the patient/their representative, and their GP if I am making the request from secondary care.

	Section 3: Requester details

	[Name of requester]	

	[Job role and specialty]

	[Provider organisation]

	[Secure NHS email address*]

	[Postal address]

	*Must be NHS.net email, only NHS.net can be used for correspondence re IFR requests



	Section 4: Details of request

	Diagnosis related to request:

	Click or tap here to enter text.
	Treatment requested: 

	Click or tap here to enter text.
	Significant comorbidities:

	Click or tap here to enter text.
	[bookmark: _Hlk176429813]Is this a single treatment or part of a course? 
If course requested, please detail number and timescale of proposed treatments

	Click or tap here to enter text.
	Has this request been made to any other local funding panel? If yes, please provide details

	Click or tap here to enter text.
	Is this request urgent? 
	Yes ☐  No ☐

	The Panel meets monthly, clinical urgency is defined as a situation where a 30-day period will lead to a significantly less favourable clinical outcome

	If urgent, please state reason:

	Click or tap here to enter text.
	Section 5: Clinical background 

	Please include copies of all clinical correspondence relevant to the condition/funding request.

	Outline the background to the patient’s clinical situation, timeline, current status and symptoms. 

	Click or tap here to enter text.
	If there are validated clinical measures, please name in full and include scoring on these.

	Click or tap here to enter text.
	Patient’s current  
	Height: [hei  ght] 
	Weight: [weig  ht]
	BMI: [B     MI]

	Section 6: Current and previous treatment

	What treatments and mitigations have been tried?

	Click or tap here to enter text.
	Describe the current treatment and response, including date of starting and any intolerance or adverse effects.

	Click or tap here to enter text.
	Describe previous treatments and responses, including dates of starting and stopping, and reasons for discontinuation.

	Click or tap here to enter text.
	What would be the routinely available treatment that you would consider for this patient at this stage? If not mentioned above, explain why this is not appropriate.

	Click or tap here to enter text.
	Section 7: Clinical exceptionality

	To meet the definition of exceptional clinical circumstances, your patient must demonstrate that they are clearly clinically different to other patients with the same condition at the same stage of progression and will obtain additional or different clinical benefit from the successful treatment compared to other patients.

	Please explain how your patient meets the above definition.

	Click or tap here to enter text.


Please complete section 8 for individual applications or section 9 for exceptional applications 


	Section 8: To be completed for individual applications only 

	Treatment costs

	What are the costs of the proposed treatment, including outpatient and administration costs where relevant?

	Click or tap here to enter text.
	Is this a one-off cost or will there be follow up or recurrent costs? Please specify.

	Click or tap here to enter text.
	What are the costs of alternative treatments if relevant?

	Click or tap here to enter text.
	Are there savings associated with this treatment, e.g. reduced hospital admissions?

	Click or tap here to enter text.
	Outcomes

	How will the outcomes be measured? (use validated measures if possible)

	Click or tap here to enter text.
	When will these outcomes be expected?

	Click or tap here to enter text.
	What stopping criteria will be in place?

	Click or tap here to enter text.
	Evidence appraisal
Published references should be supplied in full in order to be considered by the IFR Panel

	What is the evidence base for the clinical, cost effectiveness and safety of the requested treatment in this condition?

	Click or tap here to enter text.
	Has it been subject to NICE appraisal or other scrutiny? If so, please give details 

	Click or tap here to enter text.
	How many patients would you expect to see in one year with this condition and for whom you would wish to use this treatment?

	Click or tap here to enter text.


Please now complete the declaration in section 11 

	Section 9: To be completed for exceptional applications only

	Evidence appraisal
Published references should be supplied in full in order to be considered by the IFR Panel

	To which policy is exceptional treatment being sought for this patient? 
Details of current policies can be found on the ICB website.

	Click or tap here to enter text.
	What are the anticipated outcomes for the requested treatment in this patient?

	Click or tap here to enter text.
	Explain why you consider this patient will receive exceptional benefit compared to others for whom this intervention is not available.

	Click or tap here to enter text.
	What evidence is available to indicate that this person will receive additional benefit as described above? 

	Click or tap here to enter text.
	Good use of resources

	Are there any additional costs or savings associated with this treatment in this individual, e.g. reduced hospital admissions?

	Click or tap here to enter text.
	Section 10: Supporting Information for exceptional applications

	Check list to be included with the application form

	☐	Details of functional, restriction, impairment, and impact on daily life

	☐	Details of current pain relief (where the patient is experiencing pain due to the condition)

	☐	Details of recurrent or episodes of bleeding and infections requiring systemic antibiotics (for benign skin lesions e.g. lipoma, cysts)

	☐	Details of bra size for breast procedures (professionally fitted), difference in cup size (for asymmetry cases)

	☐	Grade of varicose veins (for varicose veins)

	☐	Photographs, maximum of four. Photographic evidence in support of an application is helpful to the panel in determining exceptionality. Please confirm the date on which the photographs were taken. In the absence of photographs, a clear description of the extent of the problem will be required, including measurements. 

	☐	Patient impact statement

	For more details and for supporting information and guidance on completing this application, please see guidance on completion of IFR applications.



To be completed for all applications:

	[bookmark: _Hlk176521219]Section 11: Declaration of interests and countersignature 

	I have a potential conflict of interest:
	Yes ☐  No ☐

	If yes, please specify below 

	Click or tap here to enter text.
	Signature:
	Click or tap here to enter text.
	Electronic signatures accepted

	Date:
	Click or tap to enter a date.
	For applications from secondary care, countersignature from clinical director is required. Requests should be supported by a relevant multidisciplinary team and, for applications in relation to medicines, the trust Drugs and Therapeutics Committee or equivalent.

	Name:
	Click or tap here to enter text.
	Position:
	Click or tap here to enter text.
	Signature:
	Click or tap here to enter text.
	Date:
	Click or tap to enter a date.



All applications and supporting documents should be submitted to: 
d-icb.ifr@nhs.net

[image: ]Page: 1 Version 3_2024
image1.png
Devon




image2.png




