[image: image1.png]Midwifery and Maternity



APPLICATION FORM FOR

AUTHORISATION TO CLAIM UNDER THE MATERNITY NOTICE

	DETAILS OF AUTHORISED PRACTITIONER


MIDWIFERY COUNCIL REGISTRATION NUMBER

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 FORMCHECKBOX 

NZCOM MEMBERSHIP NUMBER



 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
   I wish to claim using the MMPO Electronic Database (there is a yearly license fee
        charged at $50 per month – if you cancel within the year, you will be charged the

        remaining months of your license)
NAME:
	Surname or Family Name
	

	
	

	First Name
	

	
	

	Middle Name(s)
	


ADDRESS:
	Street Address
	

	
	

	Suburb
	

	
	

	City
	


Phone:
 FORMCHECKBOX 


 FORMCHECKBOX 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Fax
 FORMCHECKBOX 


 FORMCHECKBOX 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Mobile

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

	E-mail:

	


Sex:    Female
     FORMCHECKBOX 
 


Male
   FORMCHECKBOX 


  Date of Birth 
 FORMCHECKBOX 


 FORMCHECKBOX 
  FORMCHECKBOX 


 FORMCHECKBOX 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

	NZ/European/Pakeha
	 FORMCHECKBOX 

	New Zealand Maori
	 FORMCHECKBOX 

	European
	 FORMCHECKBOX 


	Other Pacific
	 FORMCHECKBOX 

	Indian
	 FORMCHECKBOX 

	Niuean
	 FORMCHECKBOX 


	Cook Island Maori
	 FORMCHECKBOX 

	Tokelauan
	 FORMCHECKBOX 

	South East Asian
	 FORMCHECKBOX 


	Other Asian
	 FORMCHECKBOX 

	Samoan
	 FORMCHECKBOX 

	Tongan
	 FORMCHECKBOX 


	Fijian
	 FORMCHECKBOX 

	Chinese
	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 



Direct credit details   FORMCHECKBOX 


 FORMCHECKBOX 
 -  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
  -   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
  -   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 =        %
(bank account numbers)      FORMCHECKBOX 


 FORMCHECKBOX 
 -  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
  -   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
  -   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 =        %
GST Registered
Yes      FORMCHECKBOX 
 
   No      FORMCHECKBOX 

My GST Number is   

  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

	DETAILS OF ORGANISATION HOLDING AUTHORISATION


NAME OF ORGANISATION:
    Midwifery Maternity Provider Organisation 





    P.O  BOX  21 106    CHRISTCHURCH    8143
	CERTIFICATION


1. I certify the above information is true and correct. I am aware the information will be used in a matter consistent with the Health Information Privacy Code 1994.

2. I agree that I will comply with the terms and conditions of the current Section 88 Maternity Notice. 
	
	
	DATE

	Signature of   PRACTITIONER
	
	 FORMCHECKBOX 


 FORMCHECKBOX 
  FORMCHECKBOX 


 FORMCHECKBOX 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


	HPAC Agreement Number    FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
- FORMCHECKBOX 


 FORMCHECKBOX 

	HPAC PAYEE NUMBER            FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



(If you do not have a current agreement or payee number please ring HealthPAC on 0800 281 222 )

PRACTITIONER QUALIFICATIONS AND EXPERIENCE

YEAR OF MIDWIFERY REGISTRATION  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

COUNTRY OF INITIAL REGISTRATION


 FORMCHECKBOX 
  New Zealand(
 FORMCHECKBOX 
  UK
 FORMCHECKBOX 
  Australia
 FORMCHECKBOX 
  USA
 FORMCHECKBOX 
  Europe


 FORMCHECKBOX 
  Asia
 FORMCHECKBOX 
  South Africa
 FORMCHECKBOX 
  Pacific
 FORMCHECKBOX 
  Other (specify)        _______________



TYPES OF REGISTRATION HELD OTHER THAN MIDWIFERY

	None
	 FORMCHECKBOX 

	Comprehensive nurse
	 FORMCHECKBOX 

	General nurse
	 FORMCHECKBOX 


	General and obstetric nurse
	 FORMCHECKBOX 

	Obstetric nurse
	 FORMCHECKBOX 

	Enrolled nurse
	 FORMCHECKBOX 


	Psychiatric nurse
	 FORMCHECKBOX 

	Other (specify)
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 



POSTGRADUATE MIDWIFERY QUALIFICATIONS

	Undergraduate/graduate Diploma
	 FORMCHECKBOX 

	Degree
	 FORMCHECKBOX 

	Postgraduate Certificate
	 FORMCHECKBOX 


	Postgraduate Diploma
	 FORMCHECKBOX 

	Masters
	 FORMCHECKBOX 

	Doctorate
	 FORMCHECKBOX 


	Other (specify)
	 FORMCHECKBOX 

	


DETAILS        Please list all maternity related qualifications you hold and the year gained

	
	Year
	
	Year

	
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

	
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


	
	Year
	
	Year

	
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

	
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



YEARS OF MIDWIFERY EXPERIENCE (Number of years worked in this field as <0.8 Full time equivalent since qualification conferred)

	Year commenced as LMC
	 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

	Total years midwifery experience
	 FORMCHECKBOX 


	Total years continuity
	 FORMCHECKBOX 

	Total years self employed midwifery experience
	 FORMCHECKBOX 



TYPES OF MIDWIFERY SERVICES OFFERED TO WOMEN (tick more then one)

	1  LMC midwifery for all modules
	 FORMCHECKBOX 

	2  LMC antenatal &postnatal only
	 FORMCHECKBOX 

	3  LMC postnatal only
	 FORMCHECKBOX 


	4  LMC plus shared care with hospital/clinic midwives
	 FORMCHECKBOX 

	5  LMC labour and birth only
	 FORMCHECKBOX 

	6  LMC plus shared care with GP
	 FORMCHECKBOX 


	7  LMC plus shared care with obstetrician
	 FORMCHECKBOX 

	8  Other  (specify)
	 FORMCHECKBOX 

	


Which of the above is your main type of service: (number) 



 FORMCHECKBOX 

Are you self employed 



 FORMCHECKBOX 





and / or 
employed?
 FORMCHECKBOX 

Do you work in a midwifery partnership 

 FORMCHECKBOX 





or group practice? 
 FORMCHECKBOX 

How many midwives are in your group

 FORMCHECKBOX 

Please identify others in your group or partnership:
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If employed identify employer


If you practice alone, who provides back up?

 FORMCHECKBOX 
 Employed midwives

 FORMCHECKBOX 
 General Practitioner
    FORMCHECKBOX 
  Obstetrician
    FORMCHECKBOX 
 other
WHICH OF THE FOLLOWING DID YOU ATTEND LAST YEAR?

	NZCOM standards review
	 FORMCHECKBOX 

	NZCOM meetings
	 FORMCHECKBOX 

	University/postgraduate midwifery
	 FORMCHECKBOX 

	Hospital in-service education
	 FORMCHECKBOX 


	NZCOM refresher/update
	 FORMCHECKBOX 

	Polytech course
	 FORMCHECKBOX 

	Midwifery conference/workshop
	 FORMCHECKBOX 

	None
	 FORMCHECKBOX 



MIDWIFERY AND MATERNITY PROVIDER ORGANISATION LTD AGREEMENT

I___________________________________________________ (full name)  being a member of the New Zealand College of Midwives (NZCOM) and having agreed to be bound by the practice standards and ethical codes of the NZCOM and the contractual agreements of the Midwifery and Maternity Providers Organisation (MMPO) hereby agree as follows:

1 I support the objectives of the MMPO, and;

2 I am bound to perform and provide the service of midwifery care in accordance with the terms specified in the current Maternity Notice as Gazetted by the Ministry of Health, and;

3 That any claim for payment for services provided in accordance with this Notice shall be a claim for payment from HealthPAC by me, transacted on my behalf by the MMPO; and

4 That if I am not GST registered I will receive GST exclusive payments; and  

5 That I am aware of the provisions of the Health Information Privacy Code 1994 and acknowledge that I am bound by the same and will supply information in accordance with the same as may be required  by MMPO; and

6 That I will provide such information as may be required for my claims and Midwifery Standards Review , but will be entitled to access that information as may be required for my purposes to check the accuracy and if necessary amend the same ( to ensure accuracy) in so far as it relates to me or the care which I have provided to any woman requiring my services pursuant to the Agreement; and

7 That by signing this form I acknowledge I am bound as a principal party to the Agreement and shall indemnify MMPO in respect of any breach of the Agreement in any respect; and

8 That I carry the necessary minimum insurance cover provided by the NZCOM through membership of NZCOM, which I have agreed to take as a condition of my membership of MMPO; and

9 That I carry all the necessary registrations and qualifications as advised to MMPO and as may be required in accordance with the conditions of my membership of MMPO and under the Agreement and will keep such qualifications current at all times; and

10 That I will participate in the NZCOM standards review, or a similar process approved by MMPO, as part of my commitment to quality assurance.

Signed:____________________________________         Dated:_______________________
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