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Individual Funding Request Application Form V3.1 

	[bookmark: _Hlk100223345]This form is to be used for Individual Funding Requests in line with BLMK ICB IFR Policy and criteria 
available here: https://bedfordshirelutonandmiltonkeynes.icb.nhs.uk/what-we-do/individual-funding-requests/individual-funding-request-ifr-policy-process-and-resources/ 

Important information:- Before completing this Individual Funding Request application form, the following question must first be considered: 

Q: Are there similar patients with similar clinical circumstances who could also benefit from the treatment you are requesting across the population of Bedfordshire, Luton and Milton Keynes?  

	Yes?  
Applying for an IFR is not appropriate 
Please contact the IFR Service for further guidance or information 
	No?
Proceed with the IFR application 



Application notes: 
It is the requesting NHS clinician’s responsibility to present a case which sets out a comprehensive and balanced picture of the patient’s clinical condition (historic & current), the nature of the treatment requested and the anticipated benefits of treatment. Supporting evidence should be provided in the free text areas or by attaching additional supporting information (for example clinic letters).  

It is essential to demonstrate within the application:
· Why you consider your patient’s clinical circumstances are clinically exceptional. 
· Why the case should be considered as an exception to normal commissioning arrangements 

Please note: 
· Forms should be typed and sent securely to blmkicb.ifrservice@nhs.net
· Please DO NOT include patient identifiable data in any free text sections.  All personal information will be removed if the case proceeds to the Exceptional Cases Panel
· Incomplete applications and/or where information is missing from mandatory fields will be returned for amendment/completion prior to consideration by BLMK ICB. 



	NB: Is the intervention or treatment a continuation of funding request?
	If ‘YES’ please contact BLMK ICB’s IFR Service at blmkicb.ifrservice@nhs.net  for a continuation of treatment form 









	

	Section 1 – Details of the PROVIDER of the treatment/procedure/intervention being requested
(Mandatory field-complete in full) 

	1) Date of application
	

	1a) Name of Hospital/Tertiary/Specialist Centre etc:
	

	1b) Name of the requesting clinician (must be the NHS Clinician responsible for the treatment)  
	

	1c) Signature of the treating clinician 
	

	1d) Job title/role:
	

	1e) Secure NHS email:
	

	1f) Telephone number:
	

	Section 2 – CONSENT (Mandatory field-complete in full)

	2a) This IFR has been discussed in full with the patient or patient representative. They are aware that they are consenting for the IFR Service to receive and review confidential clinical information about their health to enable full consideration of this funding request
I confirm all of the above
	
☐  Yes

☐  No

	2b) In submitting this application you are under obligation to advise the patient or patient representative of the outcome of the request and the details of the reasons for the decision
I confirm that I will advise the patient or patient representative of the reasons for the decision
	
☐  Yes

☐  No

	Section 3 – PATIENT/GP DETAILS (Mandatory field-complete in full)

	3a) Patient initials only: 
	

	3b) Patient’s Date of Birth 
	

	3c) Patient’s NHS Number: 
	

	3d) Patient’s Hospital Number: 
	

	3e) Patient’s postcode:
	

	3f) GP name:
	

	[bookmark: _Hlk66718803]3g) GP Practice name:
	

	3h) GP postcode:
	

	Section 4 – CLINICAL URGENCY (Please note that all IFRs received will be processed with the aim to provide an outcome to the requester as soon as possible)

	4a) Does the request meet the IFR Policy’s definition of urgent i.e Decision required within 5 working days as the patient’s life may be in danger YES/NO?  

	4ai) If yes- Please state the risks of not receiving a decision within 5 working days:



	4aii) If yes- Please explain the reason that the application has not been made earlier:



	4b) Proposed start date of treatment:



	4c) If treatment has commenced more than 2 working days before submission of this application, please provide an explanation for the delay in applying for this IFR: 


	4d) Proposed treatment stop date (if applicable):



	Section 5 – DIAGNOSIS AND PATIENT’S CURRENT CONDITION (Mandatory field-complete in full)

	5a) Patient diagnosis for which the intervention is sought

	

	5b) Please list other co-existing conditions
	




	5c) Current status of patient: Outline the background to the patient’s clinical situation including timeline, symptoms, clinical severity.  Please attach details of relevant clinical correspondence.
	

	5d) Please summarise the impact of patient’s current clinical status on patient’s Quality of Life/Activities of Daily Living. You may attach supporting patient statement where available 
	

	Section 6 - CURRENT AND PREVIOUS INTERVENTIONS/TREATMENTS (Mandatory field-complete in full)

	6a) Summary of current and previous interventions for this condition.
Reasons for stopping may include:
· Course completed
· No or poor response
· Disease progression
· Adverse effects; poorly tolerated

	Nature of intervention/ treatment
	Outcomes achieved. 
State ‘current’ or reasons for stopping
	Dates (Start/Stop)
	Funding Source (if known) 

	

	
	
	

	

	
	
	

	

	
	
	

	


	
	
	

	Section 7a – INTERVENTION REQUESTED (Mandatory field-complete in full)

	1) Name of intervention/ treatment requested
	

	2) Is the intervention novel/experimental or part of a clinical trial
	☐  Yes

☐  No

	3) Intervention details including Dose, Frequency, Duration 

	

	4) What would be the standard care pathway/clinical policy for this treatment and condition?
	

	5) Please provide explicit reasons why the standard pathway/intervention is inappropriate for this patient
	

	6) If applicable -to what extent are any co-existing conditions (listed at 5b) likely to improve or impair the patient’s response to the intervention for which the funding has been requested

	

	SECTION 7b – COST (Mandatory field-complete in full)

	1) What are the costs of the intervention? 
Where appropriate include here the total cost of the treatment, any loading doses required, and the number/duration of treatments applied for 
	☐  Single Treatment
	Total Cost


	
	☐  Multiple treatments
	Cost per treatment:
	Total Cost

	2) Additional comments on the costs of the intervention

	

	3) What are the total costs of standard therapy (estimate annual costs if applicable)?
	

	4) Are there any offset costs (provide details)?
	☐  Yes
☐  No


	Please provide details (where applicable):

	[bookmark: _Hlk100227760]Section 8a - INCIDENCE AND PREVALENCE (Mandatory field-complete in full)

	1) Incidence
	Estimate the number of patients expected to be diagnosed with this specific condition per million population per year
	

	
	Where a patient has one or more conditions, the figures provided should be for patients expected to have the combination of conditions. Please provide specific details
	

	2) Prevalence
	Estimate the number of patients expected to have this condition per million population at any one time

	

	3) Do you consider that there are likely to be other patients presenting within the population of Bedfordshire, Luton and Milton Keynes in the next 12 months with this patient’s condition at the same stage of this condition? 

	☐  Yes
☐  No
If Yes, please provide the number here:


	4) How many patients currently attend your service with this condition for which you would wish to use this treatment?
	

	5) Is this a service development that has been discussed with commissioners? 
	☐  Yes
☐  No

	6) If yes, please provide details



	

	7) Do you plan to submit a future business case for funding of this treatment (rather than submit individual requests for single patients)?

	☐  Yes
☐  No

	Section 8b- CLINICAL EXCEPTIONALITY (Mandatory field-complete in full)
In order to consider whether patient has exceptional clinical circumstances, you must answer the following:

	
1) Is the patient significantly different clinically to the group of patients with the condition in question and at the same stage of progression of the condition? 
☐ No? 
☐ Yes? (Full explanation required):    


AND

2) Is the patient likely to gain significantly more clinical benefit than others in the group of patients with the condition in question and at the same stage of progression of the condition?
☐ No?
☐ Yes? (Full explanation required): 





	Section 9 - CLINICAL OUTCOMES (Mandatory field-complete in full)

	9a) What are the intended clinical outcomes and how will the benefits of the procedure/ treatment be measured (including where appropriate the validated clinical tools to be used)? 
	

	9b) Within what timeframe will these outcomes be determined?

	

	9c) What ‘stopping’ criteria will be in place to assess when the treatment is ineffective and will be withdrawn?
	

	9d) Prognosis – what are the anticipated clinical benefits in this individual case of the requested treatment?
	

	9e) Anticipated prognosis if treatment requested is not funded (include what treatment will be given to the patient)
	


	Section 10 – EVIDENCE (Mandatory field-complete in full)

	10a) What is the evidence base for the clinical and cost effectiveness and safety of the procedure/treatment? (Please attach copies of papers cited or hyperlinks to full papers cited)
	

	10b) Is the procedure/treatment part of a current or planned national or international clinical trial or audit? (If yes, please give details)
	☐  Yes
☐  No

	Section 11 – OTHER

	Clinicians are required to disclose all material facts to the ICB as part of this process.  Are there any other comments/considerations that are appropriate to bring to the attention of the IFR Service?





	Section 12- IFR Application Support (Mandatory field-complete in full)

	12a) Drugs and Therapeutics Committee (DTC) approval and provide a copy of the minutes if applicable
	☐  Yes
☐  No
☐  N/A
	Please provide details of outcome:

	12b) Multi-Disciplinary Team (MDT) approval and provide a copy of the minutes if applicable
	☐  Yes
☐  No
☐  N/A
	Please provide details of outcome:




	12c) For Drug application -name and email of supporting Chief Pharmacist/Deputy 
	

	12d) Has this application been through the relevant Trust governance process prior to submission to the ICB?
	☐  Yes
☐  No
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