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Non-Clinical Adhoc Placement Request Form (This form is not in place of the Long term placement form that covers bank use for 7 days or more which goes to the ECF panel)
(Please ensure all fields are fully completed before submission)
Important:
This request applies to Bank only roles
Agency usage is not permitted for these positions

	

	Rotherham Trust 
	

	Location/Hospital
	

	Ward/Department/Care Group
	

	Cost Code/Centre
	

	Contact Person
	

	Contact Phone Number
	

	Contact Email Address
	

	

	

	Date of request
	

	Reason for Request
Please provide full justification for this request, including the operational need.

	· Is this request for a Bank shift in place of overtime?
☐ Yes ☐ No

· If yes, please state the number of hours for the shift:


	Reason for bank requirement

	☐ Vacancy
☐ Sickness absence
☐ Maternity leave
☐ Additional demand/service pressure
☐ Project work
☐ Other (specify)


	Actions taken prior to requesting Bank cover

	☐ Internal redeployment considered
☐ Temporary reallocation of duties considered
☐ Recruitment underway
☐ Other (please specify)


	
	

	Start date of placement
	                                

	End date of placement.      
	

	A form must be completed for any amount of hours/shifts. Approval must be gained before any bank shifts are worked
	
	

	Hours per day/week?
	Number of days required: _______
Number of hours required: _______



	Working Pattern e.g., Mon-Fri
	

	Assignment code/Band
	

	Please indicate the type of worker requested:

	☐ Existing RFT substantive staff member undertaking Bank shift
☐ Bank-only worker (no substantive RFT contract)


	Do you Wish to review CVs 
	Yes / No / NA

	Do you wish to interview before placement?
	Yes / No /NA

	DBS Requirement
	Yes / No
	N/A as existing RFT substantive staff

	Funding source confirmed?

	☐ Yes
☐ No


	I confirm this request is for less than 7 consecutive calendar days and does not require ECF Panel approval.

	
☐ Confirmed


	Authorisation
This request must be reviewed and approved prior to submission.
Approval is required from a General Manager, Deputy General Manager, or Head of Department in Corporate

	 Name: __________________________ 
 Position: ________________________ 
 Signature: _______________________ 
 Date: ___________________________


	
	

	Bank and Agency Services Use Only
Request received:
Documentation complete: Yes / No
Request approved: Yes / No
Reviewer:
Date:

	



Once completed please return to karen.jordan10@nhs.net
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