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MDRS Special Circumstances 
Supporting Evidence for Primary Carer Form 2026

This form should be completed by those applying to specialty training programmes under Criterion 1: You are the primary carer of someone who is disabled (as defined by the Equality Act 2010) in the event that the applicant has not been able to obtain a formal care plan or written statement confirming their role as primary carer.
Information provided on this form is confidential and will not be seen or shared with assessors.  This form has no impact on the progression of your application(s) through the recruitment process.
Submission Details
Once completed, this form must be printed, countersigned and dated in accordance with the guidance stipulated in the applicant guide.  If electronically or digitally signed, a copy of an email from the signatory’s work email address must be attached, confirming that the electronic/digital signature is authentic.
Once countersigned, the form must be scanned and submitted with all other supporting evidence as a single document and emailed to england.mdrs.nationalrecruitment@nhs.net 
ALL BOXES ON THIS FORM NEED TO BE COMPLETED
SECTION 1 – PERSONAL DETAILS
	Surname 
	

	First Name
	

	Email Address
	

	Oriel PIN
	

	GMC/GDC Registration Number
	



SECTION 2 – DETAILS OF THE INDIVIDUAL YOU ARE THE PRIMARY CARER FOR
	Surname 
	

	First Name
	

	What is your relationship to this person?
	

	Disability (as defined by the Equality Act 2010)
	






SECTION 3 – CARING RESPONSIBILITIES
Daily Caring Responsibilities
If you do not have any daily caring responsibilities, please write not applicable
	Please provide details of any daily caring responsibilities provided

	


	Please state how many times per day you provide this care

	


	Please specify what time of day your caring responsibilities take place

	




Weekly Caring Responsibilities
If you do not have any weekly caring responsibilities, please write not applicable
	Please provide details of any weekly caring responsibilities provided

	


	Please state how many times per week you provide this care

	


	Please specify what time of day your caring responsibilities take place

	






Monthly Caring Responsibilities
If you do not have any monthly caring responsibilities, please write not applicable
	Please provide details of any caring responsibilities provided monthly

	


	Please state how many times per month you provide this care

	


	Please specify what time of day your caring responsibilities take place

	




Additional Caring Responsibilities
	Please provide details of caring responsibilities you perform that have not been captured elsewhere on the form
If you have no additional caring responsibilities, please write not applicable

	




SECTION 4 – APPLICANT DECLARATION
	I declare that the information I have provided in this form is accurate and reflective of the levels of care I provide
	Yes/No

	Signature
	

	Date
	





SECTION 5 – COUNTERSIGNATORY DECLARATION
	I certify that the information presented in this form is accurate and reflective of the levels of care provided by the person named in Section 1
	Yes/No

	Name
	

	Profession
	

	What is your professional relationship with the person named in Section 2?
	

	Dates you have been involved in the care of the person named in Section 2
	

	GMC/GDC/NMC/HCPC/GPC number (if applicable)
	

	Email address
	

	Signature *
	

	Date
	



*  If the signature of the individual acting as countersignatory is electronic or digital, please ensure that an email from the signatory’s work email address is provided, confirming that the countersignature is authentic.
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