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Directorate of Radiography
VERIFICATION OF CLINICAL REQUIREMENTS FOR
ULTRASOUND IMAGING PROGRAMME 2020-21
	SECTION 1

	PERSONAL & CONTACT DETAILS

NB – You are not obliged to provide all the details on this page but please do provide any means of contact that the course team may use.


	SURNAME



	PREFERRED FIRST NAME



	DATE OF BIRTH



	E-MAIL ADDRESS



	HOME ADDRESS



	HOME TELEPHONE NO



	MOBILE TELEPHONE NO



	WORK TELEPHONE NO



	PLACEMENT ADDRESS




	SECTION 2

	ACADEMIC AND PROFESSIONAL QUALIFICATIONS & EXPERIENCE



	ACADEMIC

QUALIFICATIONS
	CLASSIFICATION
	DATE
	AWARDING BODY

	
	
	
	

	
	
	
	

	
	
	
	

	If you do not hold a 1st class or 2.1 degree, you may need to go through the Accreditation of Prior (Experiential) Learning [AP(E)L] process to demonstrate your degree equivalence, please contact the Programme Leader (Ann Newton-Hughes) for advice.



	PROFESSIONAL QUALIFICATIONS
	DATE
	AWARDING BODY

	
	
	

	
	
	

	
	
	

	

	Are you currently State Registered ...........YES/NO



	If yes, which Registration Board



	Number




	SECTION 3

	FOR WHICH QUALIFICATION DO YOU PROPOSE TO STUDY?


Single Module
PGCert
PGDip
MSc
Ultrasound Imaging
(
(
(
(
February 2021
Proposed areas of study 
Year 1- maximum 90 credits (60 recommended) 
Select all that apply….compulsory modules in bold
Scientific Principles of Diagnostic Ultrasound (15 credits) theory only                         (
Advanced Practice for Ultrasound (15 credits)    clinical module                                    (
Gynaecology Ultrasound (15 credits) 1 day scanning per week advised                            (

Early Pregnancy Ultrasound (15 credits)1 day scanning per week advised                        (                         

Other (please specify) …………………………………..                               
September 2021
Year 2 maximum 120 credits (60 recommended)
Select all that apply….

Obstetric Ultrasound (30 credits) 2 days scanning per week advised                        (

General Ultrasound (30 credits) 2 days scanning per week advised                         (

Research Methods (30 credits)- theory only

Principles of Advanced Practice (15 credits)- theory only

Other (please specify) …………………………………..                               (


	SECTION 4

	CLINICAL EXPERIENCE
YOU MUST HAVE SECURED A SUITABLE CLINICAL PLACEMENT IN AN ULTRASOUND DEPARTMENT THAT WILL LAST THROUGHOUT THE DURATION OF THE COURSE (MINIMUM OF 2 DAYS PER WEEK RECOMMENDED FOR A SINGLE AREA OF PRACTICE SUCH AS ABDOMINAL ULTRASOUND i.e.2 DAYS PER 30 CREDIT MODULE).  IT IS THE STUDENT’S RESPONSIBILITY TO SECURE A PLACEMENT PRIOR TO THE COMMENCEMENT OF THE PROGRAMME. NO UNCODITIONAL OFFER WILL BE MADE WITHOUT A PLACEMENT.



	Are you currently employed in your proposed area of study?  YES / NO  (PLEASE DELETE)



	If yes, how long have you been employed in this area?



	How many days per week do you anticipate working in this area?...... 
How many appropriate cases will you see in a day?.......


	Please state the name and location of the employer / clinical placement…



	What equipment do you have access to?  (Please specify make, model and age)



	SECTION 5

	MENTORING

You will need to identify a suitable person who can act as Mentor throughout the course; the Mentor will be responsible for the clinical education in your own department and therefore needs to be a qualified and experienced practitioner.  Those new to Mentoring may be required to undertake a short training course, and will be invited to attend a Mentoring Workshop.


	Name & position of Mentor 


	Mentor Ultrasound qualification:



	Email & contact telephone number of Mentor



	SIGNATURE OF MENTOR



	Section 6

	SECTION 5
TO BE COMPLETED BY DEPARTMENT / STUDENT’S MANAGER;

I understand that in order for the student to be offered a place on this course, the support of a clinical Mentor and access to an appropriate caseload in the clinical environment is required throughout the duration of the course. The student will be able to scan for the number of days indicated by their selections in section 3 of this form and will be supported by the staff member named in section 5
I am able to satisfy the above criteria. 



	NAME   







(Department Manager)



	SIGNATURE OF MANAGER


	Email & contact telephone number of Manager


	Section 7

	TO BE COMPLETED BY THE STUDENT;

I understand that my clinical education is a partnership between myself, my department and the University of Salford, and I authorise appropriate communication between my department and the University of Salford.



	SIGNATURE OF STUDENT


	DATE




Please return this completed form to:

Rachel Leary, University of Salford, Allerton Building, 
Frederick Rd, SALFORD, M6 6PU Email: r.c.leary1@salford.ac.uk
And email to Ann Newton-Hughes: a.newton-hughes@salford.ac.uk
PAGE  

