Mental Health GP Partnership Programme 
Doctor Information Form
	Name
	:
	_______________________________________

	
	
	

	MCR No.
	:
	_______________________________________

	
	
	

	Email:
	:
	_______________________________________

	
	
	

	Contact:

(For business purposes) 
	:
	_______________________________________

	
	
	

	Gender

	:
	 Male       Female


	
	
	

	Qualifications

	:
	 MBBS      GDMH      GDFM
    MMed FM

	
	
	 Others (please indicate): _________________

	
	
	

	Registered in the Register of Family Physicians
	:
	 Yes      No

	
	
	

	Preferred Restructured Hospital (RH) for Partnership (Please tick one)

(AIC will assist to partner with an alternate RH should your choice be unavailable)

 IMH        KTPH        CGH        NUH        NTFGH        SKH       SGH


Mental Health GP Partnership Programme

Clinic Information Form

	Clinic Name
	:
	_______________________________________________

	
	
	

	Clinic Address
	:
	_______________________________________________

	
	
	_______________________________________________

	
	
	

	Clinic Contact
	:
	_______________________________________________

	
	
	

	Clinic Fax
	:
	_______________________________________________

	
	
	

	Accredited Scheme
	:
	 CDMP       CHAS   

	
	
	 PCN (please specify): ___________________________

	

	I agree with Agency for Integrated Care (AIC) collecting the above information and listing it on the AIC Portal, resources, and related websites (e.g., AIC microsite)

 Yes


 No

	
	
	

	Clinic License No.
(HCI)
	:
	_______________________________________________

	
	
	

	Clinic Staff
	:
	_______________________________________________

	
	
	

	Preferred Visiting Hours (Day & Time):

Mon

Tues

Wed

Thurs

Fri

Sat

Sun

Morning

Afternoon

Evening



	
	
	

	Consult Charges
	:
	Short:  _________________
	Long:  _________________

	

	Accept new/walk-in patients with Mental Illness(es)

 Yes


 No


Mental Health General Practitioner (GP) Partnership Agreement

I, Dr ……………………………………………….., NRIC No. .……………………, of                                                              

                                                        Name                                                                                            NRIC No. 
………………………………………………………..….. agree to participate in the 
                                                     Clinic Name
Mental Health GP Partnership Programme. 

I will abide by the terms and conditions indicated below in ensuring good collaboration and success of this programme.

Terms and Conditions

1. Drugs that are purchased through the drug procurement process are to be prescribed and sold only to patients (Singaporean and Permanent Residents (PRs)) in the Mental Health GP Partnership Programme, including any new cases from the public or community partners whom I may have received support for from the RHs in terms of consultation or co-management. 

2. I understand that NHG Pharmacy may perform audits on the usage and ordering trends where necessary.  

3. All payments are to be made according to the instructions from the ‘TAX INVOICE’ issued by NHG Pharmacy.

4. Any non-adherence to the medication order processes will be denied from the current medication ordering support. 

5. I will provide data and information of the patients in the programme to the programme coordinator for collation. 

6. I understand that I may be required to use the IT system from consolidation and sharing of information if it is made available. 
______________________________   

Dr Name & Signature:
MCR No: 

Date:

SIGNATORY AND EMAIL OF DOCTORS

MH-GP Partnership Programme

Please complete this form which will be forwarded to NHG Pharmacy to facilitate the procurement of psychiatric drugs for patients under the Mental Health GP Partnership Programme.
Thank you.

	Name
	:
	_________________________________________

	MCR No.
	:
	_________________________________________

	Clinic Name
	:
	_________________________________________

	Clinic Address
	:
	_________________________________________

_________________________________________

	UEN (as per ACRA)
	:
	_________________________________________

	Billing Name

Please tick the applicable box

E.g. Company name as per ACRA


	:
	( Same as Clinic Name indicated above

( Bill to a different name (please indicate billing name below)

_________________________________________

_________________________________________

	
	
	

	Billing Address

Please tick the applicable box
	:
	( Same as Clinic Address indicated above

( Bill to a different address (please indicate billing address below)

_________________________________________

_________________________________________

	
	
	

	Full Signature
	:
	_________________________________________

	
	
	

	Simplified Signature
	:
	_________________________________________

	
	
	

	Authorised Email
	:
	_________________________________________

	
	
	

	Date
	:
	_________________________________________


Updated September 2024

