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	Programme Coordinator – Postgraduate Nursing Education

Nursing Development Services, LGF, North Shore Hospital

PO Box 93-503, Takapuna, 0740

Ph: (09) 486-8920 ext: 3446  *  Fax (09) 441 8916

Email: Barbara.simpson@waitematadhb.govt.nz


Health Workforce New Zealand (HWNZ) 
Postgraduate Nursing Education Programme
Application for Funding 2021
Waitemata DHB Nurses
To ensure that all applications are given equal opportunity to secure funding from HWNZ, please note the following:

· This application covers the entire 2021 academic year - 
Summer School (2020-2021), Semesters 1 and 2 (2021) 
· This is your only opportunity to gain funding for postgraduate study in 2021
· Please complete ALL relevant sections of this application

· Please complete the Career Plan section (compulsory for HWNZ funding)
· Copy of Annual Practicing Certificate MUST be attached with application
· Incomplete forms will NOT be processed and will automatically be returned to the applicant. 
· Applications close Friday 23 October 2020 – Late applications will not be accepted
	Please forward completed application and career plan to:
Barbara Simpson, Programme Coordinator – Postgraduate Nursing Education

Nursing Development Services, Lower Ground Floor, North Shore Hospital, Takapuna 0740 or

Waitemata DHB, PO Box 93 503, Takapuna 0740

Phone: 
09 486 8920 extn: 43446

Fax:
09 441 8916

Email:
Barbara.simpson@waitematadhb.govt.nz


PERSONAL DETAILS
	Surname
(as on your APC)
	

	First Name
(as on your APC)
	

	Preferred Name
	

	Address
	

	
	

	Mobile #
	
	Work #
	

	Home Email
	

	Work Email
	

	Date of Birth
	
	Gender
	

	APC Number
	


Note: Copy of Annual Practicing Certificate MUST be attached with application
EMPLOYMENT DETAILS
	Employer
	

	Address
	

	
	

	Division 
	( Corporate
( Child, Women & Family
( Elective Surgery Centre

( Other__________________________
	( Medicine
( Mental Health
( Surgical


	Length of Service with WDHB
	Years:__________________ Months:________________

	Location 
	( North Shore   ( Waitakere   
( Other__________________________________

	Work Area (Ward, Unit etc)
	

	Hours of Work (FTE)/Fortnightly
	

	Employee 
	

	Work Position
	

	Clinical Area
	

	Level of Practice
	( New Grad   ( RN Level 2   ( RN Level 3   ( RN Level 4   ( Senior Nurse

	If New Grad, when did you commence? 
	Month:__________________ Year:________________

	PDRP Compliant
	( Yes   ( No   ( In progress – due date: ___________________________


RESIDENCY STATUS 
	Were you born in New Zealand?
	( Yes   ( No

	Are you a New Zealand resident/citizen
	( Yes   ( No


Note: You must have permanent New Zealand residency to receive HWNZ funding
ETHNICITY
	( New Zealand European/Pakeha 

( New Zealand Maori

Iwi/Hapu: 

( African or cultural group of African origin

( Asian nfd

( Chinese

( Cook Island Maori

( Indian
	( Latin American/Hispanic
( European nfd

( Fijian

( Middle Eastern

( Niuean
( Other Asian

( Other Ethnicity


	( Other European

( Other Pacific Island Groups

( Pacific Island nfd

( Samoan

( Southeast Asian

( Tokelauan

( Tongan


POSTGRADUATE INFORMATION
	University/Institution
	

	Student ID# (if known)
	

	Name of Programme
	( Postgrad Certificate  ( Postgrad Diploma  ( Masters

	Have you already commenced this qualification
	( Yes   ( No 

	If so, when (Month & Year)
	

	Expected completion date of qualification (Month & Year)
	


List all postgraduate papers already completed (if applicable)
	Paper Number
	Paper Title
	# Points
	Date Completed
(Month & Year)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Proposed course of study for 2021 to complete this qualification
	Semester
	Paper Number
	Paper Title
	# Points

	Summer School
	
	
	

	Semester One
	
	
	

	
	
	
	

	Semester Two
	
	
	

	
	
	
	


Note: Funding is for a MAXIMUM of 30 points per semester and once funding has been approved you CANNOT change your points value without prior consultation with Programme Coordinator
	Cultural Support - Maori and Pacific funding is available to provide mentoring and cultural supervision (up to a maximum of $200). A formal mentoring plan must be completed as part of this process.  If Maori or Pacific Islander – do you require additional funding?
	( Yes   ( No

	Clinical Mentoring is the provision of teaching, coaching and mentoring to support the trainee to integrate their learning into the practice setting. (A formal mentoring plan must be completed).  
Does the paper(s) applied for require any additional clinical mentoring as part of the paper?
	( Yes   ( No


CAREER PLAN   (An achievable and appropriate career plan is a mandatory requirement) 

	Career/Development Goals
	Action Plan to Achieve Goals
	To be achieved by
(month & year)

	
	
	

	
	
	

	
	
	


Please explain how you believe the study will benefit your practice and your career plan and any other information you feel is relevant to support your application (ie: self-funded previous studies etc)
	


	Manager/Supervisor Sign Off
	Staff Member Sign Off

	Name
	
	Name
	

	Title
	
	Title
	

	Signature
	
	Signature
	

	Date
	
	Date
	


ENDORSEMENT OF APPLICATION
Charge Nurse Manager Endorsement
· I have reviewed and discussed this application with the applicant.

· In signing this form I fully support and endorse this application for HWNZ funding.

· I have considered the rostering implications and the needs of the clinical area and I am aware of the number of study days involved.

· I have seen and discussed the career plan of the applicant.
	Name
	
	Position
	

	Signature
	
	Date
	


Head of Division Endorsement
	Name
	
	Position
	

	Signature
	
	Date
	


Applicant Declaration
By signing this declaration
· I confirm that all the information supplied in support of my application is correct and all documentation is enclosed.

· I agree to complete course requirements and understand that if I withdraw or do not fulfil course requirements without good reason then I may be responsible for full course costs.

· I agree to the supplied information being used for HWNZ reporting requirements

· I agree to the supplied information being used by WDHB to confirm my university enrolment and results.

· I agree to inform the HWNZ Programme Coordinator, in writing, of any changes to above information – including withdrawal.

· I agree to the use of my name and contact details to establish support groups.
	Name
	
	Position
	

	Signature
	
	Date
	


Applicant’s Checklist
( ALL sections of the application form complete (incomplete forms with be returned)

( Career plan attached

( Copy of annual practicing certificate attached

( Application signed by Charge Nurse Manager
( Application signed by Head of Division Nursing
( Application signed by me
5

