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Declaration of Banking Details
Please ensure this banking declaration is signed by all the GP partners at your practice and all the other fields have been fully completed, as this is mandatory information required to process bank account changes. 
Please refer to the guidance available on the PCSE website for further guidance on completing the banking declaration.
https://pcse.england.nhs.uk/help/gp-payments/change-bank-account-information
Please note that this form must be completed by an active practice contact that holds one of the following portal user roles on PCSE Online. If this form is not submitted by a contact that holds one of the portal user roles listed below, this request will be rejected:
· GPP - GP Principal
· GPP - non-GP Partner
· GPP – Statements
GPP - Practice User Management
GP Practice Code: 
Name of GP Practice: 
GP Practice Address (including post code):
GP Practice purchase order e-mail address: 
Is the GP practice registered with companies’ house: Yes/No – If left blank will be defaulted to No
Is the GP practice D-U-N-S (Dun and Bradstreet) registered: Yes/No – If left blank will be defaulted to No
Is the GP practice VAT Registered: Yes/No 
Is the GP practice CIS Registered: Yes/No  
Is the GP practice using a Business Account: Yes/No 

This form is to be completed in all cases on the employment of or resignation of any practitioner, (principal, shared or assistant) or a change in the financial circumstances of the practice. 
We understand that all communications on matters affecting the practice will be addressed to the practice and that copies will not be sent to individual members.

We would like to nominate                                                                as the addressee for all remittance advices to be received for payments from NHS England and ICBs. 
The addressee’s email address is as follows:
												

We undertake to notify NHS England and the ICB of any variation to the information provided in this document.

We authorise NHS England and the ICB to pay all monies due to us by direct credit to the
undermentioned bank:
Payee: 
Name of Bank: 
Branch at which account is held: 
Sort code: 
Account number: 
Form Completed by: 
PCSE Online Role: GPP - GP Principal/ GPP - Non-GP Partner/ GPP -Statements/ GPP – Practice User Management (Delete as appropriate)
Signature:                          Date:
Please note that, in addition to the approval checks determining who is authorised to submit this form, it must also be signed by all Partners. Any form submitted without all required signatures will be rejected, and an updated form will need to be provided.
Signature (to be signed by ALL partners):

[bookmark: _Hlk49942105]Name: _________________________________________
Position:  Partner/ Non-Clinical Partner/ Director/ Other (Delete as appropriate).
Email: _________________________________________							
Telephone: _____________________________________

Signature: ______________________________________

Date: _________________________


Name: _________________________________________
Position:  Partner/ Non-Clinical Partner/ Director/ Other (Delete as appropriate).
Email: _________________________________________							
Telephone: _____________________________________

Signature: ______________________________________

Date: _________________________


Name: _________________________________________
Position:  Partner/ Non-Clinical Partner/ Director/ Other (Delete as appropriate).
Email: _________________________________________							
Telephone: _____________________________________

Signature: ______________________________________

Date: _________________________
Name: _________________________________________
Position:  Partner/ Non-Clinical Partner/ Director/ Other (Delete as appropriate).
Email: _________________________________________							
Telephone: _____________________________________

Signature: ______________________________________

Date: _________________________


Name: _________________________________________
Position:  Partner/ Non-Clinical Partner/ Director/ Other (Delete as appropriate).
Email: _________________________________________							
Telephone: _____________________________________

Signature: ______________________________________

Date: _________________________


Name: _________________________________________
Position:  Partner/ Non-Clinical Partner/ Director/ Other (Delete as appropriate).
Email: _________________________________________							
Telephone: _____________________________________

Signature: ______________________________________

Date: _________________________
Please use a separate blank paper if there is insufficient space for signatures from all partners
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