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ALL WALES POLICY FOR MAKING DECISIONS ON INDIVIDUAL 

PATIENT FUNDING REQUESTS (IPFR)

REQUEST FOR A REVIEW OF A DECISION 
· Please complete the following information expanding the boxes as required. All forms need to be typewritten to avoid any mistakes due to misreading of handwriting. This form can be downloaded electronically from http://www.cardiffandvaleuhb.wales.nhs.uk/individual-patient-funding-requests
Please send this signed form in hard copy to the IPFR Co-ordinator, Cardiff and Vale University Health Board, Commissioning Team, 2nd Floor, Woodland House, Maes-Y-Coed Road, Cardiff, CF14 4HH 
DETAILS OF CLINICIAN SUPPORTING THIS REVIEW

(must be a GP/Consultant who is currently providing care for the patient)
NAME

SIGNATURE & DATE

……………………………………………….
CONTACT DETAILS

Including telephone and email

PATIENT DETAILS

PATIENT NHS NUMBER

PATIENT NAME

DATE OF BIRTH

PATIENT SIGNATURE & DATE

……………………………………………….
PATIENT ADDRESS

REQUEST DETAILS 
Explain the grounds of your review request as set out in the policy (section 7) providing clear information on which grounds are applicable and why
Provide the IPFR Number:

Provide the date(s) that the IPFR Panel considered and rejected the original request:
Outline any further information relevant to this request that you feel the Review Panel should consider

FOR USE BY IPFR CO-ORDINATOR 
IPFR Number 

……………………………………….....................

Scheduled for Review Panel
…………………………………………



