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PQP Final Declaration (2015 syllabus)  
 

 

Trainee’s Full Name:  ______________________________________________ 
(Please print) 

 

ABDO Membership No: ______________________________________________ 

 

 

Trainee GOC No:  ______________________________________________ 

 

 
I declare that the above-named trainee is fully prepared for the Unit 12 Advanced Ophthalmic 

Dispensing Practice (FQE practical) examination, in accordance with the Guidance Notes for 

Training; has, under supervision, completed at least 1600 hours over no less than 200 days in 

Practice and during that time has: 

a) Fitted at least 250 pairs of spectacles. 

b) Adjusted at least 250 pairs of spectacles: 

c) Effected frame repairs as: fitting existing lenses to new frames and reshaping of spectacle 

rims to fit, fitting of pads to adjustable pad bridge frames, replacing nylon cords, cutting 

and re-shaping metal sides, repairs to rimless mounts.  

d) Checked at least 250 pairs of lenses by manual focimeter,. Including the stipulated number 

of bifocal, high power and prismatic lenses, and a representative selection of spherical 

lenses with tints, coatings and high oblique cylinders. 

e) Completed the 51 individual Pre-Qualification Portfolio case records which have all been 

individually signed to confirm that they have been checked for accuracy and content and 

that proof of authenticity can be provided if required.  

f) I also declare to the best of my knowledge, that all the case records are all the trainee’s 

own work i.e. nothing is plagiarised. 

 

Having completed the above, the PQP portfolio is now ready for submission as part of the unit 12 

(FQE practical) examination.  Details for PQP submission are provided to all exam candidates. 

            

Principal Supervisor’s Full Name:  _______________________________________ (please print) 
              

Supervisor’s GOC/CORU Registration Number:  ____________________________________________              
   

Student’s Principal Practice:            ________________________________________________ 
(Practice name and postal address)                                     

                                                           ________________________________________________ 

                                                      

                                                          _________________________________________________ 

 

Supervisor’s Signature: ________________________          Date:_________________________ 
                                                                                            (PQP checked and this form signed) 


