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Consultations for women’s health problems:
factors influencing women’s choice of sex of

general practitioner
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SUMMARY

Aim. This study set out to examine the degree to which
women choose to visit a woman doctor for women’s health
problems and the determinants of this choice. The differ-
ences between women and men doctors with regard to
treating women'’s health problems were also studied.
Method. Data from the Dutch national survey of general
practice were used. All group practices with both women
and men general practitioners were selected. Analyses
were restricted to consultations among women aged 15-65
years about menstruation, the menopause, vaginal dis-
charge, breast examination and cervical smear tests.
Results. Given the size of their female practice population,
women doctors saw considerably more women with
women’s health problems than did their male colleagues.
Women were more likely to consult a woman general
practitioner if she was more available (that is, working
longer hours), and younger women were more likely than
older women to choose women general practitioners. Sex
differences in the treatment of women'’s health problems
were small and mainly related to the verbal part of the con-
sultation: counselling and providing information. The doc-
tors’ availability and their certainty about the working dia-
gnosis explained differences in the verbal aspects of con-
sultations. Women general practitioners had longer consul-
tations than their male colleagues mainly because more
health problems were presented per consultation.
Conclusion. In order to increase the possibility of patients
choosing women general practitioners, policy should be
directed towards the education of more women general
practitioners and women general practitioners should be
encouraged to work more days a week.

Keywords: patient choice of doctor; women doctors; doc-
tors' sex; women's health.

Introduction

LL women are affected by menstruation and the menopause;

some of them have problems with these physiological
processes and consult their general practitioner. Many women
undergo a vaginal examination in connection with these prob-
lems and other problems involving the genital system. Women
also consult their doctor for sex-specific examinations such as
breast examination and cervical smear tests, and for contracep-
tion and other sex-related issues. Earlier studies found that
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female patients, in general, have a preference for a doctor of their
sex!"3 and that they actually tend to choose a doctor of their own
sex.*® When consulting with problems of the female genital sys-
tem, this preference is even stronger.!'? In one study, the prefer-
ence for doctors of the same sex was strongest for items in which
the complaint involved a sexual dysfunction and a thorough
physical examination, for complaints of an intimate nature or
where complete undressing was required.?

Why do women choose to visit a woman doctor for women’s
health problems? Women find it easier, or less embarrassing, to
talk to a woman because of feelings of shame and fear, and
taboos about genital problems.!®-!! Further, women are thought
to have a better understanding of women’s problems and are
therefore easier to talk to.'° Women doctors are also said to be
more gentle when performing gynaecological examinations than
men doctors.! 12

Patients’ preference for a woman doctor could also be influ-
enced by other factors, such as the general practitioner’s experi-
ence and the patient’s age and education. However, patient
choice could be limited by the availability of women doctors.
Women general practitioners are still in the minority, though
their number has been increasing over recent years.!>® In addi-
tion, many of them work part-time and are therefore less fre-
quently available than their mostly full-time male colleagues in
the same group practices.'®

Although much attention has been paid to women’s health
problems in the literature,?%-?3 so far no data have been published
about differences between women and men general practitioners
in their treatment of these problems. Some studies indicate that
counselling is an important factor in consultations,*?* particu-
larly for gynaecological problems.?>2 In consultations relating to
women’s health problems techniques such as reassurance and
explanation have been advocated to reduce anxiety and to help
patients relax.?’ As regards health problems in general, differ-
ences have been found in the treatment provided by women and
men general practitioners.! Women doctors provided more
counselling and advice on health education and lifestyle than
male colleagues in the same group practices, while men more
often gave information on health problems and treatment and
offered more reassurance. The same study shows that women
general practitioners admit to more uncertainty about their diag-
noses than men general practitioners.

One could hypothesize that women and men general practi-
tioners differ from each other in treating women’s health prob-
lems. One reason could be that women doctors are more inclined
to follow the two main principles of women’s health care — con-
sideration of the socialization and sexual identity of women and
consideration of their social context.?® Other principles of
women’s health care are showing respect for patients and
encouraging them to cope with health problems and to take per-
sonal responsibility.?® Following these principles can avoid med-
icalization of a problem. Advice on the integration of these prin-
ciples into normal health care has been issued to the
government.?-3!

The number of women general practitioners is likely to
increase in the future and this will have consequences for the
accessibility and quality of care for women. The aims of this
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study were, therefore, to determine to what degree women
choose women general practitioners for women’s health prob-
lems and the determinants of this choice, and whether women
and men general practitioners differ in treating women’s health
problems and, if so, how this can be explained.

Method

The data were derived from the Dutch national survey of general
practice,’ a large scale study of morbidity and interventions in
general practice. The study was conducted among 161 general
practitioners working in 103 practices. Selection of participating
doctors was based on a stratified random sample of all Dutch
general practitioners (according to region, urbanization and dis-
tance to a general hospital). The general practitioners recorded
detailed information about all patient contacts in a three-month
period, with four groups covering one year (April 1987 to April
1988). The data recorded included patient characteristics, charac-
teristics of the consultation (such as first or repeat consultation,
length of consultation), problems presented, doctor’s diagnoses
(classified using International classification of primary care)
and services provided (diagnostic services, treatment, prescrip-
tions, referrals). Counselling and information provided were
recorded using the following categories: counselling passive/lis-
tening; counselling active/exploring; reassurance; information on
health problems/disease; and information about treatment/med-
ication/referral/operation/diet. The extent to which general
practitioners were certain of their working diagnosis was
recorded on a five-point scale for each problem presented (one,
very uncertain to five, very certain). Data on the general practi-
tioners’ characteristics — sex, availability and experience —
were obtained by written enquiry. Patients’ characteristics, such
as age, education and length of acquaintance with the doctor,
were derived from national survey data.>?

To ensure maximum uniformity in the data collection process
all participating doctors were trained in the use of the diagnostic
classification system. Written instructions with definitions were
provided to keep at hand during the consultation.3* Before the
recording period started all the elements of the registration form
were tested in each practice while a research assistant was pre-
sent. During the recording period each practice was visited once
a week by a research assistant to check the data as regards com-
pleteness and irregularities and to discuss problems that might
have arisen. During the recording period the doctors were asked
to formulate a diagnosis on the basis of a clinical vignette in
order to get an idea of the extent to which participating general
practitioners assign and name similar diagnoses. There was a rea-
sonable degree of conformity (approximately 90%) indicating
that this was a reasonably reliable method of registration. The
services provided by the doctors were not validated.

For this study only data from group practices with both
women and men general practitioners were considered (21 prac-
tices with 27 men and 23 women doctors) in order to balance
patients’ opportunity of choosing between a man and a woman
general practitioner. This allowed distance to the practice to be
excluded as a possible explanation for differences between
women and men doctors, as well as the composition of the
patient population, the characteristics of the area and the avail-
ability of other health services in the area.

Analysis

The analyses were restricted to women’s health problems most
commonly presented — consultations about menstruation, the
menopause and vaginal discharge, and for breast examination
and cervical smears. Only consultations with women patients
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aged 15-65 years (1654 consultations) were included, because
women’s health problems mainly arose in this age group (96.2%
in this study).

Only health problems presented on the initiative of the patient
alone or the patient and doctor together were selected in order to
exclude screening consultations (5.3% of 1654 consultations
were excluded) from the logistic regression analysis concerning
preferences for a woman or man general practitioner. The two
dependent variables were the general practitioner’s sex and treat-
ment provided — counselling (active or passive), information
(on health problems or treatment), reassurance, vaginal exam-
ination, prescription and referral (to secondary care or to other
primary health care professionals). The independent variables
were general practitioner’s sex, availability, experience and cer-
tainty about working diagnoses; and the patient’s health problem,
age, education and length of acquaintance with her doctor. The
availability of the doctors was defined as the number of full time
equivalents which they worked in the practice per week (0.1 full
time equivalent is a morning or an afternoon). Experience was
defined as the number of years a general practitioner had been
working in general practice. Certainty about the working diag-
noses was calculated for each general practitioner by taking the
mean of certainty for all the problems presented. Patient educa-
tion was divided into three categories by the level at which full-
time education was finished: low (primary education), middle
(secondary education) and higher (higher vocational training and
university). The length of acquaintance of a patient with her doc-
tor (and vice versa) was the number of years she had been regis-
tered with her present doctor.

In order to compare the numbers of women consulting a
woman or a man general practitioner for women’s health prob-
lems the consultations with each general practitioner were
expressed both as numbers and as percentages of the listed
women patients because the female patient population of men
general practitioners was bigger than that of women general
practitioners (60.4% versus 39.6% of women patients). However,
not all consultations in the group practices studied were with the
doctor with whom the patient was registered; it is quite possible
for a woman listed with a man general practitioner to go to a
woman general practitioner in the same group practice.
Differences in patient ages'® were taken into account by perform-
ing a direct standardization for the age distribution of all women
aged 15-65 years in the practice population of the participating
general practitioners (in five categories of 10 years).

The consultation length was recorded by the general practi-
tioners using six categories. In the analysis the midmarks of
these categories were used in order to calculate the mean consul-
tation length.

The percentages and mean values presented were tested for
statistical significance by a difference of proportions test and by
a t-test; both test for independent random samples.>*> Multiple
and logistic regression analyses were performed in order to
explain differences between women and men general practi-
tioners.

Results

Comparison of the two groups of general practitioners revealed
no significant difference in their ages: the mean age of the 23
women doctors was 38.2 years and of their 27 male colleagues
41.8 years. Women and men general practitioners differed signif-
icantly in availability and certainty, but not in experience.
Women general practitioners were less available (mean 6.1 ver-
sus 8.9 full time equivalents, P<0.001) and less certain about
working diagnoses (mean 4.4 versus 4.6, P<0.01) than their male
colleagues
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Preference for a woman general practitioner

Women general practitioners were more often consulted for
women’s health problems than their male colleagues: 53.8% of
all such consultations were with a woman general practitioner
(Table 1). Given the size of their personal female practice popu-
lation women doctors saw considerably more women’s health
problems, especially consultations about menopause problems
and involving a cervical smear, than men doctors.

Women presented additional health problems in more of the
consultations with women doctors than with men doctors (46.1%
of 890 versus 40.9% of 763). More than half of the patients con-
sulting their woman doctor about menopause problems (60.8%)
and for a breast examination (55.4%) presented one or more
other health problem in the same consultation; this was signifi-
cantly more than in consultations with men doctors (37.8% and
42.3%, respectively; both P<0.001). In two thirds of the consul-
tations for a cervical smear other health problems were presented
(65.5% to women doctors and 64.4% to men); for menstruation
problems the figures were 35.8% and 31.5%, respectively, and
for problems concerning vaginal discharge 41.3% and 40.5%.

Logistic regression analysis was performed to find the deter-
minants for the preference for a woman doctor. The chance a
woman will visit a woman doctor about women’s health prob-
lems is higher if the general practitioner is more available (odds
ratio 1.08, P<0.001, for a doctor working 0.1 full time equiva-
lents more). Younger women patients (in 10 year age bands) will

more often choose a woman doctor than older patients (odds
ratio 0.82, P<0.001).

Treatment

The services provided by women and men general practitioners
for women’s health problems are presented in Table 2. Women
doctors spent time listening to their patients in significantly more
consultations for a cervical smear and breast examination than
men doctors. Active counselling was provided in significantly
more consultations for menstruation problems with men doctors
than women doctors while the reverse was true for consultations
for a cervical smear. In most cases, men general practitioners
provided reassurance in consultations more often than women
general practitioners did. Information on health problems and
their treatment was generally provided more often by men doc-
tors than their female colleagues. No significant sex differences
were found for performing vaginal examinations and referring
patients, although overall more referrals to medical specialists
were made in consultations with men doctors. Finally, men gen-
eral practitioners prescribed medication in more consultations
about menopause problems than women general practitioners,
but no significant differences in prescribing were found for the
other women’s health problems.

In order to explain these differences logistic regression ana-
lysis was performed (Table 3). The chance of a patient receiving
information or reassurance was higher when she visited a man

Table 1. Number of consultations for women'’s health problems and age standardized rate of consultation among women patients.

Women GPs Men GPs
Number per 1000 Number per 1000

Number of women patients Number of women patients Ratio of rate
Type of problem consultations (n =10 566) consultations (n=16112) women:men
Menstruation 380 34, 7%** 321 20.3 1.7:1
Menopause 51 5.4%** 37 2.1 2.6:1
Vaginal discharge 208 18.8%** 195 12,5 1.5:1
Cervical smear 177 16.9%** 132 8.2 2.11
Breast examination 74 7.0%* 79 4.9 1.4:1
Total 890 82.7 764 48.0 1.7:1

n = total number of women patients aged 15-65 years on GPs’ personal lists. **P<0.01; ***P<0.001.

Table 2. Services provided in consultations for women’s health problems.

% of consultations

Menstruation Menopause Vaginal discharge Cervical smear Breast examination
Women Men Women Men Women Men Women Men Women Men
GPs GPs GPs GPs GPs GPs GPs GPs GPs GPs
Service (n=380) (n=321) (n=51) (n=37) (n=208) (n=195) (n=177) (n=132) (n=74) (n=79)
Counselling
Passive/listening 12.4 16.8 27.5 13.5 9.6 6.7 14,7 *** 4.5 17.6 ** 5.1
Active/exploring 16.8 25.5 ** 27.5 35.1 12.5 12.3 13.6 *** 4.5 17.6 12.7
Information
Health problems/
disease 40.0 41.4 31.4 43.2 37.0 49.7 ***  14.1 12.9 29.7 35.4
Treatment/
medication/referral/
operation/diet 30.5 39.9*** 216 40.5 37.5 44.1 12.4 9.8 23.0 21.5
Reassurance 16.1 24,3 *** 11.8 10.8 10.1 21.0 *** 7.3 15.2 ** 28.4 38.0
Vaginal examination 36.8 34.0 15.7 13.5 51.0 56.9 52.5 47.0 32.4 40.5
Prescription 44.7 43.9 45.1 73.0***  69.2 67.7 12.4 7.6 13.5 25.3
Referral 7.4 8.1 39 5.4 1.4 3.1 0.6 0.8 6.8 3.8
n = total number of consultations. **P<0.01; ***P<0.001.
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Table 3. Odds ratios of the chance that a service will be provided by a woman general practitioner.

Odds ratio

Controlled for health problem

Controlled for health problem

Service Uncontrolled and patient’s characteristics and patient’s and GP’s characteristics
Counselling® 0.97 1.1 1.54**

Information® ' 0.76** 0.78 0.58%**
Reassurance 0.53%** 0.48%** 0.38%**

Vaginal examination 0.99 0.89 0.84

Prescription 0.87 0.90 1.06

Referral 1.08 1.33 0.76

#Passive/listening and/or active/exploring. PHealth problems/disease and/or treatment/medication/referral/operation/diet. **P<0.01; ***P<0.001.

doctor for women’s health problems than when she saw a woman
general practitioner. Although the provision of information
seems to be explained by patients’ characteristics and health
problems (column two), when the data are also controlled for the
characteristics of the doctor another picture emerges (column
three). Women general practitioners were more likely to provide
counselling. The sexes did not differ significantly in terms of
prescribing, referring or performing vaginal examinations.

The contribution of the various characteristics of the general
practitioners is shown in Table 4. General practitioners who were
more certain about the working diagnosis were more likely to
provide counselling and information; doctors who were more
available were less likely to provide information. More experi-
enced doctors were more likely to provide counselling but less
likely to provide information. However, experience is unlikely to
be of great relevance because the odds ratios were all about 1.0.
It should be noted that the strength of relationships with general
practitioner characteristics will be overestimated, because the
number of consultations per doctor is high and therefore standard
errors will be smaller and as a result, relationships are more
likely to achieve statistical significance.

Consultation length

The mean consultation time for women’s health problems was
10.3 minutes with women doctors and 9.7 minutes with men doc-
tors (P<0.01). This difference can mainly be ascribed to prob-
lems concerning the menopause and vaginal discharge: with
women general practitioners consultations for these problems
lasted a mean of 12.1 and 10.8 minutes, respectively, while for
men general practitioners the mean times were 8.5 and 9.5 min-
utes, respectively (both P<0.01). There was no significant differ-
ence between the sexes for length of consultations for menstrua-
tion, breast examination and a cervical smear. Women seeing
their doctor with menopause problems had the longest consulta-

Table 4. Odds ratios of the chance that a service will be provided,
by characteristics of general practitioner.

Odds ratio by GP characteristic

Service Availability Experience Certainty
Counselling?® 0.97 1.03** 6.74%%*
Information® 0.85*** 0.97%** 3.39***
Reassurance 0.90 0.98 1.71
Vaginal

examination 0.95 0.99 1.59
Prescription 1.03 1.01 1.63
Referral 0.90 0.94 0.41

aPassive/listening and/or active/exploring. PHealth problems/disease
and/or treatment/medication/referral/operation/diet. **P<0.01;
***P<0.001.
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tions (mean for all women 10.6 minutes), those attending for a
breast examination the shortest (mean 9.6 minutes).

The general practitioner’s sex alone makes only a small contri-
bution to explaining the longer consultation time with women
general practitioners (0.5% of variance explained, P<0.01). If
patient characteristics, type of health problem and the number of
health problems presented in one consultation are taken into
account 17.8% of the variance is explained (P<0.001).

The availability and experience of the general practitioner, the
length of acquaintance between doctor and patient and the num-
ber of problems the patient presents explain 20.0% of the vari-
ance in consultation length (Table 5). However, the general
practitioner’s sex and patient’s education do not contribute to
this explanation, nor do the general practitioner’s certainty and
patient’s age. Part-time doctors had longer consultations, as did
less experienced doctors. The less doctors were acquainted with
the patient, the more time they took for the consultation.
However, the strongest explanatory factor remains the number of
problems presented by the patient.

Discussion

The system of data collection used in this study has advantages
and disadvantages. On one hand, a great deal of accurate
information is produced but, on the other hand, certain areas such
as counselling and provision of information and reassurance
allow room for interpretation on the part of the doctors. Whether
counselling is recorded as active/exploratory or passive/listening
will depend in part on the assessment of the doctor; provision of
information may be so much part of their routine that it may not
be recorded. These verbal and non-verbal aspects of communica-
tion need further investigation by means of independent observa-
tion methods, which ensure the validity of recording.

Another restriction is imposed by the group of general practi-

Table 5. Standardized and unstandardized regression coefficients
(beta and B) for length of consultation.

Beta B

GP characteristics

Sex -0.01 -0.08
Availability —0.12%** -0.24
Experience —0.09** -0.05
Certainty -0.03 -0.64
Patient characteristics

Age 0.05 0.02
Education 0.05 0.39
Length of acquaintance —0.11%** -0.73
Number of problems presented 0.35%** 2.52

**P<0.01; ***P<0.001.
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tioners selected for this study. Only group practices with women
and men general practitioners were investigated, so that, in
theory, patients had the chance of consulting a woman doctor.
General practitioners in such practices may differ from other col-
leagues in practice style and hence the generalizibility of the
results may be limited. This applies particularly to men general
practitioners, because while fewer than half of all Dutch men
general practitioners (42%) belong to a group practice, 80% of
women general practitioners work in a group practice.*

These limitations should be borne in mind when considering
the results of this study. More than half of the women studied
visited a woman general practitioner for women’s health prob-
lems (54%). This percentage ‘is considerably higher than the fig-
ure of 43% for all health problems.! When the number of
women in the practice population is taken into account, women
doctors saw many more women with women’s health problems
than their male colleagues. The embarrassing nature of these
health problems did seem to influence the choice of sex of gen-
eral practitioner. Consulting a woman doctor seemed to diminish
women’s reserve about mentioning health problems in general;
more women presented additional problems in consultations with
women doctors than with men doctors.

Determinants of the preference for a woman doctor were the
availability of the doctor and the age of the patient: women are
more likely to consult a woman doctor if the doctor is more
available, and younger women patients were more likely to
choose a woman general practitioner than older patients. The
issue of availability is an important finding. Only 14% of all
Dutch general practitioners are women, many working part
time?” and women’s preference in general practice is for part-
time work.® The demand for women general practitioners is
likely to increase among the future generation, given the prefer-
ence of younger women for a doctor of their own sex. The impli-
cations for health policy are clear. To enable women to consult a
woman doctor more women medical students have to be encour-
aged to become general practitioners. Additionally, vocational
retraining should be organized for women general practitioners
returning to work after raising a family.

Small sex differences were found in the treatment of women’s
health problems by general practitioners, mainly relating to the
verbal part of the consultation. The small numbers of consulta-
tions, especially for menopause problems and breast exam-
ination, may explain why some differences did not reach statist-
ical significance. In general, women doctors listened more often
to their patients than men doctors (passive counselling); this was
especially true with women who had problems with the
menopause and with women undergoing an examination for
breast or cervical cancer. Men general practitioners undertook
more active counselling than women doctors with women con-
sulting them for menstruation problems, while women general
practitioners undertook more active counselling with women
undergoing an examination for breast or cervical cancer.
Information seemed to be more commonly provided by men than
women doctors, as did reassurance. Communication and
information are important issues, particularly from the point of
view of women’s health care, but it cannot be concluded from
these findings that the principles of women’s health care with
regard to communication and provision of information are better
met by women than by men general practitioners in the group
practices investigated.

Another factor seen to be important in women’s health care is
the avoidance of medicalization where possible.?® This would be
apparent in prescribing and referring. With the exception of pre-
scriptions for menopause problems, which were provided in sig-
nificantly more consultations with men doctors than women,
there were no sex differences in prescribing and referring.
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However, this exception is an interesting one, because women’s
health care emphasizes the menopause (and menstruation) as a
normal physiological phenomenon that needs no medication in
most cases.?® It seems that women doctors support this idea more
than men doctors. Men doctors more often gave information than
women doctors, but because the content of the information was
not investigated it cannot be assumed that this led to less med-
icalization.

How can these differences between women and men general
practitioners in the treatment of women with women’s health
problems be explained? Counselling appears to be related to cer-
tainty about the working diagnosis: for both sexes combined
more certainty coincided with more counselling. However,
women doctors provided more counselling, especially passive
counselling, but were less certain about their diagnoses, or were
more willing to admit such uncertainty. This uncertainty is also
demonstrated by a greater tendency to order laboratory tests and
to ask the patient to make a repeat visit.! Whether this uncer-
tainty should be considered as enhancing quality of care, or as
increasing medicalization, cannot be determined from these data.
Provision of information about health problems and their treat-
ment is also related to more certainty. The more certain doctors
are about the diagnosis, the more specific information they can
provide. Less involvement in the practice also influences the
extent of provision of information. This is probably a matter of
time: part-time general practitioners plan and take more time per
consultation and therefore they have more time to provide
information to their patients. Another possible explanation is that
counselling and provision of information are sex-related behavi-
ours. Counselling can be considered as passive and affective
behaviour, and may therefore be a specific characteristic of
women.?® Provision of information is regarded as active and
instrumental behaviour and hence can be ascribed to men.
Finally, reassurance was only related to sex: men general practi-
tioners tried to reassure their women patients more often then
their female colleagues. Perhaps this can be ascribed to the oppo-
site sex of doctor and patient or it may indicate that reassurance
is a typically male characteristic. Another explanation may be
that women only reassure their patients if they are certain about
the diagnosis. It can be concluded that to some degree certainty
about the diagnosis and availability explain differences in the
verbal aspects of consultations for women’s health problems.
However, the results do not imply that men or women supply a
higher quality of care.

The length of consultation also deserves attention: women
general practitioners had longer consultations for women’s
health problems than men general practitioners. In trying to find
an explanation for this it was ascertained that the number of
problems presented, in particular, influenced the consultation
length. Since women general practitioners were more often con-
sulted by patients presenting more than one health problem, this
partly explains the sex difference. However, it also can be argued
that women general practitioners encourage their patients to pre-
sent additional problems. Other factors relevant to the length of
consultation were the availability and experience of the general
practitioner and the length of acquaintance between doctor and
patient. The less general practitioners were involved in the prac-
tice, the less experienced they were and the less acquainted with
a patient, the longer the consultation was. These factors explain
only 20% of the variance in consultation length. Other factors
must have contributed to the length of the consultation, for
instance the content of communication, information and exam-
ination, but these were not investigated in this study.

Women more often consulted a woman than a man general
practitioner for women’s health problems and, in view of this
preference, these problems especially should be a task for
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women general practitioners. However, once in the consultation
room there were few differences in the treatment of these prob-
lems, except in terms of communication. More detailed studies,
particularly of the verbal and non-verbal aspects of consultations,
are needed to determine whether there are differences between
women and men general practitioners in the quality of care pro-
vided.
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other countries develop their own systems of primary care.

The scholarships are also available to doctors from
overseas who wish to visit this country to study an aspect
of primary care relevant to their own country's needs.

The outstanding international travel scholarship
application submitted each year is eligible for the

The value of each scholarship will not normally exceed
£1000.

extension 233.
The closing date for applications is Monday 22 August
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international scholarships to enable
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If you would like further details or an application form
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