Participant Registration Form
AHEC Project for the Behavioral/Mental Health of Veterans/Service Members & Families

	1Today’s Date: 
     
	2AHEC Center:
     

	3Information for this form is provided voluntarily.  AHEC is required to report information about program participants.  Data will be kept private to the extent allowed by law and will be referenced periodically to evaluate the effectiveness of AHEC services and programs.  We appreciate your cooperation in the completion of this form.  Please type or print clearly. Within in the next month you may receive a request to complete a very brief survey to assess the effectiveness of this offering in integrating key concepts into your professional practice.  

	4ID(AHEC Office Use Only):
	5Participant Type (select one)
 |_| Student |_| Healthcare Prof/Worker |_| Other

	6Last Name/First name
     

	7Address
     
	8City      
	9County (Parish or Borough)        
	10State      
	11Zip code (9 digit as possible)  
     

	12Primary Phone #        
	13Preferred Email address      

	14Employer  Name 

	[bookmark: _GoBack]15Work/ Practice Location(s)Address
     
	16City      
	17County (Parish or Borough)      
	18State      
	19Zip code (9 digit as possible)  
     

	
20Are you employed by or work in the following?  (select all that apply)

	|_|  Rural Setting
|_|  *Federally-qualified health center (FQHC) – 
includes health care for the homeless; primary care public housing, migrant health center, school-based health center, rural health clinic)
|_|  Community-Based Training Site – Area Health Education Center (AHEC)
|_|  National Health Service Corp (NHSC) Site 
|_|  Hospital
|_|  Nursing Home
|_|  Community-Based OrganizationCh/Non-profit
|_|  * Health department, Local
|_|  * Health Department, State
|_|  Academia – education/ college/ university
	|_|  US Department of Health and Human Services
|_|  Centers for Disease Control and Prevention (CDC)
|_|  Health Resources and Services Administration (HRSA)
|_|  National Institutes of Health (NIH)
|_|  Tribal Government; 
|_|  *Indian Health/Tribal Health Department
|_|  * Indian Health Service (IHS)
|_|  Veteran’s Administration (VA) 
|_|  Geriatric Education Center (GEC)
|_|  Government, Other State
|_|  Government, Other City
|_|  Government, Other County
|_|  Government, Other Federal
	|_|  * Shortage areas -Primary medical care, mental health, 
and dental health professional shortage areas (HPSA ) (federally designated under section 332) 
|_|  *Ambulatory Practice Site Designated by State Governor
|_|  *Public Housing Primary Care
|_| **Other Medically Underserved Site such as: Emergency 
care facilities, State-owned facilities for indigent care, teaching hospitals, and other teaching facilities with a Medicaid/Medicare patient population of 50% or more of the total patient population, Sites with un-insured patient population greater than the national average, Ambulatory practice sites with a Medicaid/Medicare patient population of 50% or more of the total patient population including public, non-profit, faith-based, and charity facilities
|_|  Other (specify)  _____________________________

	
21 Health Profession Discipline (Select one and specify below) 

	|_|  Allopathic Medicine
|_|  Chiropractic
|_|  Clinical Lab Worker
|_|  Clinical Psychology
|_|  Clinical Social Work
|_|  Community Health Worker
|_|  Dental Assistant
|_|  Dental Hygiene
	|_|  EMT – Paramedic/First Responder
|_|  General Dentistry
|_|  Health Education/ Behavior
|_|  Health Information Systems/ Data Analysis
|_|  Health Services/ Hospital Administration
|_|  Licensed Practical/ Vocational Nurse (LPN/LVN)
|_|  Nurse Midwife
|_|  Nurse Practitioner (NP)
	|_|  Nutrition - Dietetics
|_|  Occupational Therapy
|_|  Optometry
|_|  Osteopathic General Practice
|_|  Pharmacy
|_|  Physical Therapy
|_|  Physician Assistant
	|_|  Podiatry
|_|  Psychiatry
|_|  Public Health (General Studies) 
|_|  Registered Nurse
|_|  Substance Abuse/Addictions Counseling
|_|  Veterinary Medicine 
|_|  Other – specify below

	
Please further specify discipline/specialty/subspecialty  _______________________________________________________________________________

	
22Do you intend to apply the training from this activity toward employment or professional requirements, continuing education credit, certification,  or credentialing?  |_| Yes   |_| No



Shaded fields are not required by or reported to HRSA. Numbers correspond with Guidelines items.

 The OMB control number for this project is 0915-0352.  Expiration date (7/31/2015).
AHEC VMH CE Participant Registration Form 01-02-13 

