Sample HCPP Participant Form
A-TrACC Field Guide Suggestions
Health Careers Promotion and Preparation
These forms are intended as an example only, and their use is not required by HRSA.
	1Today’s Date:                                                    2Activity Code/Title: 
     
	3AHEC Center:
[bookmark: Text37]     

	4Information 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.  

	5 7-Digit ID(AHEC Office Use Only):
	6Participant Type (select one)   
|_| Student-not in high school yet      |_| Student-HS                    |_| Student-College        |_| Not currently a student                        
|_|  Career Changing Adult                |_| Dislocated Worker         |_| Other (Specify) ________________

	7Last Name/First name   
     
	8Gender
	9Birthdate 
[bookmark: Text39][bookmark: Text40]     /      /        (mm/dd/yyyy)
	10Age   
           _________

	
	[bookmark: Check7]|_| Male 
	[bookmark: Check8]|_| Female
	
	

	11Address
     
	12City         
	13County (not USA)      
	14State      
	15Zip code (9 digit as possible)  
     

	16Primary Phone #        
	17Permanent Email address         

	18 Ethnicity (select one)   
|_| Hispanic
|_|  Non Hispanic
	19 Race (select one)
|_| African American / Black 
|_| American Indian/Alaskan Native 
|_| Asian (Chinese, Filipino, Japanese, Korean, Asian Indian, or  Thai – these groups are not underrepresented in the health workforce)
	|_| Asian (Other)
|_| Native Hawaiian/Other Pacific Islander
|_| White 
|_| More than one Race - White and not underrepresented Asian
|_| More than one Race all others 

	20 Would you consider yourself "disadvantaged" (using the definition provided)?         |_| Yes          |_|  No  
A "disadvantaged" individual is one who comes from an environment that has inhibited the individual from obtaining knowledge, skills, and abilities required to enroll in and graduate from a health professional training school, or from a program providing education or training in an allied health profession OR A disadvantaged individuals comes from a family with an annual income below a level based on low-income thresholds set by the US government.

	21Parent/Guardian- Last Name/First name   


	22 Parent/Guardian Address(if different from above)  
     
	23City         
	24 County (not USA)      
	25 State      
	26 Zip code (9 digit as possible)  
     

	27 Parent/Guardian Primary Phone #        
	28 Parent/Guardian Permanent Email address         

	29How do you prefer to be contacted?   |_| Phone    |_|Email   |_| Facebook    |_|  US Mail   |_| Text 
(If text, what number?)_______________________________

	30  Please list 3 other persons, who do not live with you, that will know how to contact you in the future.
Name                                                                                           Phone Number         Email Address
1. ____________________________________________       _______________        ________________________________________________

2.  ____________________________________________       ______________         ________________________________________________

3. ____________________________________________       ______________          ________________________________________________

	31School  Name   
     
	32City         
	33County (not USA)      
	34State      
	35Zip code (9 digit as possible)  
     

	36 Current Grade/ College year
	37If college student, Major
	38 Anticipated Date of  Graduation        /        (mm/yyyy)
	39Counselor/Teacher/Advisor Name

	40 Do you plan to apply this activity to a certification for example Community Health Worker, Certified Nurse Assistant, Dental Assistant, CPR, 1st Responder, or other:  |_| Yes   |_| No  If Yes Specify _________________________

41 Are you currently enrolled in a Health Professions program such as those listed above? |_| Yes   |_| No  Yes/Specify _____________

	42 I intend/plan/would like to enter a health career. |_| Yes     |_|  No

	43 I intend/plan/would like to work in a primary care setting, for example a clinic for Family Medicine, General Internal Medicine, or General 
    Pediatrics.          |_| Yes     |_|  No  |_|  Not Applicable




	44 I intend/plan/would like to enter a health career in primary care for example as a family medicine doctor, nurse practitioner, 
    physician assistant, or community health worker, etc.).           |_| Yes          |_|  No

	45 I intend/plan/would like to work with people who are medically underserved, that is people who face economic, cultural, or linguistic 
    barriers to healthcare.  |_| Yes     |_|  No

	46 I intend/plan/would like to work in rural areas (not big cities)             |_| Yes                |_|  No 

	
47 (AHEC Office Use Only)            Date(s) of follow-up          /       /        (mm/dd/yyyy)

Did the participant complete the AHEC activity/program?              |_| Yes     |_|  No        Date of completion       /        (mm/ yyyy)

Did the participant graduate from school?                                        |_| Yes     |_|  No        Date of graduation       /        (mm /yyyy)

Was the participant accepted in a health professions program?   |_| Yes     |_|  No         Date                               /        (mm/ yyyy)

If graduate was accepted into health profession program, select the program. 
	|_|  Allopathic medicine
	|_|  Epidemiology
	|_|  Veterinary Medicine 

	|_|  Osteopathic Medicine
	|_|  First responder (EMP, paramedic, fire rescue, HazMat) 
	|_|  Optometry

	|_|  Chiropractic
	|_|  Health administration 
	|_|  Marriage and Family Therapy 

	|_|  Community health worker 
	|_|  Pharmacy
	|_|  Professional Counseling

	|_|  Dental hygiene
	|_|  Mental/Behavioral Health 
	|_|  Physician Assistant

	|_|  General dentistry 
	|_|  Podiatry
	|_|  Other (specify) ______________






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