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Registration Form


HCRC

Minneapolis


TITLE OF PROGRAM:
Hepatitis C Resource Center Preceptorship

LOCATION OF PROGRAM:
 VAMC, EES, 5445 Minnehaha Avenue  South, Minneapolis, MN  55417 

PROGRAM DATE(S):
September 20, 2002



CONTACT PERSON:
Name: Holly Groom  Phone: (612) 725-2000 4733  Fax:  (612) 725-2248




Email:  holly.groom@med.va.gov

REGISTRATION INSTRUCTIONS
1. Download a copy of this form to your personal computer (under FILE, click on SAVE AS, specify SAVE IN destination on your personal computer, click SAVE).

2. Follow your local approval procedures before registering for this program.  

3. Email or Fax completed registration form to the contact person listed above.

4. If travel is required to attend this program, funds must be provided by your facility/VISN.

· Your travel clerk will need to prepare your travel authority (SF-3036).

· Obtain your travel authority (SF-3036) and advance of funds.

· Obtain a traveler’s itinerary worksheet from your travel clerk.

REGISTRATION DEADLINE:

August 20, 2002



Participant Information
(Please type or print clearly)
Name: 
First       
MI    
Last      



SSN*: 
   
  
    

Sex:
 FORMCHECKBOX 

Male
 FORMCHECKBOX 

Female



Job Title: 
(40 spaces max)     
 



Professional Degree(s):  As it should appear on your certificate 
 (15 spaces max)      



[image: image1.wmf]Occupational Category:   FORMCHECKBOX 
 MD     FORMCHECKBOX 
 PA     FORMCHECKBOX 
 RN, LPN     FORMCHECKBOX 
 CNP/CNS    FORMCHECKBOX 
 PharmD     FORMCHECKBOX 
 Other 



Facility/Org Name:

     
Facility #       

Mailing Address:
     
VISN #    

City / State / Zip:
     

Service / Dept: 
     
Mail Routing Symbol:       

Phone:
     
Fax:       

E-mail Address:
     
Pager:       



While at program, name & number to call in event of an emergency:  (Required)
Name:       
Day #:       
Eve #:       

COMPLETE THIS SECTION IF SUPERVISOR APPROVAL IS REQUIRED FOR REGISTRATION





I certify that the funding is available to send the participant to the course, and that the participant has the time available to attend the course.





Participant Signature

Supervisor Signature

     

     

Date

Date

The following are basic information questions that will help us to get a better understanding of the structure of your VA Hepatitis C services.  Please answer them all to your best ability as they will help us to determine how appropriate this training program is for you.

1.  How long have you been working in your position?      

2.  Number of staff in your clinic who see HCV patients:

3.  Number of clinic days (per week) devoted to HCV patients:


4.  Do you refer patients to Mental Health?
Yes

No   

   a ) If yes, what is the process? 

   b) If no, do you screen patients for depression?

5.  Do you refer patients to Substance Abuse counselors?

Yes

No

   a) If yes, what is the process?  

  b)  If no, do you screen patients for substance use problems?

6.  What HCV-related trainings would you find most beneficial to your work?

7.   Why are you interested in participating in this preceptorship? 

8.   What do you feel are the biggest barriers to providing HCV treatment at your clinic?

9.   On a scale of 1 to 5, how effectively do you feel your clinic diagnoses and treats HCV-positive  patients? (1=not effective at all, 2=somewhat effective, 3=effective, 4=very effective, 5=most effective)
1

2

3

4

5




1

