[image: HRiA LH Top]
APPLICATION FORM
CORE COMPETENCIES TRAINING FOR COMMUNITY HEALTH WORKERS
DELIVERED BY THE CENTRAL MA AREA HEALTH EDUCATION CENTER
SPONSORED BY THE NEW ENGLAND ASTHMA INNOVATIONS COLLABORATIVE (NEAIC)

     Please type or print all responses. All required unless otherwise marked.
	FULL NAME
	

	CURRENT EMPLOYER
	

	CURRENT POSITION
	

	WORK ADDRESS

	

	PHONE (WORK)
	

	EMAIL (WORK)
	

	HOME ADDRESS

	

	PHONE (MOBILE)
	

	PHONE (HOME - OPTIONAL)
	

	EMAIL (PERSONAL - OPTIONAL)
	




As the applicant, I attest to the following:
1) I wish to enroll in the Core Competencies Training for Community Health Workers.
2) I plan on attending every training session for its entirety.  
3) After successfully attending and participating in this series of trainings, I will receive a certificate of completion.
4) I understand that, if I do not attend every session, I will not receive a certificate of completion.
5) I understand that tardiness or leaving before the end of a session may have implications on satisfactory completion.
6) I understand that I am responsible for my own transportation to and from the training facility.

By signing my name below, I confirm that I understand the above attestations.

Signature	_____________________________ 		Date _____________________

  


APPLICATION FORM CONTINUED

	How long have you been at your current workplace? What positions have you held there?

	







	
Have you taken any formal CHW training in the past?
	
[bookmark: Check4][bookmark: Check5]Yes |_|		No |_|


	Please list course titles, training organization, and date(s) of attendance.

	COURSE TITLE
	TRAINING ORGANIZATION
	DATE(S) OF ATTENDANCE

	

	
	

	

	
	

	

	
	




	What kinds of clients do you usually work with? 

	
[bookmark: Check6]Children (0-11)    |_|	  Children (12-17)       |_|
	
[bookmark: Check7]Adults  (18-59)    |_|          Adults (60+)     |_|




	Which topics do you work on?  Select all that are applicable.

	
Addiction/substance abuse  |_|

	
Asthma/COPD   |_|
	
Blood pressure/        |_|
heart health
	
Diabetes   |_|

	
Maternal/child health          |_|	
	
Nutrition            |_|
	
Obesity/exercise       |_|
	
Other        |_|

	
If you marked “Other,” please describe:
	




	What would you like to gain from this training?

	


APPLICATION FORM CONTINUED

	Is there anything else we should consider when evaluating your application?
Please limit your response to 4 sentences.

	













It is highly recommended that your supervisor submit a letter of recommendation for you.  It may be mailed/emailed separately or along with your application.

Please return the completed form:

By email (preferred): cgordon@hria.org 

By fax: 617-451-0062, Attn: Christine Gordon

By mail: 	Christine Gordon, Asthma Regional Council, Health Resources in Action
95 Berkeley Street, Suite 202, Boston, MA 02116

[bookmark: _GoBack]This training is sponsored by the New England Asthma Innovations Collaborative (NEAIC).  
NEAIC is supported by Grant Number 1C1CMS331039 from the Department of Health and Human Services (DHHS), Centers for Medicare and Medicaid Services (CMS).  The contents of this application and training are solely the responsibility of the authors and have not been approved by the DHHS, CMS.
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