TUBERCULOSIS CASE MANAGEMENT & CONTACT INVESTIGATION COURSE

<<Date>>

San Francisco, California

COURSE APPLICATION

1. Please describe your position title and role in your jurisdiction’s TB control program:

2.
Check any of the following tasks for which you are responsible:

___
TB surveillance
___
quality assurance
___
TB case management
___
staff training and education
___
TB contact investigation
___
DOT
___
clinical care

___
supervision of DOT program

___
other major TB responsibilities:_________________________________________

3. How long have you had TB case management responsibilities?  ____________________

4. What model of TB case management does your program utilize? (i.e., nurse case managers, disease control investigators, etc.)

5. Does your TB program have a quality assurance (QA) component?  ___Yes    ___No

a.  If yes, please describe QA activities conducted and your role.

b.  If not, what are the barriers to implementing such a program?





Name:_________________________________

6. Do you supervise staff?  Yes___  No___
a)  If yes, who do you supervise? (check all that applies)

___  TB case managers
___  DOT/outreach workers
___  communicable disease investigators
___  surveillance staff
___  clerical staff
___other:______________________

b)
What special challenges do you face as a supervisor in your TB control program? Please be as specific as possible.

7. What do you hope to gain from your participation in this course?  (Please be very specific).
8. This course is four days long (<<Date>>).  Because of the nature of this course (small group discussions, numerous interactive exercises, etc.), we must limit the number of participants.

The course lasts daily until 4 pm, including the last day (a potential travel day for participants).

Can you commit to participating in all four full days of the course?  Yes___  No___

9. Is there anything else about your TB experience that you would like us to know?  Do you have additional comments or suggestions regarding the course?

10. Do you have Internet/e-mail access?  Yes___  No___ 

If yes, from where:  ( office  ( home  ( both

I have acquired my supervisor’s approval to attend this course.

__________________________________ Date:_________


Applicant’s signature

______________________ Date:___________ Phone number:(    )__________
Supervisor’s signature

Please return this form to ____________ by fax at xxx-xxx-xxxx or send to: 
Training Center

123 Street, Suite 101, San Francisco, CA 94110
SAMPLE SUPPLEMENTAL APPLICATION





Please print.


Completion of this form does not guarantee acceptance.  �Incomplete forms may be returned, which will delay your application.


(check one)


Mr.   Ms.   Mrs.    Last Name:				First:			             Middle initial:


------------------------------------------------------------------------------------------------------------------------------------------------------------------------


Position title:	Degree Used After Name:		


------------------------------------------------------------------------------------------------------------------------------------------------------------------------


Home   or Office     Address:


------------------------------------------------------------------------------------------------------------------------------------------------------------------------


City: 								State:			Zip code:


------------------------------------------------------------------------------------------------------------------------------------------------------------------------


Organization:							


------------------------------------------------------------------------------------------------------------------------------------------------------------------------


Department:							Division:


------------------------------------------------------------------------------------------------------------------------------------------------------------------------


Office telephone: (        )				Ext.:		Fax: (        )


------------------------------------------------------------------------------------------------------------------------------------------------------------------------�E-mail address:�------------------------------------------------------------------------------------------------------------------------------------------------------------------------


Would like CE credits for nurses:    No    Yes	License number: �-----------------------------------------------------------------------------








