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County of Los Angeles ( Department of Public Health
Office of AIDS Programs & Policy ( Provider Support Services Division

HIV/AIDS Counselor Update
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Instructions: 

1. Pre-Registration is required. Registrations at the door will not be accepted.
2. Application form (3 pages) must be filled out completely and sent back to OAPP at least one (1) week prior to the training date.  Incomplete applications will not be processed.

3. Please write applicant’s name at the top of each page in the space provided.

4. Participants who arrive later than 8:45 AM will not be allowed into the training.
5. Participants must attend the full day of training to receive credit. 
Please type or print legibly:

	
	 FORMCHECKBOX 
Mr.
	 FORMCHECKBOX 
Ms.
	 FORMCHECKBOX 
Dr.
	 FORMCHECKBOX 
Other (specify):     

	Name (Last, First, MI)
	     

	Position/ Work Title:
	     

	Agency:
	     

	Agency Address:
	     

	City, State, Zip Code: 
	     , CA       
	SPA:
	 

	Telephone:
	(   )    -    
	Fax: 
	(   )    -    

	E-mail Address:
	     
	Date:
	  /  /    


Please indicate the 2008 training date that you would like to attend (please indicate a first and second choice):

 FORMDROPDOWN 
 February 28               FORMDROPDOWN 
 May 29               FORMDROPDOWN 
 September 25
 FORMDROPDOWN 
 December 4 (en Español)
Do you need any special assistance (i.e.: sign language interpreter)?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please describe:      

This year, participants will have a choice between two different topics for the morning and afternoon sessions.  Please indicate your first choice.  First choices are granted on a first-come, first-serve basis and are therefore, not guaranteed due to space limitations. 
	Morning Sessions


	 FORMCHECKBOX 
Women and HIV: This session will explore 
        unique factors and other issues that contribute to  

        women’s HIV risk.
	 FORMCHECKBOX 
A Shot at Prevention: This session will discuss 
        harm reduction approaches related to intravenous 
        drug use.

	Afternoon Sessions



	 FORMCHECKBOX 
Prevention for Positives: This session will focus 
        on prevention for people newly diagnosed and 
        living with HIV.

	 FORMCHECKBOX 
Psychosocial Issues Related to HIV Risk and 
Infection: This session will explore psycho-social issues related to risk behavior, testing and becoming newly diagnosed.


Applicant Name:      
IMPORTANT FOR APPLICANTS!  READ THE FOLLOWING CAREFULLY:  The HIV/AIDS Counselor Update Training is committed to assisting Counselors in maintaining their HIV Counselor Certification.  The goal of the training is to provide yearly updates on HIV-related information and to increase the counseling skills of active Counselors.  All applicants must be employed by, or volunteering at, an agency, which provides one-on-one prevention counseling in an HIV testing program.  Applicants from other programs (i.e. HIV/STD, alcohol and drugs, etc.) who are only doing outreach and education do not qualify for this training.
To attend this training, you must be an active HIV prevention counselor and perform at least five (5) counseling sessions per month as reported through the HIV5 or HIRS data systems, or any other data collection approved by OAPP.  An applicant who does not meet these criteria will not be able to attend this training.
APPLICANT EMPLOYMENT INFORMATION


	1. What is your principal occupation?
	 FORMDROPDOWN 

	Other (specify):

     

	2. As part of your job duties, are you currently expected to do HIV Test Counseling?


	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	3. Approximately, what percentage of work time is dedicated to performing HIV Test Counseling per week?


	 FORMCHECKBOX 
0%

 FORMCHECKBOX 
25%

 FORMCHECKBOX 
50%
	 FORMCHECKBOX 
75%

 FORMCHECKBOX 
100%


Applicant Name:      
SUPERVISOR APPROVAL (To be completed and signed by applicant’s supervisor)

I certify that I have reviewed the entire application with my applicant,       (applicant’s name), and I believe that s/he is appropriately qualified and meets the criteria to be attend the HIV/AIDS Counselor Update.  

Supervisor’s signature________________________________________ Date      
SUPERVISOR INFORMATION (Please type or print information clearly)

	Name of  Supervisor:
	     
	Title: 
	     

	Agency:
	     

	Agency Address:
	     
	Phone:
	(   )    -    

	City, State, Zip:
	     , CA       
	Fax:
	(   )    -    

	E-mail:
	     


Completed applications must be returned to OAPP at least one (1) week prior to the training date.  Incomplete applications will not be processed.  After submission of a current and completed HIV/AIDS Counselor Update application:

1. A letter will be sent to confirm attendance for this training.  Participants are not authorized to attend training until they have received a confirmation letter from OAPP.
2. If the requested training date is full, participants and their supervisor will be notified.
Please e-mail, fax, or mail completed applications to:

Bruni Magallanes

Office of AIDS Programs & Policy ( Provider Support Services Division

600 S. Commonwealth Ave, 6th Floor ( Los Angeles, CA 90005

Ph: 213.351.8079 ( Fax: 213.738.6571 ( bmagallanes@ph.lacounty.gov
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