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County of Los Angeles ( Department of Public Health

Office of AIDS Programs & Policy ( Provider Support Services Division

HIV Prevention Counseling and Skills Certification Training
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Instructions: 
1. Pre-Registration is required. Registrations at the door will not be accepted.
2. Application form (6 pages) must be filled out completely and sent back to OAPP four (4) weeks 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.
PART I.  REGISTRATION  (Please type or print legibly)

Today’s Date   /  /    
	
	 FORMCHECKBOX 
Ms.
	 FORMCHECKBOX 
Mr.
	 FORMCHECKBOX 
Dr.
	 FORMCHECKBOX 
Other (specify):

	Applicant Name 

(Last, First, MI)
	     

	Position/Title
	     

	Agency:
	     

	Agency Address:
	     

	City, State, Zip Code:
	     , CA       
	SPA:
	 

	Telephone:
	(   )    -    
	Fax: 
	(   )    -    

	E-mail Address:
	     
	Date:
	  /  /    


Please indicate the training dates that you would like to attend:
        

1st Choice: 
  /  /      through    /  /    
2nd Choice:
  /  /      through    /  /    
Do you have any special assistance needs (i.e.: sign language interpreter, translator)?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please describe:

__________________________________________________________________________________

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.  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
Applicant Name:      
PART II.  QUESTIONNAIRE (To Be Completed By Applicant) 

DEMOGRAPHIC INFORMATION:




	1. Education Level: 

( Choose the highest level completed and specify degree if applicable)


	 FORMDROPDOWN 


	2. Sex:


	 FORMDROPDOWN 
 (if “Other,” please specify):     

	3. Race/Ethnicity: 

(Please choose one)


	 FORMDROPDOWN 
 (if “Mixed Heritage” or “Other,” please specify):      

	4. Would you prefer to take this training in Spanish? 


	 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No


AGENCY INFORMATION

	5. Does your agency have a HIV Counseling & Testing contract with OAPP?
	 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

	If Yes to Question 6, please answer the following:

	a. Contract Number:


	     

	b. Program Name:


	     

	c. Type of Program:


	 FORMDROPDOWN 
 (if “Other,” please specify):      
_________________

	d. OAPP Contact Name and Phone: 


	     
(   )      


Applicant Name:      
IMPORTANT FOR APPLICANTS!  READ THE FOLLOWING CAREFULLY:  HIV Prevention Counseling and Skills Certification Training has grown out of a commitment to provide a high standard for HIV prevention counseling in Counseling and Testing Programs funded by Los Angeles County OAPP or California DHS Office of AIDS.  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.
After completing this training, you must be an active HIV prevention counselor and perform at least five (5) counseling sessions in the next 12 months 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 get re-certified when the certification comes due.   
APPLICANT EMPLOYMENT INFORMATION


	6. What is your principal occupation? 

(Choose only one)
	 FORMDROPDOWN 
 (if “Other,” please specify):                     

	7. Are you currently employed or soon to be hired as a HIV Test Counselor?


	 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

	a. If soon to be hired, specify expected Start Date: 


	

	8. Have you currently volunteered for more than three (3) months at an HIV Testing Site?


	 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

	a. If yes, specify in what capacity and how often:


	     

	9. As part of your job duties, will you be performing HIV Test Counseling?


	 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

	10. Will you be responsible for conducting Rapid HIV Tests?


	 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

	11. Approximately, what percentage of work time will be dedicated to performing HIV Test Counseling per week?


	 FORMCHECKBOX 
0%

 FORMCHECKBOX 
25%

 FORMCHECKBOX 
50%
	 FORMCHECKBOX 
75%

 FORMCHECKBOX 
100%


Applicant Name:      
PART III: APPLICANT’S STATEMENT 


INSTRUCTIONS:  Answer the following questions and sign at the bottom of the statement.  Please type or print double-spaced.  If not legible the application cannot be processed.  If you need more space to write, you may use one 8½ x 11 paper and attach it to the application. 

1. What personal attributes or characteristics do you have that would help you be a good counselor?
     
2. Describe how HIV prevention counseling certification fit into your core job functions. Would you be able to conduct your job duties without being certified?
     
3. What previous education (trainings, workshops, etc.) or experience have you acquired that would make you a good candidate?  Please specify.
     
PART IV:  DUTY STATEMENT  (To be reviewed by both Applicant and Applicant’s Supervisor)
Instructions For Supervisors And Candidates:  Candidate’s Supervisor/Coordinator must review this application and the duty statement with candidate and sign at the bottom.

HIV Prevention Counseling and Skills Certification Training Description

· This training is a consecutive five-day (40 hours) training.  It is intensely focused on classes designed to develop and enhance client-centered HIV prevention counseling concepts, and skills in the participants.

· Counseling skills are taught in ‘modules’ wherein a counseling concept is first explained and demonstrated by the trainers, and finally practiced by the participants in small groups of two or three.  Each module builds on the one before it until all the individual skills are integrated into a complete package.

· Participants demonstrate their comprehension of the material presented in the training both in a written post-test and in two evaluated role-plays.  Participants must successfully complete the written test and oral evaluations in order to be certified.   
· Successful completion of this training fulfills the training requirement for all Los Angeles County-employed HIV Test Counselors for one year.  You must attend an annual recertification training to maintain your counselor certification.  This is your responsibility. 

Criteria for Participant Selection 

· Must be employed by, or volunteering at, an agency which provides one-on-one HIV counseling and testing services funded by Los Angeles County OAPP or California DHS Office of AIDS.

· Must be actively involved, now or in the near future, with face-to-face, one- on-one client- centered harm reduction HIV prevention counseling.

To qualify as volunteer the candidate must have been volunteering at a qualified agency for at least 3 months and dedicate at least 25% of their time to perform one-on-one HIV prevention counseling. 

· Must pass a Pre-Training Test with a score of 88% or higher.

· Must agree to attend the five consecutive days (40 hours) of training and always be on time. Participants who miss more than two (2) hours of the entire training will not be allowed to complete the course and will have to repeat the training at a later date. 

Attributes of a Good HIV Prevention Counselor

· Knowledge of the medical and scientific facts of HIV disease, epidemiology, methods of prevention and related issues.

· Effective communication skills and the ability to modify counseling and education in order to meet the language and cultural needs of the client. 

· Must demonstrate the ability to apply communication skills to a broad range of sensitive & personal issues

· Ability to establish rapport with clients and assess the client’s risks history.

Applicant’s Signature

I certify that I have answered the above questions truthfully and to the best of my knowledge.  I also have reviewed the Duty Statement and fully understand the requirements of the training and the responsibilities of being an HIV Test Counselor. 

Applicant’s signature__________________________________________ Date:      
PART V: SUPERVISOR APPROVAL (To be completed and signed by applicant’s supervisor)

I certify that I have reviewed the entire application (Registration, Questionnaire, Applicant’s Statement, and Duty Statement) with my applicant,       (Applicant’s Name), and I believe that s/he is appropriately qualified and meets the criteria to be trained as an HIV Prevention Counselor.  I understand that upon successful completion of the HIV Prevention Counseling and Certification Training the applicant will be providing one-on-one HIV Counseling and Testing Services as reported through the HIV5/HIV6/HIRS data systems. 

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

	Name of  Supervisor:
	     
	Title: 
	     

	Agency Name:
	     

	Agency Address
	     
	Phone:
	(   )      

	City, State, Zip
	     , CA       
	Fax:
	(   )      

	E-mail:
	     


After submission of completed Basic I application:

1. If the training dates you have requested are not available, you will be notified of your status and asked to choose another training date

*Priority is granted to providers who have contractual agreements with OAPP

2. If application is approved, applicant will be mailed a confirmation letter and a Pre-Training Packet. 

3. Prior to the training start date, applicant MUST come into OAPP offices to take a Pre-Training Quiz. 

-END-

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
HIV PREVENTION COUNSELING AND SKILLS CERTIFICATION (BASIC I) TRAINING APPLICATION
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