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Instructions: 
Application form must be filled out completely and sent back to OAPP four (4) weeks prior to the training date. Incomplete applications will NOT be processed.
PART I.  REGISTRATION  (Please type or print legibly)

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

	Applicant Name:
	Last:     

First:     



     MI: 

	Position/Title
	     

	Agency:
	     

	Address:
	     

	City, State, Zip Code:
	     

	Email Address:
	     

	Telephone:
	     
	Fax: 
	     

	Professional License #
	     


Please indicate the training dates that you would like to attend:
        
1st Choice: 
  /  /      


2nd Choice:
  /  /     

Do you have any special assistance needs (i.e. sign language interpreter, translator)?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No

If yes, please describe:     
A letter/email will be sent to confirm attendance for this training.  If the requested training date is full, participants and their supervisor will be notified. 

Please mail, fax, or e-mail completed applications to:

Lora Smith
Office of AIDS Programs & Policy ( Provider Support Services Division

600 S. Commonwealth Ave, 10th Floor ( Los Angeles, CA 90005

Ph: 213.351.8371 ( Fax: 213.381-8041 ( lorasmith@ph.lacounty.gov
Applicant Name ​​​​​​​​​​​​​​​:                                                                               



Last



First

        MI

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



	Gender: 
	 FORMCHECKBOX 
Male
	 FORMCHECKBOX 
Female
	 FORMCHECKBOX 
Transgender
	 FORMCHECKBOX 
Other

	1. Race/Ethnicity: 

(Please choose one)


	 FORMCHECKBOX 
White, Non-Hispanic

 FORMCHECKBOX 
Black, Non-Hispanic

 FORMCHECKBOX 
Hispanic/Latino/Chicano

 FORMCHECKBOX 
Asian

 FORMCHECKBOX 
Native Hawaiian/Pacific Islander
	 FORMCHECKBOX 
American Indian/Alaska Native

 FORMCHECKBOX 
Mixed Heritage (specify):

 FORMCHECKBOX 
Other (specify):

	2. Primary Language Spoken/Written (please specify)

	 FORMCHECKBOX 
English

 FORMCHECKBOX 
Spanish

 FORMCHECKBOX 
Other​​​​​​​​​​​​​​​​​​     

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


	 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No


AGENCY INFORMATION
	4. In what type of organization are you primarily employed?


	 FORMCHECKBOX 
LAC DPH

 FORMCHECKBOX 
LAC DHS
 FORMCHECKBOX 
Other Government Agency

 FORMCHECKBOX 
Community Based Agency
	 FORMCHECKBOX 
University/Research Org.
 FORMCHECKBOX 
Private Medical Group/HMO/PPO, etc.

 FORMCHECKBOX 
Other (specify):      



APPLICANT EMPLOYMENT INFORMATION

	5. What is your principal occupation? 

(Choose only one)


	 FORMCHECKBOX 
Physician (MD or DO)
 FORMCHECKBOX 
Physician Assistant

 FORMCHECKBOX 
Nurse Practitioner

 FORMCHECKBOX 
Certified Nurse Midwife

 FORMCHECKBOX 
Public Health Nurse
	 FORMCHECKBOX 
LVN

 FORMCHECKBOX 
Health Educator

 FORMCHECKBOX 
Administrator/Supervisor
 FORMCHECKBOX 
Other (specify):      



PART III: SUPERVISOR APPROVAL (To be completed and signed by applicant’s supervisor)
	Name of  Supervisor:
	     
	Title: 
	     


	Phone
	     
	Fax:
	     

	E-mail:
	     

	Signature
	


HIV Disclosure for Physicians and Nurses
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