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PARTICIPANT INFORMATION FORM
Federal funding for AHEC requires collection of participant data at all training events. The information you provide is confidential and will not be shared except as part of an aggregate number for each category. We appreciate your completed data form returned to us by the end of the training.








AHEC CENTER_______________________
DATE_______________________
Training Type:
  Community Based Education for Practicing Professionals

  CHC Training for Residents and Students 

  Teaching Residents and Students to Present Health Information

  Pipeline Activities for K-16
School or Practice Name: _____________________________________________
City, State, Zip Code ​​​_____________________________________________________
Gender:
   Male 
  Female

Age:  
              Under 20    20-29   30-39   40-49   50-59   60+

Ethnicity and Racial Background: 

___ Hispanic or Latino AND American Indian/Alaskan Native

___ Hispanic or Latino AND Asian Indian, Chinese, Filipino,   Japanese, Korean, Vietnamese, Thai
___ Hispanic or Latino AND Asian Hmong, Laotian, Other
___Hispanic or Latino AND Native Hawaiian/Pacific Islander

___ Hispanic or Latino AND White or Caucasian

___Hispanic or Latino AND Black or African American
___Hispanic or Latino only
___Hispanic or Latino AND two or more races (Indicate) _____________________
___Hispanic or Latino AND Other (Indicate)______________________________
___Not Hispanic or Latino AND American Indian/Alaskan Native

___Not Hispanic or Latino AND Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, Thai

___Not Hispanic or Latino AND Asian Hmong, Laotian, Other
___Not Hispanic or Latino AND Native Hawaiian/Pacific Islander

___Not Hispanic or Latino AND White or Caucasian

___Not Hispanic or Latino AND Black or African American

___Not Hispanic or Latino AND two or more races (Indicate) _____________________

___Not Hispanic or Latino AND Other (Indicate)_____________________________
Do you consider yourself to have an economically or educationally disadvantaged background?

NO_______YES
FOR PRACTICING PROFESSIONALS AND STAFF
Discipline
___ Family Medicine

___Internal Medicine

___Pediatric Medicine

___Emergency Medicine

___Medical Resident

___Other Physician


___Mental Health

___Physician Assistant

___Nurse Practitioner


___Other Advanced Practice Nurse

___Registered Nurse

___Dentistry


___Pharmacy


___Public Health
___Social Work
___Health Administration

___Medical or Nurse Assistant

___LVN
___Laboratory and Clinic Tech
+ 
___Clerical Staff

___Other ____________________
Practice Site:

  Solo or Group Practice

  Private Hospital or Hospital Clinic

  County Hospital or Clinic

  Residency Program

  Community Health Center 

  Rural Health Clinic

  NHSC Site

  FQHC

  Migrant Health Center

  Health care for Homeless

  Public Housing Primary Care

  Mental Health Center

  Indian Health Service

  Health Dept

  Other __________________

About the training: 
 Face to face

 Distance Education Video/Audio

 Distance Education Web-Based


About Your Patients:
In the last week of your practice, estimate the percentage of clients who are:




None

<25%

25-50%
>50%

Don’t know

Uninsured    

   

    

    

    

       
Medi-Cal Funded
   

    

    

    

       
Ethnic Minorities
   

    

    

    

       

Non-English Speaking
   

    

    

    

       
FOR STUDENTS AND RESIDENTS ONLY
School:
  Elementary



  Middle School

  High School

  Certificate Program_____________
  Community College


Major____________________​
  Baccalaureate Program

Major ___________________​​​
  Post Baccalaureate Program

  Residency Training Program
     Specialty____________________​
Graduate School 

  Medical School


  Advanced Practice Nursing


  Physician Assistant


  Mental Health


  Social Work


  Optometry

  Dentistry


  Pharmacy

  Other __________________
Do you attend the University of California? _____ ________ ____________________
 (Name of Campus)
Training Site:
  School or School based Clinic

  Hospital or Hospital Clinic

  County Hospital or Clinic

  Residency Program

  Community Health Center 

  Rural Health Clinic

  NHSC Site

  FQHC

  Migrant Health Center

  Health care for Homeless

  Public Housing Primary Care

  Mental Health Center

  Indian Health Service

  Health Dept

  Other (specify)________________
  Distance Learning-Audio/Video

  Distance Learning-Web-Based

Program Evaluation
Please Rate the Following:






Excellent
Very Good
Good
 Fair 
Poor

Overall Quality of the Program







Quality of the Speaker/Presenter







Program Met Learning Objectives









Information Relevance








Subject Knowledge:


Greatly Improved
Improved
Same

After the program, 

your knowledge of the subject is: 






What other subjects/programs would be valuable to you?

Comments
For Distance Learning Participants Only

This program was good or better than a face-to-face program 
YES 
 NO

Without distance learning, I would not have the opportunity 
to learn this information





 YES
 NO

Distance education helps health professionals in rural areas 

learn about healthcare improvements




 YES
 NO


Distance education helps with retention of health professionals

in rural areas because of the opportunities for professional growth
 YES
 NO

Thank you for your participation!
For office use only


























Name of training program ____________________________________________
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