2005 Primary Care Provider Training on Chemical Dependency*
Pre-Registration
Due: July 25, 2005
August 8-12, 2005 - Tacoma, Washington
LA QUINTA INN & SUITES

1425 E. 27TH STREET

TACOMA, WA  98421

(253) 272-9457  or  1-800-531-5900

PLEASE PRINT:
Name:  ___________________________________
Job Title:  ________________________________
Work Facility:  ______________________________
Work Telephone:  __________________________
Work Address:  _____________________________
Work Fax No.:  ____________________________
Work City/State/Zip:   ________________________
E-mail Address:  ___________________________
Employment Category:
 FORMCHECKBOX 
  Civil Service

 FORMCHECKBOX 
  Commissioned Corps
 FORMCHECKBOX 
  Direct IHS





 FORMCHECKBOX 
  *Contracting Tribe

 FORMCHECKBOX 
  *Compacting Tribe
 FORMCHECKBOX 
   Urban Program




 FORMCHECKBOX 
  Other:  _________________________
Professional Category:
 FORMCHECKBOX 
 Physician
 FORMCHECKBOX 
 Physician Assistant     FORMCHECKBOX 
 Nurse
  FORMCHECKBOX 
 Other:______________
Check Preference for Treatment Experience:
 FORMCHECKBOX 
  Male
 FORMCHECKBOX 
  Female
 FORMCHECKBOX 
  Either
Check here if you plan to attend Friday’s OBOT Course:    FORMCHECKBOX 
 Yes
Why do you want to attend the PCP training?  In 150 words or less, write a brief summary and include the following information:

1. What clinical area are you currently working in?

2. How will you utilize the training in your current position?

3. Have you had previous chemical dependency training and what type(s)?

Supervisor’s Approval:  _____________________________________________________________








Signature

Print Supervisor’s Name:  ___________________________________________________________
*If selected, participants are expected to attend all three days of the training session.


Fax Immediately to:	Wilbur Woodis, Division of Behavioral Health, IHS Headquarters


			FAX #:  (301) 443-7623








