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The TB Cohort Review Process

October 8-9, 2009
Application Form

Note: Completion of this form does not guarantee acceptance. If your application is accepted, you will receive a confirmation letter. 
	Background Information

	Full Name:       
	Degree(s) used after name:      

	Job Title/Position:      
	Agency/Affiliation:     

	Department:       
	City and State of Work:      

	Preferred Mailing Address
	Other Contact Information

	Preferred Mailing Address:     FORMCHECKBOX 
  Home              FORMCHECKBOX 
  Work   

	Street:     
	Work Phone:                                      Ext.     

	     
	Work Fax:     

	City:                                        State:     
	Alternate Phone:      

	Zip Code:         
	Email Address:     

	Last Four Digits of your Social Security Number (For CME Office Records):      

	Job History and Responsibilities

	Percentage of work time devoted to TB:     
	Years of experience in the field of TB:



	Do you currently conduct TB case management meetings or reviews?            FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No

Do you currently review outcomes of contact investigations?                          FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No

Do you have a registry that can list all of the cases reported in one quarter?   FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No


	In the past year, how many TB cases were reported in your program area?

     

	Please describe your workplace setting (e.g., state, county, or city health department, hospital, clinic, long-term care facility, correctional facility, RTMCC, international organization, etc.)
     

	Needs and Expectations for Workshop

	Please describe the interest and commitment your program has to implementing the cohort review process:

     


	What specific knowledge and skills do you hope to learn at this course?  

     


	Please specify if you need an accommodation because of a disability or have any additional needs:      


	How did you learn about this course?

     


	Payment Method (Please check one method)

Fee: $50.00

	 FORMCHECKBOX 
Check or Money Order

 FORMCHECKBOX 
Purchase Order

Make payable to: NJMS Global TB Institute
	Check # :     


	
	Money Order #:     


	
	Purchase Order #:



	Please complete this application as soon as possible and indicate method of payment. Applicants will be notified of acceptance, and registration will be confirmed once payment has been received.  Applicants should confirm with their agency or organization to verify that payment has been made, as payment is required to attend the course. 

	Return this form by mail, fax, or email



	Mail
	Fax
	Email

	NJMS Global Tuberculosis Institute

225 Warren St., 1st Floor, West Wing

PO Box 1709

Newark, NJ 07101-1709

Attn: A. Khilall
	(973) 972-1064

Attn: A. Khilall

	khilalan@umdnj.edu


	As a service, UMDNJ may provide an attendee list of this meeting to each participant.               If you DO NOT wish to be included on this list, please check this box: (


