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April 12-14, 2012 

Application Form
A. GENERAL INFORMATION 

Please print or type all information.                                                                  Notified of acceptance
Institution/Program Information:                                                                               March 2, 2012
Employing Institution/Program      
Work Address      
Business Phone        Fax        E-Mail      
Type of Institution: 


Type of Cancer Setting:    FORMCHECKBOX 
 NCI Designated Cancer Center ( FORMCHECKBOX 
 Comprehensive)

 FORMCHECKBOX 
Community Hospital     FORMCHECKBOX 
 Private Practice     FORMCHECKBOX 
 Other-Describe      
Survivorship Population you work with:   FORMCHECKBOX 
 General

 FORMCHECKBOX 
 Breast
 FORMCHECKBOX 
 Prostate






      FORMCHECKBOX 
 Heme

 FORMCHECKBOX 
 Colorectal
 FORMCHECKBOX 
 Other-Describe      
Ethnicity of your patient population (to equal 100%):      Hispanic  
     Non-Hispanic
Race of your patient population (to equal 100%):

      % Asian/Pacific Islander  
     % African-American 
       % Caucasian 

      % American Indian/Alaskan Native 

       % Other/Unknown 

Application Information
1.  Applicant Name:      


     

     

     


 




Last


First

M.I. 

Credentials

Current Title/Position:      









Business Address:       










                                     


     



     


City


State



Zip Code

Business Phone:         Business Fax:         E-Mail:       
Gender*:  FORMCHECKBOX 
Male
 FORMCHECKBOX 
Female

Ethnicity*:
 FORMCHECKBOX 
Hispanic   FORMCHECKBOX 
Non-Hispanic

Race*:
 FORMCHECKBOX 
Asian/Indian Sub-Continent  FORMCHECKBOX 
African-American   FORMCHECKBOX 
Caucasian 


 FORMCHECKBOX 
Pacific Islander/Native Hawaiian  FORMCHECKBOX 
American Indian or Alaskan Native 


 FORMCHECKBOX 
 Other-Specify      

B. BIOGRAPHICAL INFORMATION 

Please provide the following information.  Not all applicants will have experience in all areas.  

1. Professional Education:  Degrees earned:  FORMCHECKBOX 
RN     FORMCHECKBOX 
 AA      FORMCHECKBOX 
BSN     FORMCHECKBOX 
BA     FORMCHECKBOX 
MA      FORMCHECKBOX 
 MS  
    FORMCHECKBOX 
PHD   FORMCHECKBOX 
DNP    FORMCHECKBOX 
DNSc   FORMCHECKBOX 
Other-Describe      
Please describe specialty as appropriate      
2. Specialty Certifications  FORMCHECKBOX 
CNS   FORMCHECKBOX 
NP   FORMCHECKBOX 
 Other, specify      
3. Professional Experience in Cancer Survivorship (if any)      
4. Hospital Committees you are involved in (if any)      
5. Presentations given related to Cancer Survivorship or Survivorship issues      
6. Publications related to Cancer Survivorship (if any):      
7. Membership in Professional Organizations:  FORMCHECKBOX 
 ONS   FORMCHECKBOX 
 HPNA   FORMCHECKBOX 
Sigma Theta Tau   FORMCHECKBOX 
 Other       
8. Please provide one to two paragraphs of why you are interested in attending the course.
     
9. Volunteer activities relative  to cancer survivorship
     
10. Survivorship Goals and Expectations.  There will be time for discussing and refining your goals during the course.  Goal/achievement/updates will be evaluated post course at 6, 12, and 18 month.  
Goals should include a measurement component.  (Important to keep track of how many people you do educate or how many people attend provided programs)
Examples of goals: 1) I will provide 10 professional staff with information on cancer survivorship issues and needs. 2) I will establish 2 support groups for breast cancer survivors. 
1.      
2.      
3.      
11. Please provide 2 letters of commitment from your institution administration (Director of Nursing/Patient Care Services, Chief of Staff/Medical Director, or Institution Administrative Official.)
***Designate administrator who we should contact to discuss goal achievement***

Accreditation:

12.0 CE credits for full attendance of course. Provider City of Hope Beckman Research Institute, approved by the California Board of Registered Nursing, Provider Number 13380, for 12.0 contact hours.

Application Submission:  Completed applications may be received by regular mail or fax. 

Incomplete applications will not be considered.
Mail: Liz Gourdine

City of Hope National Medical Center
Nursing Research and Education
1500 East Duarte Road
Duarte, CA 91010  

Email: mgourdine@coh.org 
FAX: 626/301-8941
Application Deadline


February 17, 2012








*These entries are optional
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