 SEQ CHAPTER \h \r 12005 PRIMARY CARE PROVIDER TRAINING

IN BEMIDJI AREA

ON CHEMICAL DEPENDENCY *
REGISTRATION -  FAX IMMEDIATELY TO 301-443-7623 MR WILBUR WOODIS

NAME:                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               
JOB TITLE:                                                                                                                                                                             

WORK FACILITY: 
WORK ADDRESS:                                                                                                                                                                                  


PO Box or Street



City

State
     Zip
WORK PHONE:                                                                       WORK FAX: _________  __________________________                                                                         
SOCIAL SECURITY NUMBER:________________________E-Mail Address:_________________________________





(for travel orders)

        CIVIL SERVICE  

         COMMISSIONED CORPS

         OTHER 

WORK SITE: 
                 IHS
 
         Tribal
  
         Urban
 
         Other



Physician
                 Physician
         Nurses

         Other

        





 Assistant

Check preference for treatment experience:


             Male


              Female

              Either


             Bemidji, MN 

         Plan to attend Friday’s OBOT training

Why do you want to attend the PCP training?  In 50 words or less, write a brief summary, 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)?

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                                    

* If selected, participants are expected to attend all three days of the training session.
Supervisor's approval:______________________________________________________________________________                                                                                                                                                              






Signature AND Print

