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Participant Data Worksheet
	Today’s Date: 
	     
	
	
	AHEC Regonal Office
	     

	Information for this form is provided voluntarily.  East Texas AHEC is required to report information about program participants.  This data will be confidentially maintained and will be referenced periodically to evaluate the effectiveness of AHEC services and programs.  We appreciate your cooperation in the completion of this form.  Please type or print clearly.

	Last Name/First name   
	Gender
	Birthdate 
	
	
	
	

	     
	 FORMCHECKBOX 
 Male   
	 FORMCHECKBOX 
 Female
	    /      /        (mm/dd/yyyy)
	
	
	
	

	Address
	City         
	County     
	State      
	Zip code   

	     
	
	
	
	     

	Primary Phone #        
	
	
	Permanent Email address         
	

	Ethnicity (select one)   
	Race (select all that apply)
	 FORMCHECKBOX 
 Asian (Other)
	

	 FORMCHECKBOX 
 Hispanic
 FORMCHECKBOX 
  Non Hispanic

	 FORMCHECKBOX 
 African American / Black 

 FORMCHECKBOX 
 American Indian/Alaskan Native 

 FORMCHECKBOX 
 Asian (Chinese, Filipino, Japanese, Korean, Asian Indian, or Thai)
	 FORMCHECKBOX 
 Native Hawaiian/Other Pacific Islander

 FORMCHECKBOX 
 White Disadvantaged (educationally  or economically)
 FORMCHECKBOX 
 White Non-Disadvantaged
	

	Participant Type (select one)
	

	 FORMCHECKBOX 
 Grades K-5

 FORMCHECKBOX 
 Grades 6-8         
	  FORMCHECKBOX 
 Grades 9-12        

  FORMCHECKBOX 
 College Student         
	 FORMCHECKBOX 
 Adult 

 FORMCHECKBOX 
 Parent                 
	 FORMCHECKBOX 
 Counselor         

 FORMCHECKBOX 
 Teacher         
	 FORMCHECKBOX 
 Healthcare Prof/Worker         

 FORMCHECKBOX 
 Other         

	Student Participants only - please complete the following

	Parent/Guardian Name  
	Address
	City    
	State  
	Zip Code
	Phone Number   

	     
	     
	     
	     
	     
	     

	Relationship to Student 
	Anticipated Date of 
	Counselor’s Name
	Permission/ Insurance

	 FORMCHECKBOX 
 Father

 FORMCHECKBOX 
 Mother
	 FORMCHECKBOX 
 Step Parent
 FORMCHECKBOX 
 Grandparent
	 FORMCHECKBOX 
 Aunt/Uncle
 FORMCHECKBOX 
 Legal Guardian
	 FORMCHECKBOX 
 Other
	Graduation 
     
	     
	form on file? 

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Description (tell us a few words about yourself, include your Career Interest)                            If College Professions student, please specify Major.
     


	Healthcare/Adult Professionals only - please complete the following

	Employer     
	City    
	County    
	State    

	     
	     
	     
	     

	Are you employed by (or in) one of the following?  (select all that apply)

	MEDICALLY UNDERSERVED COMMUNITY
	COMMUNITY-BASED SAFETY NET

	 FORMCHECKBOX 
 Community Health Center (CHC)

 FORMCHECKBOX 
 Federally Qualified Health Center

 FORMCHECKBOX 
 National Health Service Corp (NHSC)

 FORMCHECKBOX 
 Migrant Health Center (MHC)

 FORMCHECKBOX 
 Rural Health Clinic 

 FORMCHECKBOX 
 Health Department

 FORMCHECKBOX 
 Health Professions Shortage Area (HPSA)

 FORMCHECKBOX 
 Governor Designated Ambulatory Practice Site

 FORMCHECKBOX 
 Health Care for Homeless

 FORMCHECKBOX 
 Indian Health Service (IHS) / Tribal Health Site

 FORMCHECKBOX 
 Public Housing Primary Care Grantees

 FORMCHECKBOX 
 Other Medically Underserved Site
	 FORMCHECKBOX 
 School health services and health clinics

 FORMCHECKBOX 
 Emergency care facilities

 FORMCHECKBOX 
 State owned facilities for indigent care, teaching hospitals, and other teaching facilities with a Medicaid/Medicare patient population of 50% or more of the total patient population

 FORMCHECKBOX 
 Sites with un-insured patient population greater than the national average

 FORMCHECKBOX 
 Ambulatory practice sites with a Medicaid/Medicare patient population of 50% or more of the total patient population including public, non-profit, faith-based, charity, and other types of clinics. 
NON-UNDERSERVED

 FORMCHECKBOX 
 Non-Underserved

	Discipline (select one)
	 FORMCHECKBOX 
 Family Medicine
	 FORMCHECKBOX 
 Nurse Anesthetist
	

	 FORMCHECKBOX 
 Allied Health
 FORMCHECKBOX 
 Chiropractic
 FORMCHECKBOX 
 Clinical Psychology
 FORMCHECKBOX 
 Community Health Worker
 FORMCHECKBOX 
 Dental Hygienist
 FORMCHECKBOX 
 Dentistry
 FORMCHECKBOX 
 EMS Personnel

	 FORMCHECKBOX 
 Gen Internal Medicine
 FORMCHECKBOX 
 Gen Pediatrics
 FORMCHECKBOX 
 Health Administration
 FORMCHECKBOX 
 Health Information/Technology
 FORMCHECKBOX 
 Medicine-Allopathic
 FORMCHECKBOX 
 Medicine-Osteopathic
 FORMCHECKBOX 
 Mental Health 
	 FORMCHECKBOX 
 Nurse Midwife 

 FORMCHECKBOX 
 Nurse Practitioner
 FORMCHECKBOX 
 Nursing–Other Advanced Practice
 FORMCHECKBOX 
 Nursing–RN
 FORMCHECKBOX 
 Nursing–LVN
 FORMCHECKBOX 
 Nursing-Nurse Assistant
 FORMCHECKBOX 
 Nursing-Undergraduate 
	 FORMCHECKBOX 
 Pharmacy 
 FORMCHECKBOX 
 Physician Assistant

 FORMCHECKBOX 
 Public Health Worker
 FORMCHECKBOX 
 Preventive Medicine 

 FORMCHECKBOX 
 Social Work

 FORMCHECKBOX 
 Veterinarian
 FORMCHECKBOX 
 Unspecified

	Does my participation in this activity meet employer or professional development requirements?     FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No



	ACTIVITY PARTICIPATION INFORMATION   (Must be completed in it’s entirety)

	     

	Organization & Activity Information must be completed prior to adding the participant.

	AHEC CENTER
	AHEC CENTER

	     
	     

	Program Coordinator Name
	Program Coordinator Name

	     
	     

	Activity Title 
	Activity Title 

	     
	     

	Activity Date 
	Activity Date 

	     
	     

	Remarks 
	Remarks 

	     
	     

	AHEC CENTER
	AHEC CENTER

	     
	     

	Program Coordinator Name
	Program Coordinator Name

	     
	     

	Activity Title 
	Activity Title 

	     
	     

	Activity Date 
	Activity Date 

	     
	     

	Remarks 
	Remarks 

	     
	     

	AHEC CENTER
	AHEC CENTER

	     
	     

	Program Coordinator Name
	Program Coordinator Name

	     
	     

	Activity Title 
	Activity Title 

	     
	     

	Activity Date 
	Activity Date 

	     
	     

	Remarks 
	Remarks 
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