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VA National Hepatitis C Program



	TITLE OF PROGRAM:
	Hot Topics in Hepatitis C 2004 

	LOCATION OF PROGRAM:
	Omni Parker House Hotel, Boston, MA

	PROGRAM DATE(S):
	Friday, October 29, 2004
	8:00am – 2:30pm
	

	CONTACT PERSON:
	Name: Jim Morrill, MA.Ed., National HIV/ Hepatitis C Program Coordinator  



	
	Phone: 202-273-8296     Fax: 202-273-6243     Email: James.Morrill@hq.med.va.gov


	REGISTRATION INSTRUCTIONS 

1. This registration form should be completed electronically or printed by hand.  

2. Completed forms must be submitted via fax or email no later than August 27, 2004, to Jim Morrill using the contact information listed above.  

3. Program space is limited.  We hope to accommodate all attendance requests from VA staff.  Registrations that we are unable to accommodate will receive priority in future programs. We will work to ensure that there is diverse representation of VA sites and provider disciplines.   Receipt of all registration forms will be acknowledged.  Logistical information will be sent to attendees via e-mail on or about September 14, 2004.

4. There are three registration categories for this program:  1) General Attendance (no financial support provided); 2) Supported Attendance (participants will receive one night’s accommodation and per diem, $270); 3) Scholarship Attendance (participants will receive airfare, one night’s accommodation, ground transportation, parking and per diem expenses covered by the National Hepatitis C Program, according to federal government travel guidelines up to a maximum reimbursement of $1,000).  

5. Travel scholarship arrangements (funding) will be coordinated through VA Central Office. Further details will be provided to those receiving funds.  
6. The applicant’s name and facility number must appear on each page; pages 2 and 3 of this form must be completed in full and returned.

	REGISTRATION DEADLINE:

August 27, 2004

Please email or fax completed forms to 

Jim Morrill (contact information listed above). Please feel free to call with any questions.  Applications received after August 27th,will not be considered
All applicants will be notified of registration status after September 14, 2004.


Registrations will be considered based on the following criteria: 

· Applicant’s current involvement in direct care to VA patients with hepatitis C
· Applicant’s willingness to share the information and resources from this meeting with other providers from your facility 

· Consideration for VA facility representation, VA facility size and geographic location

· Ability to accept travel funds into a local VA General Post Fund

· Planned attendance at 2004 annual meeting of the American Association for the Study of Liver Disease (AASLD)

· Attendance at the “Hot Topics in Hepatitis” meeting in 2003 
(preference may be given to first time attendees)
	IF SUPERVISOR APPROVAL IS REQUIRED FOR YOUR ATTENDANCE AT THIS MEETING, PLEASE MAKE SURE YOU HAVE OBTAINED THE APPROPRIATE APPROVALS PRIOR TO SUBMITTING THIS FORM.  OBTAINING SUPERVISOR APPROVAL FOR ATTENDENCE IS THE RESPONSIBILITY OF THE PARTICIPANT.


Application for:

 FORMCHECKBOX 
  General Attendance (attendance only, no support)
 FORMCHECKBOX 
  Supported Attendance (one night’s accommodation and per diem expenses not to exceed $270)
 FORMCHECKBOX 
  Scholarship Attendance (one night’s accommodation, air and ground transportation, parking and per diem expenses not to exceed $1,000) 

Due to limited resources, we request that you first try to obtain local VA travel support.  If you are requesting financial assistance via “Supported” or “Scholarship” Attendance, your facility must have the ability to accept travel funds into a local VA General Post Fund.

For individuals requesting travel support:

If, as a result of funding limitations, we are unable to provide Supported- or Scholarship-level support for attendance, shall we process your application for General Attendance?
 FORMCHECKBOX 
  YES            FORMCHECKBOX 
  NO             

Participant Information
(Please type or print clearly)
	Name: 
	First       
	MI    
	Last      

	

	Social Security #:


	     -   -                 (required for CME)
	Gender:           FORMCHECKBOX 
  Female        FORMCHECKBOX 
  Male

	Job Title: 
	(40 spaces max)
 

	

	Professional Degree(s):  As it should appear on your name tag 
	 (15 spaces max)      

	

	[image: image1.wmf]Occupational Category:   FORMCHECKBOX 
 MD     FORMCHECKBOX 
 PA     FORMCHECKBOX 
 RN, LPN     FORMCHECKBOX 
 APN    FORMCHECKBOX 
 Pharm     FORMCHECKBOX 
 Other 

	

	Facility/Org Name:

	     
	Facility #       

	Mailing Address:
	     
	VISN #    

	City / State / Zip:
	     

	Service / Dept: 
	     
	Mail Routing Symbol:       

	Phone:
	     
	Fax:       

	E-mail Address:
	     
	Cell/Pager#:      


If you require special arrangements due to physical limitation(s), or have any special dietary needs/allergies please describe:

________________________________________________________________________________________________________________________________________________________________________________________________________

Accreditation/Contact Hours Requested:  See program brochure for description of Continuing Education Hours and type of credit offered – You must attend 100% of the program and complete the evaluation to receive credit for your attendance.  

 FORMCHECKBOX 
 Contact Hours     FORMCHECKBOX 
  ACCME (physician, PAs)  FORMCHECKBOX 
 ANCC (RN, LPN)
 FORMCHECKBOX 
  ACPE  (pharmacist, 

                                                                                                                                          PharmD)
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Did you attend the “Hot Topics in Hepatitis” meeting in 2003?               FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO

Are you planning to attend this year’s AASLD meeting?                          FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO

In the space below, briefly state your current VA role in the provision of care of veterans with hepatitis:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In the spaces below, please provide approximate numbers:

How many hepatitis C infected patients you and/or your team currently see each month?
_______

How many patients you and/or your team currently have on HCV Treatment? 

_______

How many persons, besides you, make up your hepatitis care team at your VA?

_______*

*If this is more than 0, please identify their positions below (ie. hepatologist, ID Dr, NP, etc.):

_____________________________________________________________________________________

_____________________________________________________________________________________

In the space below, briefly state the reason(s) why you would like to attend this program (ie. how it may help you upon your return to your VAMC):

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

In the space below, briefly list at least one educational need or barrier in your ability to provide care to a hepatitis-infected patient, which you hope might be addressed by this program (this may even be a specific case that you would like discussed):

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

In the space below, briefly describe how you will share this program’s information with colleagues upon your return to your VA:

___________________________________________________________________________________________

___________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Thank you for your submission. We will contact you on or about September 14th to advise of the status of your application. 







Name __________________________

Facility #_____________
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