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Professional Education for Prevention and Early Detection

Name:

     

     

     

               
 Last
               First                     Middle

         Sex:                 FORMCHECKBOX 
  Female
            FORMCHECKBOX 
  Male

Home Address: 
      

     
Number 

Street
                                                             
City

   State

Zip

County (if Texas Resident)
          Phone:             -   -                             -   -         
                                        Home                                            Work
           

         E-Mail Address:          Fax:      
   
Date of Birth:    /  /    




          Ethnicity:   (This information is voluntary and for research purposes only):



 FORMCHECKBOX 
American Indian
 FORMCHECKBOX 

Hispanic
 FORMCHECKBOX 

Asian



 FORMCHECKBOX 
African American
 FORMCHECKBOX 

Caucasian
 FORMCHECKBOX 

Other 
     







Please Specify


I would like to enroll in the:

 FORMCHECKBOX 

Colposcopy Module 

 FORMCHECKBOX 

    Comprehensive Cancer Screening 

 FORMCHECKBOX 

Breast Module 

 FORMCHECKBOX 
     Common Cancers

 FORMCHECKBOX 

Pap/Pelvic Workshop                                   FORMCHECKBOX 
     Male Genitourinary Cancer
 FORMCHECKBOX 

Female Cancer Screening Module              FORMCHECKBOX 
     Breast/GYN Cancer




Month or date of preferred attendance (indicate first, second and third choice):


           1.      
2.      

3.      
Do you have any Dietary Restrictions?      
How did you hear about our program?      
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   SPONSORED BY:
 FORMCHECKBOX 

Self


 FORMCHECKBOX 

Grant


 FORMCHECKBOX 

Scholarship
Type:      

 FORMCHECKBOX 

Employer


 FORMCHECKBOX 

Health Department


 FORMCHECKBOX 

Other      
   

IN CASE OF EMERGENCY PLEASE NOTIFY:


Name:          

Address:      

                     

Telephone:     -   -         Relationship:      
   TOTAL NUMBER YEARS WORKED IN NURSING:      

EMPLOYMENT BACKGROUND: 


Current Employer:      

Address: 
     
     



Number
 Street


     
                                             

                 
City

State                                           Zip

Title or Position:       

Number of Years:      

What is your clinical area of practice or teaching? (Please check one)

 FORMCHECKBOX 

Oncology
 FORMCHECKBOX 

Medicine

 FORMCHECKBOX 

Adult Family Health
 FORMCHECKBOX 

Pediatrics


 FORMCHECKBOX 

Surgery
 FORMCHECKBOX 

Other (Please Specify):      

 FORMCHECKBOX 

Women’s Health Care


What is your practice setting? (Please check one)

 FORMCHECKBOX 

Physician’s Office
 FORMCHECKBOX 

Community or Public Health

 FORMCHECKBOX 

Specialty Screening Clinic
 FORMCHECKBOX 

Hospital / Inpatient

 FORMCHECKBOX 

Hospital / Outpatient
 FORMCHECKBOX 

Occupational Health

 FORMCHECKBOX 

School / University
 FORMCHECKBOX 

Other (Please Specify):      

       PROFESSIONAL LICENSURE:



Type of License:       

State:      
Registration Number:        Expiration Date:    /  /    

Certification:
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Expiration Date:    /  /    


*Include copy of certification (Nurse Mid-level or other)
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ALL Participants Please Note (  (  (
We are unable to hold a place in a class or on a waiting list without the non-refundable $100.00 deposit. Although these classes are very popular, we do fill all cancellations and many of our open classes from our waiting lists.  The deposit can be transferred to another module if desired, but it will not be returned.

Please plan for a preceptor relationship with a health care provider when returning to your work place in order to develop your level of competency.

Colposcopy Applicants:  Please complete page 4 of application and return it with your application.  A preceptor who is skilled in Colposcopy is required to supervise colposcopic examinations performed.  The preceptor agreement form must be completed prior to participants taking the Colposcopy Module.  (This is not a requirement if you are a physician, but it is strongly advised.)



Prerequisites for Module Participants:  Due to the hands on clinical application part of our modules, all participants must mail proof of current malpractice insurance with application. 

Signature of Participant:       




Date:
  /  /    
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FOR COLPOSCOPY MODULE PARTICIPANTS ONLY:





Does your agency own a colposcope?                                                        FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If no, how will you practice your new skills?


     

     

Estimated date of completion of Preceptorship       
 

 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No





COLPOSCOPY MODULE

PRECEPTOR AGREEMENT
Name:
                  

     

     

                          Last
               First                     Middle
   Home Address:            

     
Number 

Street

                                                             
City

   State

Zip

County (if Texas Resident)
Phone:                       -   -                             -   -         
                                        Home                                            Work
           


In what capacity are you currently practicing?


     

Briefly describe your colposcopy training.


     

Number of years performing colposcopy:      

Number of colposcopies performed per week:      

I am willing to precept          up to 50 examinations.





            (Name of participant)


Signature: 







  Date:  ___/___/___
Legal Services (Internal) – 537

Corporate Affairs

Intellectual Property

Risk Management
Telephone (713) 794-4000

FAX: (713) 799-8801
CONFIDENTIALITY AGREEMENT

I, _______________________________________________________________________, a student of
   The Professional Education for Prevention and Early Detection Programs  , am assigned to utilize the facilities of The University of Texas MD Anderson Cancer Center in order to gain educational experiences.  In consideration of this educational opportunity, I agree and promise that I will:

1) maintain and preserve the confidences of patients and information

in records;

2) NOT disclose or divulge confidential material or information of

Any kind; and

3) NOT publish any writing relating to my experience as an extern
at The University of Texas M. D. Anderson Cancer Center with-

out the prior written approval of my supervisor at the Cancer

Center.

____________________________________
_______________



(Signature)

            (Date



CREDIT CARD PAYMENT AUTHORIZATION SLIP

(Print Clearly)

A $100.00 Deposit must accompany your application for admission.

Application fee and deposit can be paid by credit card or check.  If paying by check, make payable to MD Anderson Cancer Center ( #30051153.  Send application and deposit to one of the following addresses exactly as specified below: 
	

Regular Mail/Express Letter/Priority Mail


(Only)
 Kristina Clements
M. D. Anderson Cancer Center

1515 Holcombe Blvd. (Unit 456)
Houston, TX  77030-4008
	Delivery:  Federal Express, UPS, DHL, etc. 


(Only)
M. D. Anderson Cancer Center

Attention:  Kristina Clements
Nursing Extramural Programs –PEPED

1400 Holcombe Blvd,  FC2.2063

    Houston, TX 77030-4008


To pay with a credit card: MasterCard/Visa/American Express (circle one), complete the following information and mail with application, or you may fax credit card info to: (713) 563-1349.


CARD NUMBER:  



SECURITY AND ZIP CODES:  



EXPIRATION DATE:  



AMOUNT:  $





CARD HOLDER:  





PRINT NAME

SIGNATURE:  




DATE:  



TELEPHONE NO:






Course Option & Date Applying for:






























