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                            OAN/PAN Positive Leadership Development Institute 
                                                               Application Form
Contact Information
Please provide a valid mailing address to ensure safe and confidential delivery of materials.  All mailings are sent in a plain envelope – NO HIV/AIDS designation or logo will be used.

Last Name:





  First Name:





Street Address:







 Apt: 


     
City:




Province:


 Postal Code:



Telephone Day:




Evening:





If we get voice mail or answering service, may we leave you a message?  Yes
  or 
  No
Email:











Demographic Information:
The demographic information collected is to help ensure diversity of participants in the training and for program reporting purposes (Names will not be associated with the information reported)
	Please

Check
	Race/Ethnicity
	Please

Check
	Age

Grouping
	Please 

Check
	Education (Highest Level Completed)

	
	Aboriginal (First Nations,

Inuit, Metis)
	
	19-29
	
	Some High School –

 Grade _____

	 
	African
	
	30-40
	
	High School Diploma

	
	Caribbean
	
	41-51
	
	College

	
	East Asian
	
	51+
	
	University

	
	Hispanic/Latin American 
	
	
	
	University – Post Graduate

	
	Middle Eastern/Arab
	
	
	
	Other (Please Specify) 

	
	South Asian
	
	
	
	

	
	White/European
	
	
	
	

	
	Other
	
	
	
	

	
	
	
	
	
	


Gender (please circle):
 Male

Female
Transgender/Transsexual
Two- Spirit
Other
Sexual Orientation (please circle):
Heterosexual/Straight
Homosexual/Gay/Lesbian

Bisexual

Which leadership level are you applying   for? ________________________________
Have you previously attended leadership training?

If so which level and when ________________________________________________________

How did you hear about the Leadership Training?
	Please Check
All That Apply
	

	
	AIDS Service Organization

	
	Leadership Training Brochure

	
	Other Organization

	
	OAN Website

	
	Newspaper/Media

	
	Other (Please Specify)

	
	


Please answer the following questions to help us support your involvement in the training:

  Do you:
Require Refrigeration for medications

Yes

  or  

No
Require Childcare reimbursement


Yes

  or 

No
Do you have any special physical needs that might affect your participation in the training such as: visual or hearing impairment; use a wheelchair or mobility problems; etc and/or allergies or food restrictions?  Please state below:

Please list and describe your involvement in the HIV/AIDS community and/or other community involvement.

What skills would you like to develop in order to be more effective in your community work?

What do you expect to get out of this training?

How do you plan to use this training in your community work?

I am aware of and understand the Financial Guidelines and the Code of Conduct and wish to submit this application to attend the OAN/PAN PHA Leadership Core Training.

NAME (please print):











SIGNATURE: ________________________________________ DATE: 
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Mission:
The PHA Leadership program offers PHAs and opportunity to identify and develop leadership skills.
We Believe:
Strong leaders create stronger communities.
Values:
The PHA Leadership program Honours the leadership of the past, Values the leadership here today, and Inspires leadership for our future

The leadership development training is intended for PHAs who have had time to reflect on the reality and impact of their diagnosis. Although all are welcome it would not be a place to provide support for someone who is newly diagnosed. 
Please state in a few sentences why (participant’s name) _______________________would be a good candidate for the leadership development training.             
Doctor/Member organization:
NAME (please print):











SIGNATURE:________________________________________ DATE: 





I certify that the information on this registration form is accurate and that the individual named on this registration form has my support.
Emergency Contact Information

The following information is needed in case of an emergency.

Your Name: ___________________________________________________________________

Emergency Contact: 











Day Phone:




Evening Phone:





Relationship: 












Does this person know your HIV status?

YES 

 or  

NO

Please list any medical conditions or medications we should be aware of:
















Please send your completed application (5 pages) to 
Fax number 416-364-1250

**************
