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Presence. Compassion. Change.




Application Form

PHA Facilitator Training Part A B & C

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)
	
	
	
	Some High School –

 Grade _____

	 
	African
	
	20-24
	
	High School Diploma

	
	Caribbean
	
	25-39
	
	College

	
	East Asian
	
	40-54
	
	University

	
	Hispanic/Latin American 
	
	55+
	
	University – Post Graduate

	
	Middle Eastern/Arab
	
	Unknown
	
	Other (Please Specify) 

	
	Other Black
	
	
	
	

	
	South Asian
	
	
	
	

	
	White/European
	
	
	
	

	
	Other
	
	
	
	


Gender (please circle):
 Male

Female

Transgender/Transsexual
Sexual Orientation (please circle):

Heterosexual/Straight
Homosexual/Gay/Lesbian

Bisexual

Emergency Contact Information:

The following information is needed in case of an emergency.

Your Name: ___________________________________________________________________

Emergency Contact Name: 











Day Phone:




Evening Phone:






Relationship: 












Does this person know your HIV status?

YES 

 or  

NO

Personal Requirements:

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
















Please indicate if you will require a Childcare subsidy and identify the age(s) of your child(ren) ages 0-15:

_______________________________________________________________________________
Please send your completed application to:

Claudette:  csamuels@abrpo.org
or fax:  416-205-9919

