New York State Department of Health AIDS Institute

COBRA Program Supervisory Institute Training

Fall 2007 
APPLICATION FORM
(please print clearly)
First Name


 Middle Name 


Last Name
Title: ________________________________________

Agency Name: ______________________________________________________________
Mailing Address: ____________________________________________________________
__________________________________________________________________________
City





State




Zip Code

Office Phone: (_____) ________________
Fax Phone: (____) ___________________
Email: _______________________

Number of years (cumulative) employed by COBRA program? _____________________
Number of years employed at current agency? ____________________________

Number of years in current position? _____________________________

Number of years in a supervisory position?________________________

Number of staff you supervise?_________________________________

Number of teams that directly report to you?________________________ 

Please briefly describe your current job responsibilities or duties.

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Please list any supervisory or leadership  training you have received in the last year:



Topic/Approx Date



Topic/Approx Date

     
___________________________________

________________________________

___________________________________

________________________________

___________________________________

________________________________

Please list three things you would like to learn or take away from this training:

_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________

______________________________________________________________________
Please return you completed application via email, fax, or mail to Lisa Tackley 
by September 7, 2007:
Email:  llt02@health.state.ny.us
Fax: 518-474-1452
Address:
Lisa Tackley

AIDS Institute

Room 465 Corning Tower, Empire State Plaza

Albany, NY 12237
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