
Living Healthy/CDSMP Leaders Training

APPLICATION / REGISTRATION
Name__________________________________________________________________________
Mailing Address__________________________________________________________________
City _________________________________________________ Zip ______________________
Home Phone _________________ Work Phone _________________Cell Phone_________________
Date of birth _________________________________  e-Mail_____________________________
Do you have a chronic health condition? ___Yes ___No

If yes, please describe: ________________________________________________________
Do you have any training as a health professional? ____Yes ____No

If yes, please describe:_________________________________________________________

Leader agreement: You cannot teach the course until you have attended all four days of the training. You will not be a “certified” leader until you have taught a complete class series. You must teach a complete class series within one year of receiving your initial training.  Please notify the Regional CDSMP/Living Healthy Coordinator Margaret Kelly with your class dates prior to holding classes.
I agree to teach one entire Self-Management Course within 12 months. I will teach in strict accordance with the course as written in the Leaders Manual, and as taught to me at leaders training. I will attend all four days of the leaders training. I will notify the Regional Coordinator prior to holding classes.
________________________________ __________________________

Signature 







Date

RETURN APPLICATION FORM BY WEDNESDAY SEPTEMBER  8, 2010 
