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ATTP APPLICATION FOR MEDICAL, NURSING AND ALLIED HEALTH STUDENTS

ATTP applications must be completed online.
1.   Today’s Date:      __  
2.  FORMCHECKBOX 
  DC/ Virginia (March 14-17, 2012)
3. Full Name (please type or print clearly)
 FORMCHECKBOX 
 Ms.


 FORMCHECKBOX 
 Mr.


 FORMCHECKBOX 
 Dr.       _______________________        ___________       ___



             Last  Name
    

           First 

       Middle Initial
          

4. List professional degrees for printed certificate (if applicable):       __________
5. Home Address:  Street address:       _______________________________
City:       ___________________ State:       _____  Zip code:      ______
6. Telephone: (area code and number)

Work #:       _____________ Home #:      _________________ 

Cell #:      _______________ Work Fax #:       ________________ 

7. Preferred E-mail address: (print clearly):       __________________
8. Your current profession: (( only one discipline for which you are enrolling)

 FORMCHECKBOX 
  Music therapy



 FORMCHECKBOX 
  Medicine - specialty:      ________________
 FORMCHECKBOX 
  Nursing



 FORMCHECKBOX 
  Physical therapy

 FORMCHECKBOX 
  Nurse Practitioners


 FORMCHECKBOX 
  Physician Assistant

 FORMCHECKBOX 
  Occupational therapy


 FORMCHECKBOX 
  Social work

 FORMCHECKBOX 
  Speech-language pathology

 FORMCHECKBOX 
  Other – specify:      ___________________

9. How did you hear about the ATTP training? (check all that apply)   

 FORMCHECKBOX 
 NPF website    FORMCHECKBOX 
 NPF Parkinson Report   FORMCHECKBOX 
 Mail   FORMCHECKBOX 
 Colleagues who attended ATTP      
 FORMCHECKBOX 
 Professional org. website or Other – please specify:      ________________
10.  Name of current College or University:      ____________________________
 City:      ______________   County:      _____ State:      _

11.  Date of expected graduation:  Month:      _Year:      __   

12.  Are you matriculated full-time?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

13.  I am applying for this training as: (( one)    FORMCHECKBOX 
 individual student     FORMCHECKBOX 
 attending with work team

14.  Name of Primary Work Internship/Field placement setting:            __________________________________________________

Street Address:      ____________________________________________

City:      _____________ County:      ______ State:      _ Zip code:      _
Work /Internship Job Title, if applicable:      _______________________ 
15. Your primary internship/field placement setting ((one):

a. ___Medical facility

b. ___Rehabilitation facility

c. ___University facility

d. ___Other, specify_____________________________

16. The majority of your work in that primary internship/field placement setting is in an ((one):

e. ___Inpatient Unit (specify if medical, rehab, etc) _______________

f. ___Outpatient clinic/Center (specify if medical, rehab, wellness, etc.)_______________

g. ___Home care

h. ___Long term care (skilled nursing or assisted living facility)

i. ___University setting

j. ___Wellness facility

k. ___Private practice (specify if individual or group practice)

l. ___Other (specify)____________________________________
17.   If you have a license in another profession, please provide your license number, profession,

        and the state in which it was issued. If not, please proceed to #18.

  State or National License #:       ___________  Profession:       ______________________

  State issued:      _

18.  Education:
	
	Name of School
	Major and area of specialty, if any
	Degree/ Diploma
	Year degree granted

	Undergraduate Education
	     
     
     
	     
     
     
	     
     
     
	     

	Graduate or Medical  Education
	     
     
     
	     
     
     
	     
     
     
	     

	Professional/ Other School or Training
	     
     
     
	     
     
     
	     
     
     
	     


19.   Brief description of your work and/or practicum experience (include any experience with older
       adults or persons with Parkinson disease and care partners—Max 250 words)

     
20. What are your primary educational objectives for this training? (Max 150 words)

     
For more information about the ATTP program, please visit the NPF website (www.parkinson.org/attp).  

Please send completed electronic application to dberan@parkinson.org or via fax 305-243-6073. 

Questions? Contact Denise Beran Tel: 305-243-2985 

Note:  Registration fee is waived only for students matriculated full-time.
 (You will be notified about your application by email or by phone if no email provided.)
Professional accreditation for each profession are posted on the NPF website page listed above.
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