Diabetes Self Management Program
Registration Form

Name/Title:______________________________________________________________
Name of Organization: _____________________________________________________

Address: ________________________________________________________________

City: ______________________________State: __________________ Zip: __________ 

E-mail address: ___________________________________________________________

Phone: (W): __________________ (H): __________________ (C): _________________

What type of credentials do you have to be able to teach the program?  Please check all that apply:

_____  Certified Diabetes Educator

_____  Registered Nurse with diabetes education training

_____  Pharmacist

_____  Physician

_____ Other health care professional with diabetes education training


Please specify:  _____________________________________

_____  Non-professional community member with diabetes

_____  Caregiver of non-professional community member with diabetes 

_____  Living with a family member with diabetes 

Are you currently certified to teach the Chronic Disease Self Management Program?  Y or N

If yes, would you be interested in attending a 2-day crossover training at a later date?  Y or N

Location of Training that you are signing up for:  

__________   Springfield- February 9, 10, 16, 17

__________   Chicago- March 15, 16, 22, 23 (a couple of slots open)
Please note:  Reimbursement will be available for lodging for 2 nights at $70/night, mileage at .51 per mile and meals at $28/diem

Registration requested by Thursday, January 19, 2012
Register by email, fax, or mail to:

 Martha Paap

Provena Center for Healthy Aging

1400 W. Park St., Urbana, IL  61801

(P):  217-337-2896 or (F):  217-819-4266
Martha.Paap@Provena.org
A follow-up letter and more information will be provided once your reservation is confirmed.
