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ICEHA

The global leader in clinical skills rapid transfer to emerging nations

MEDICAL VOLUNTEER APPLICATION
I. Applicant Information

	Name: 
	Date:      

	Address:      


	Telephone:      
	Fax:      

	Email:      

	Degree:      
	Organization:      

	Medical or Nursing License Number:      

	State Where You Are Licensed:      


II. Placement Survey
	1. When would be your earliest time to participate in an overseas program?      


	2. Are there other dates later this year or next year that you would be available? When? 


	3. If your dates are flexible, how far in advance would you need to be notified in order to be able to participate?      


	4. How long is the maximum period of time you would be available to spend overseas?      


	5. Where is your current practice located?      


	6. Are you affiliated with any teaching hospitals?                        FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

    If yes, which ones?      


	7. Do you have medical/nursing experience in developing countries?       

                                                                                                           FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

    If yes, which ones? 
    And for how long?      

	8. Do you have travel experience in developing countries?        FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

    If yes, which ones? 
    And for how long?      

	9. Do you have a preference for a particular country or continent? Please rank:

    First Choice:      
    Second Choice:      
    Third Choice:      

	10. Do you have related teaching/clinical experience?                FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

      Please explain:      


	11. What is your clinical specialty? 


	12. Has your license ever been revoked or suspended?              FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

	13. Would you be comfortable in a location without electricity or running water (this is NOT a requirement to volunteer; you will not be sent to a location without electricity or running water unless you indicate that is something you are comfortable with)?

                                                                                                            FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

	14. How did you find out about ICEHA?      



III. HIV Experience 

(Please provide very detailed information about your HIV experience so our partners in developing countries can determine if your experience would be a good match for their program needs.)
	1. What is your level of experience in terms of providing clinical care for HIV patients?
     FORMCHECKBOX 
 Less than 1 Year        FORMCHECKBOX 
 1 to 3 Years        FORMCHECKBOX 
 4 to 7 Years        FORMCHECKBOX 
 More than 8 Years

	2. Do you currently work in a clinic that specializes just in HIV?      


	3. Do you work exclusively with HIV-infected patients?            FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No
If not, what percentage of your patients are HIV-infected?      


	4. How many HIV patients do you see each week? 


	5. How many HIV patients does your clinic/department see each week?      


	6. How many of your colleagues (MD or RN) also see HIV patients in your clinic? 


	7. Do you have any specialized HIV training? (CMEs, AAHIVM certified, etc)?   FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No
Please specify:      


	8. Do you have HIV experience in the following areas? (Check all that apply)

 FORMCHECKBOX 
 ART/ARV

 FORMCHECKBOX 
 Clinic Management Experience
 FORMCHECKBOX 
 Drug Treatment

 FORMCHECKBOX 
 Methadone Dispensing
 FORMCHECKBOX 
 Palliative Care
 FORMCHECKBOX 
 Prevention of Mother to Child Transmission (PMTCT)

 FORMCHECKBOX 
 STIs

 FORMCHECKBOX 
 TB
 FORMCHECKBOX 
 Voluntary Counseling and Testing (VCT)

If so, please explain:      

	9. Do you have any experience caring for HIV-infected children?   FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

If so, please explain: 


	10. Do you have any additional information about your HIV experience that is relevant?      



Thank you for your interest in ICEHA! Please email this form back to

Karina Glaser at glaser@iceha.org.
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