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Community Health Worker Training Program Reapproval Application

Program Contact Information:

	Official name of program as  published:
	[bookmark: Text1][bookmark: _GoBack]     



	Address
	     



	City
	     
	State
	     
	Zip Code
	     



	Telephone Number
	(     )        
	Fax Number
	(     )         



	Name of organization providing program
	     



	Address (If different from above)
	     



	City
	     
	State
	     
	Zip Code
	     



	Telephone Number
	(     )         
	Fax Number
	(     )         



Program Administrator Contact Information:

	Program Administrator
	     



	Telephone Number
	(     )         
	Fax Number
	(     )         



	Email Address
	     



List all Sites for Clinical Experiences (Attach a separate piece of paper as needed for additional listings):

	Name of Clinical Site
	     



	Contact Person
	     



	Address
	     



	City
	     
	State
	     
	Zip Code
	     



	Telephone Number
	(     )          
	Fax Number
	(     )          



	Email Address
	     



I attest that this Community Health Worker training program continues to meet the requirements of Community Health Worker Training Program established in Chapter 4723-26, Ohio Administrative Code.  

Signature and Title of Individual Preparing this Application:

	Signature
	
	Date
	     



	Title
	     



Please submit the application, attachments and a $300 certified check or money order made payable to 
“Treasurer State of Ohio” to the Board. 
Incomplete submissions will NOT be processed.
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