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ACT Center for Tobacco Treatment, Education & Research

Tobacco Treatment Specialist – Training Program Application Form
Please complete and email to Chariece Thomas: ccthomas@umc.edu  (  Questions 601 · 984 · 2310
For a complete description: www.act2quit.org/education/certified-tobacco-treatment-specialist-.asp
Title
First Name

MI
Last Name

	     
	     
	     
	     


Street Address

	     


City





State

Zip

	     
	     
	     


Telephone



Facsimile

	     
	     


Email address
	     


ACT Center TTS Program start date you are requesting
	Month:      
	Day:      
	Year:      


Previous TTS Trainings you have attended (ACT Center or others)

	Site:      
	Date:      

	Site:      
	Date:      

	Site:      
	Date:      


Please indicate where you learned about this ACT Center workshop

	 FORMCHECKBOX 
 Email / Listserv
 FORMCHECKBOX 
 Internet
 FORMCHECKBOX 
 Colleague
 FORMCHECKBOX 
 Other: 


Declaration of Tobacco-Free Status
By checking the box that follows, you verify that you have been Tobacco-Free for at least the past 6 months, and are committed to remaining abstinent.
 FORMCHECKBOX 
 I agree with the above declaration

TYPE OF WORKSHOP AND REGISTRATION FEE (check one)

5-Day Workshop (check one)

2-Day TTS Update Workshop
 FORMCHECKBOX 
 $ 550 General Registration


 FORMCHECKBOX 
 $ 250 All Attendees
 FORMCHECKBOX 
 $ 350 MS Residents



 FORMCHECKBOX 
 $ 150 MS Residents
 FORMCHECKBOX 
 $ 300 Students: see details on Webpage 
under “Registration Fee”

 FORMCHECKBOX 
 Other arrangement, specify:      
Method of Payment (check one)

 FORMCHECKBOX 
 Check, payable to:
UMAA / ACT Center Departmental Alumni Fund
     Mail to:

Sue Lane, ACT Center, Suite ME-102



UMMC Cancer Institute, Jackson Medical Mall
350 West Woodrow Wilson Drive, Jackson MS 39213

 FORMCHECKBOX 
 Visa
 FORMCHECKBOX 
 MasterCard 
Full refund if requested at least 2 weeks prior to program start.
Name as it appears on your card

	     


Address associated with this account (Number, Street, City, State, ZIP)
	     


Telephone Number associated with this account
	     


Credit Card Number

	     


Expiration Date

	Month:      
	Day:      
	Year:      


1.
References: Please provide the names of 2 individuals (supervisors, colleagues) familiar with your work. We will send reference forms by email, and responses will be considered confidential. Please inform these individuals the form will arrive shortly, and to complete it ASAP.

Name



Address



Email


Telephone
Facsimile
Relationship
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


2.
Education History: Most recent first. Provide photocopy of transcript or diploma for most recent; institutional letter attesting to student status.
From

To

Institution & Address




Specialization


Graduate?
Degree

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     


3. 
Work History: Most recent first.
From

To

Employer & Address




Position & Responsibilities

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


4.
Professional licenses or certifications you currently hold: Please provide a photocopy of each.
From

To

Title






Granting Agency



ID Number

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


5.
Describe your direct patient care experience, emphasizing the type and extent of counseling-related activities – please be specific.
	     


 FORMCHECKBOX 

By clicking this check box and typing my full name below, I verify that the information provided above is correct to the best of my knowledge, and I give my permission to the ACT Center to process my payment and verify the information I have provided.
	     


Please type your full name:

Thank you. You will be contacted once your application has been reviewed – The ACT Center Staff
ACT Center TTS Training Workshop Application Form, 07/2009, page 1 of 2

