Workshop Information Cover Sheet

Leader Information:

Leader Name: Phone:
e-mail address:
Leader Name: Phone:

e-mail address:

Workshop Information:

Location:

Name
Address City State Zip
Start Date: End Date:

Did you offer a “Session 0” with this workshop?
(“Session 0” is an optional pre-workshop session. Not all workshops offer a “Session 0”.)

Yes No Don’t Know

What type of workshop is this? (Mark only one.)

______ Chronic Disease Self-Management Program (CDSMP)
______Tomando Control de su Salud (Spanish CDSMP)

_____ Diabetes Self-Management Program (DSMP)
______Tomando Control de su Diabetes (Spanish DSMP)
_____Arthritis Self-Management Program (ASMP)

______Programa de Manejo Personal de la Artritis (Spanish ASMP)

Language: English Spanish Other

-Number of participants enrolled, attending at least 1 session*:
-Number of participants who completed at least 4 sessions*:

*Excluding “Session 0”
-Number of Session 1 Surveys included in returned packet:
-Number of Session 6 Surveys included in returned packet:

If the number of forms is fewer than the number of participants noted above, please
provide a brief explanation (e.g., illness, refusal, loss or destruction of forms, etc.)

Please send all completed forms

(Cover Sheet, Attendance Roster & Participant Surveys from Sessions 1 & 6) tO:
Health Care Agency-Adult Public Health Nursing Services

Attn: Alice DeFranco

P.O. Box 355, #25B

Santa Ana, CA 92702




