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Community Health Worker Certification Training 
Application

	Name:
	     

	Provider number:
	                                      
	Telephone number:
	     

	E-mail address:
	     


Community experience questions — please provide brief answers. 
There is no right or wrong answer. Each answer box will expand as you type. Remember to number your answers if you complete the application on additional sheets of paper. 

	1. Describe your experience as a homecare worker, union leader or similar position:                                                 

     


	2. Describe similarities or experiences you share with your community:
     


	3. Describe your experience with public speaking or leading group activities:

     


	4. Describe your experience organizing a community event: 

     


	5. Describe your experience advocating for an individual or community and the policy or process you addressed:

     

	

	6. Explain a time you taught or helped someone unfamiliar with a policy or process and how you did it:

     


	7. Describe your experience using a computer:
     


	8. Is there anything else you would like us to know?  

     


References
Please provide one personal and two professional references.

Personal:
	Name:
	     
	Relationship:
	     
	

	Telephone:
	     
	E-mail:
	     
	

	 FORMCHECKBOX 
 Check this box if we may contact this person.  
	


Professional: 
	Name:
	     
	Relationship:
	     
	

	Telephone:
	     
	E-mail:
	     
	

	 FORMCHECKBOX 
 Check this box if we may contact this person.  
	


	Name:
	     
	Relationship:
	     
	

	Telephone:
	     
	E-mail:
	     
	

	 FORMCHECKBOX 
 Check this box if we may contact this person.  
	


Rights and Responsibilities


 FORMCHECKBOX 
 There is no cost for the certification training. Stipend (payment for attending) and travel allowance are not available. 

 FORMCHECKBOX 
 A telephone or in-person interview before enrollment may be required before the application is accepted.
 FORMCHECKBOX 
 Class attendance is required. Certification is based on class participation.

 FORMCHECKBOX 
 I certify that my signature below indicates that the information I supplied in this application is accurate to the best of my knowledge. I understand that knowingly misrepresenting information may result in rejection of my application.


	
	
	     

	Signature (not required if returning by e-mail)
	
	Date


Return your completed application by e-mail or mail to: 

OHCC.CHW@state.or.us  

Oregon Home Care Commission

676 Church St. NE
Salem, OR 97301

For more information or help, please e-mail or call: 

OHCC.CHW@state.or.us 

503-373-7606 or Toll-free: 1-877-880-8071, option 1
�





Check the boxes if you understand and agree with each statement below. 
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