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	Training Information

	Date: 
	August 10-13, 2010

	Location: 
	Chestnut Health Systems
Crossroads Training Facility

448 Wylie Drive

Normal, IL 61761


	Registration Instructions 

	Return completed form to:
	Brittany Bolender
bnbolender@chestnut.org

	Address: 
	Chestnut Health Systems

Crossroads Training Facility

448 Wylie Drive

Normal, IL 61761

	Phone:
	309-451-7832

	Registration deadline:
	COB, Friday, June 25th 

	Hotel reservations:
	Participants are responsible for making their own hotel reservations (unless you are a grantee covered by CSAT. If so, you must provide grant information). 


	Trainee Information

	Name:
	

	Title:
	

	Agency/Firm:
	

	Mailing

Address:


	

	Phone:
	

	Fax:
	

	E-mail:
	

	
	Please select any certifications you are currently pursuing:

 FORMCHECKBOX 
GAIN Local Trainer Certification          FORMCHECKBOX 
A-CRA/ACC Certification

	Dietary considerations (e.g., vegetarian, low-salt, diabetic, gluten-free): ______________________________________________________________________________

	If you complete the training, Chestnut can issue 25 Continuing Education Credits under the following programs:

· LCPC, License # 197-000026

· LCSW, License #159-000433

· National Association for Alcohol and Drug Abuse Counselors (NAADAC) #608

I wish to receive Continuing Education credits for this training
____Yes
____No



	How do you use / plan to use the GAIN? (Please check all that apply)

	____Clinical Interpretation of the GAIN

____Intake Interviewer

____Follow-up Interviewer/Tracker

____Supervision/Quality Assurance, (e.g.                     

        Research or Clinical Coordinator)
	____Analyst/Researcher

____Data Manager

____ABS User

____ABS Administrator



	Which Version of the GAIN Do you primarily use? (Select One):

____ GAIN-I Full          ______ GAIN-I Core     

	Are you affiliated with a SAMHSA/CSAT/Other grant? If so, please identify below.

Name of grant: _______________________________________Grant No: _______________________

	Does your site have an existing GAIN license? If so, what is the license number? _________________________________________



	Payment Information

	If your tuition is being covered by CSAT or technical assistance from another third party, please indicate:

Project Name: _____________________________________________________________________

Payment Source: ____________________________   Grant #:____________________________



	Note: It is not necessary to complete the section below if CSAT funding is covering the cost of your training and certification.



	Choose one of the registration payment methods below – The cost of this training is $4000* and includes clinical interpretation certification. Please indicate to whom the invoice should be sent:

Name: _______________________________________________________________________

Address: _____________________________________________________________________

_____________________________________________________________________________

Phone_______________________________  E-mail: __________________________________



	If applicable, please indicate the person or agency providing payment to Chestnut: 

Person/Agency Name: ______________________________________________________________

Address: ___________________________________________________________________________

Phone/email: _______________________________________________________________________

Check Number: __________________________ (Make check payable to Chestnut Health Systems)

	

	Credit Card Type:
___MasterCard 
___Visa               

Card Holder Name: _____________________________________________________

Card Number: ________________________________________ Expiration: _____/_____

	Purchase Order Number: ________________________


*Includes training materials, CD with copies of all materials, lunch each day, review and written feedback to clinical interpretation certification level and provision of technical assistance for up to 3 months after training for the certification process.


If you have a resume that covers several of the areas below, you may attach it and enter “See resume” in the relevant fields. We encourage you to complete this application as a MS Word document (.doc) so that you can expand any areas as necessary.

Application Date: ___________________________Select One:  Basic_____   Advanced ______

Name:  ______________________________________________________________________
Agency/Organizational Affiliation: ________________________________________________

Position/Title: _________________________________________________________________

Address: ______________________________________________________________________ ______________________________________________________________________________

Telephone Number: ______________________  Fax Number: ___________________________

E-Mail Address: _______________________________________________________________

Preferred Mode of Contact: __ E-mail __ Phone __ Fax

List below any special issues (e.g., work or home) in contacting you  ______________________ ______________________________________________________________________________

Please list professional education (in reverse chronological order, with most recent listed first) 

	College/University Attended
	Field of Study
	Degree
	Year Earned (if Applicable)

	
	
	
	

	
	
	
	

	
	
	
	


Please list your clinical licensures or certifications.

	Clinical Licensure or Credential
	Certifying Body
	Year Attained

	
	
	

	
	
	

	
	
	


Additional clinical training received (excluding GAIN Training): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please provide the dates and locations of your prior GAIN certifications.  

	CERTIFICATION
	Date (mm/yyyy)
	Location

	Coursework Certification
	
	

	Administrator Certification
	
	

	Local Trainer Certification
	
	


SCOPE OF PRACTICE: Please tell us your current scope of practice.  Check all that apply:

	
	I make diagnostic impressions for review by senior clinicians, MD or Psychiatrist

	
	I make diagnoses related to substance use disorders

	
	I make diagnoses related to a subset of other disorders (Please specify _______________________)

	
	I make diagnosis under my own training/licensure

	
	I make placement and referral recommendations for review by senior clinicians, MD or Psychiatrist

	
	I make placement and referral recommendations

	
	I make treatment planning recommendations for review by senior clinicians, MD or Psychiatrist

	
	I make treatment planning recommendations

	
	I provide direct treatment and make progress notes

	
	I chair a staffing or case conference meeting to review diagnoses, placement and treatment planning

	
	I supervise staff responsible for initial diagnosis, placement and treatment planning decisions

	
	I train staff to make initial diagnosis, placement and treatment planning decisions

	
	I have other major clinical responsibilities (Please describe ________________________________)


The scope of practice of someone with a GAIN Clinical Interpretation Certification (GCIC) is defined by the training and knowledge base of the individual. This includes, but is not limited to, that person’s academic degree, clinical training, and license to practice. GCIC is not a professional license or certification. As such, GCIC-certified professionals should not operate beyond the limitations of their professional preparation and credentials; should not make any “diagnostic” decisions that they are not qualified to render; and should not misrepresent certification levels or credentials of self or others. For example, while an M.D. can give a diagnosis, a Master’s-level clinician or a certified addictions counselor might suggest only a rule out. 

By signing below I agree that the above is true and correct. I also agree to: 

· Fully cooperate with the required process for GAIN Clinical Interpretation Certification. 

· Represent the GAIN as a tool for research or program evaluation.

· Combine information obtained from the GAIN tool with clinical judgment and additional collateral information when making diagnosis, placement, and other clinical decisions. 

· Not misrepresent certification levels or the credentials of self or others.

· Notify Chestnut Health Systems of anyone whose certification should be revoked due to violation of this agreement.

· Stay updated via the Chestnut website and through communication with GCC clinical staff on changes or revisions to clinical reports and instruments.

· Utilize the materials and protocols authorized by Chestnut Health Systems for clinical use in the normal and prescribed manner.

_____________________________________



___________

GCIC Trainee








Date

_____________________________________



___________

CHS Clinical Staff







Date

GAIN
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