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PROGRAM CERTIFICATE COMPLETION FORM

Domains of Practice Certification Program 

After attending all tweleve modules, please supply the following information:

_________________________________________________________________________________________________________________________

Name (Please print or type)




Title
_________________________________________________________________________________________________

Institution or Organization




_________________________________________________________________________________________________

Major Area of Responsibility






_________________________________________________________________________________________________

Address






City, State, Zip Code

(_____)__________________________
(_____)___________________________________________________________
Telephone Number



Fax Number



e-Mail Address

Program Certificate Completion Form

(Attach a copy of all certificates of attendance.)
Module 1
Patient Advocacy
Date: ____________________________________________



Module 2
Healthcare Management – Leadership 
Date: ____________________________________________



Module 3
Healthcare Leadership – Administration 
Date: _____________________________________________


Module 4
Business Communication 
Date: ____________________________________________

Module 5
Interpersonal Communication
Date: ______________________________________________



Module 6
Conflict and Conflict Resolution
Date: ______________________________________________

Module 7
Grievance and Complaint Management 
Date: ______________________________________________

Module 8
Crisis Planning and Crisis Intervention
Date: ______________________________________________

Module 9 
Qualitative Research Methods and Data Analysis
Dates: ______________________________________________

Module 10 
Quantitative Research Methods and Data Analysis
Dates: ______________________________________________

Module 11
Data Management
Date: ______________________________________________

Module 12
Healthcare Management
Date: ______________________________________________

Years of experience as a patient advocate?   ______________

Are you an SHCA member? __________Since?__________  
Chapter member? _____________ 

RETURN THIS FORM AND SUPPORTING DOCUMENTATION TO:

SHCA
155 N. Wacker Drive, Suite 400

Chicago, IL 60606

Fax to:  312/278-0881
Email: shca@aha.org 
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