The Graduate Healthcare Administration Training Program (GHATP) Board

Healthcare System Management (HSM) Training Program

Mentor/Host Site Application Process

IMPORTANT NOTE:  THE HSM TRAINING CYCLE HAS CHANGED. In the past, the cycle coincided with the Fiscal year (i.e. October to September), but starting this and subsequent years the cycle will run from July to June. Since this is the transition year, there will be overlap of two HSM classes. In the future, all HSM trainees will be on the July to June cycle.
Instructions:

The following information will assist in completing and returning the Mentor/Host Site Application through Outlook to the HSM Training Program Coordinator: (preeti.patel@med.va.gov).

1. Download the application as a Microsoft Word document (web-page only).

2. Save this form as a Microsoft Word document on your computer.

3. Complete the application sheets provided (toggle through the form using the tab button).  Include any additional material that is required or necessary for the GHATP Board to make the best selection of Mentors.

4. Please send completed application to Preeti Patel, HSM Training Program Coordinator (preeti.patel@med.va.gov). 

5. The last sheet of the application requires signatures of the Mentor and Director/Network Director, as appropriate.  Please send the signed sheet either by mail or fax.  

Note:  If you are unable to return the application through Outlook, please send the completed application material and any additional information to the HSM Training Program Coordinator, postmarked by January 16, 2004.

Preeti Patel (183)

Administrative Officer, GRECC

South Texas Veterans Health Care System (STVHCS)

7400 Merton Minter Blvd.

San Antonio. TX  78229

Phone: (210)617-5197

Fax: (210)617-5312
APPLICATIONS NEED TO BE SENT BY January 16, 2004!!!

Mentor/Host Site Application

MENTOR INFORMATION

While more than one senior manager may help with the training, it is essential that there be one experienced manager (mentor) who is willing to commit to serving in this capacity for the training year and subsequent follow-through.

The role of the mentor is to orient the HSM trainee to the organization while assisting with the trainee’s career and professional development.  Frequent interaction is expected.  A mentoring relationship has been described as an experienced manager (mentor) taking an active role in the career development of a less experienced individual (management trainee) by offering advice, guidance and support.  The guidance offered is based on the mentor’s organizational and professional experiences.  Managers from a variety of backgrounds are encouraged to apply.  Both clinical and administrative managers of service (product) line, service, facility and network levels will be considered.  

Background

1. Name:       
2. Title:      
3. Time in Current Position:  From:       
To:       
4. Years in VHA:      



5. Years in Health Care Management:      
6. Telephone Number:       
7. FAX Number:       
8. Do you intend to stay at this location through the trainee’s appointment?

Yes:   FORMCHECKBOX 

No: FORMCHECKBOX 

9.  Are you willing to assist in the placement of the management trainee?

Yes:   FORMCHECKBOX 

No:  FORMCHECKBOX 

10. Will you provide the management trainee a PC, and access to a Microsoft Exchange/Outlook account and the Internet?


    

Yes:  FORMCHECKBOX 
         No:  FORMCHECKBOX 

Education

Mentors should have received a master’s degree or equivalent in order to be approved as a Mentor in this training program.

Graduate school attended:      
ACEHSA/CEPH* Accredited?    Yes:   FORMCHECKBOX 
      No:    FORMCHECKBOX 
 

*(Accrediting Commission on Education for Health Services Administration/Council on Education for Public Health)

Degree awarded:        
Date awarded:       
Professional Organization Status 

Indicate status held in the American College of Healthcare Executives (ACHE) or American College of Physician Executives (ACPE).

ACHE
:
Fellow:   FORMCHECKBOX 

Diplomate:  FORMCHECKBOX 
     Associate:  FORMCHECKBOX 


ACPE:
Fellow:   FORMCHECKBOX 

Diplomate:  FORMCHECKBOX 

Healthcare Involvement

1.  Please attach a current CV or resume (not to exceed 3 pages).
2.  Were you a: 
HSS Trainee:  Yes:   FORMCHECKBOX 
   No:   FORMCHECKBOX 


Date:      
Resident/Fellow:  Yes:    FORMCHECKBOX 
   No:    FORMCHECKBOX 
  
Date:      
  
Other Structured Training:       
4.  Have you been a Mentor to a trainee in a recognized training program?   

Yes:   FORMCHECKBOX 

No:   FORMCHECKBOX 
  

If yes, please list no more than the last 4 trainees:

Trainee’s Name
Training Program
Date of Appointment
Location
·      

     


     



     
·      

     


     



     


·      

     


     



     
·      

     


     



     
5.  List and describe your healthcare experience/activities within the VA. 

     
6.  List and describe your healthcare experience/activities outside of the VA.


     
7.  Please describe your role as a mentor giving specific examples of your level of involvement.  (Please be specific):

     
Core Competencies

Comprehensively, but briefly, describe your level of accomplishment in each of the eight (8) core competencies (do not exceed 3 pages total):

· Interpersonal Effectiveness:

· Customer Service:

· Systems Thinking:
· Flexibility/Adaptability:
· Creative Thinking:

· Organizational Stewardship:

· Personal Mastery:

· Technical Skills:

Network Letter of Commitment

Please send letter signed by your Network Director stating the Network’s commitment to the HSM Program.  The commitment letter should explicitly state that the Network will place the trainee, who has successfully completed the HSM training program requirements, in a position within one of the Network facilities unless the trainee selects another position outside of your Network.  The position offered by the Network does not necessarily need to be located at the approved host facility where the trainee completed his/her training.
HOST SITE INFORMATION

1. Facility Number:      
2. Facility Name:     
3. Facility Location:       
4. Full Mailing Address:  
     
     
     
5. Director’s Name (if not Mentor):      
6. Director’s Telephone Number:      
7. Director’s FAX Number:       
Which of the following best describes the overall training plan experience? 

(check all that apply)

 FORMCHECKBOX 

Medical Center


 FORMCHECKBOX 

CBOC(s) #      
 FORMCHECKBOX 

Other Healthcare sites

 FORMCHECKBOX 

Network Office Involvement


Describe:


 FORMCHECKBOX 

Academic Affiliations

 FORMCHECKBOX 

Community Healthcare Facilities


Which of the following management team members are committed to the overall training program?  (check all that apply)  For credit, please provide a letter of support from those you have checked.
 FORMCHECKBOX 

Medical Center Director(s)
     FORMCHECKBOX 

Academic Medical Center (CEO)

 FORMCHECKBOX 

Network Director

     FORMCHECKBOX 

Community Medical Center (CEO)


(previous Network support

letter is sufficient)

Check all the programs that are offered at the overall training site(s) 

 FORMCHECKBOX 

Medicine


      FORMCHECKBOX 

Surgery

 FORMCHECKBOX 

Primary Care


      FORMCHECKBOX 

Mental Health

 FORMCHECKBOX 

Geriatrics & Extended Care     FORMCHECKBOX 

Special Emphasis Program(s)*

(i.e. Blind Rehab Center, Spinal Cord Injury, Transplant surgery, Cardiac surgery, etc.)

 FORMCHECKBOX 

Research


      FORMCHECKBOX 

Medical Residency Training Program

Mentor’s Signature: ________________________

Date: ___________

*Director’s Signature 

(as applicable): ____________________________  

Date: ___________ 

*Network letter will be viewed as Network Director’s support of the HSM Program and Mentor participation.
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