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EVENT REQUEST PARTICIPATION FORM
CRITERIA
 1.  Agencies must complete and submit this form at least 2 weeks prior to the event.


 2. Please attach a press release or flyer describing your event to this form. 

 3. The event must target communities at risk/critical populations with a preference for first time testers. Questions concerning Project WAVE’s incentives can be directed to: Debbie Quinones  
212-417-4513  drq01@health.state.ny.us 
AGENCY INFORMATION

	Name: _____________________________________________________________________

Contact  and Alternate: ________________________________________________________

                                       _______________________________________________________

Phone : ____________________    Fax: ______________________


EVENT INFORMATION

Name of Event: ________________________________________________________

Date(s) of Event: _______________________________________________________

Location (Address of Event): ______________________________________________

                                               ----------------------------------------------------------------------

                                               _______________________________________________

Hours of Event: _________________________________________________________
1. Are you the lead agency for this event?  Yes  No
2. If no, please identify lead agency including name of contact person/phone number below:
________________________________________________________________________
Name of Lead Agency                         Contact Person                                 Phone #

3.  What is the primary Latino population you are trying to reach in this testing event? Country of origin: ____________________________________________
       
Please circle which population you are targeting:  

Youth      MSM       Women          Substance Use 
4. Based on hours of operation and number of counselors available, how many clients:

    A) Are you expecting to test during this event? ________


    B) Are you expecting to be educated/outreached? ________


5. Please indicate the total number of counselors for this testing event?______

6.  What types of HIV test will be performed (check all that apply):

____ Blood test (venipuncture)


____ OraSure (oral) test~ 

____ OraQuick (rapid) test (fingerstick)
—— OraQuick Advanced (oral rapid) test

7. Are you offering STI screening?     ______ Yes     ______ No

   If yes, who is providing it? ________________________________________

8. Will you require incentives for your testing event?        _____Yes   _____No
Please circle:     Pharmacy gift cards – Rite Aid      Gas gift cards       Metro cards 



Supermarket gift cards - Pathmark       Project WAVE Hats        Mall Cards     

9. If yes, please indicate where incentives should be shipped, include name and address:
10. Do you want your event to be listed in the LHTM website?   Yes____   No ____
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