Ready to Use Doctor Patient Communication Skills Didactic Curriculum Registration Form

Thank you for interest.  In order to receive the entire curriculum on CD, I ask only that you provide me with some basic information to help me gather data about the use of the materials.  In order to be able to continue to provide these resources, I need data about their use and effectiveness.  I would also love to have your feedback about how to improve them.  Therefore, I also ask your permission to contact you later to obtain information about your use of the materials, your feedback, and your program’s evaluations of the teaching sessions.  I hope these materials are useful to you in teaching doctor patient communication skills.

Last Name: ________________________________________________

First Name: ________________________________________________

Professional Degree:

PhD    PsyD    MSW    MD/DO    EdD    LCSW  Other: 
Program: _____________________________________Medical School    Residency

Position:  __________________________________________________

Number of Years in Teaching BS in Family Medicine:  ___________

Contact Address:  ___________________________________________



        ___________________________________________

City:  ______________________    State:  ________    Zip:  _________

Phone:  ____________________________________________________

Email Address:  _____________________________________________

Do you currently teach any of the topics covered in this curriculum?  No  Yes

If yes, which ones?  __________________________________________

                                   __________________________________________

How likely are you to use individual modules in this curriculum?

Very Likely    Likely    Unsure    Unlikely    Very Unlikely

Which ones:  _______________________________________________


           _______________________________________________

How likely are you to use the entire curriculum?

Very Likely    Likely    Unsure    Unlikely    Very Unlikely

Who would you be teaching?

Medical Students    Residents    Physicians    Other
By completing and submitting this form to Dr. Yvonne Murphy, I am granting my permission for her to contact me about my use of her materials.

