[image: image1.jpg]NATIONAL ASSOCIATION OF
CHRONIC DISEASE DIRECTORS

Promoting Health. Preventing Disease.





State Technical Assistance and Review Program (STAR) Application
Please complete this form to apply for a State Technical Assistance and Review Program (STAR) in your state or territory.  Completed forms should be e-mailed to Natasha McCoy (nmccoy@chronicdisease.org).  Please note the state’s NACDD voting member and the State Health Officer or his/her designee must sign the application.  If you have questions about completing this form, please contact Ellen Jones at (601) 540-6310.

State:       
Contact Person:      
Title:      
Address:      
E-mail:      
Phone:      
Fax:      
Chronic Disease Director (if not listed as contact person):      
Time in this position      
NACDD Voting Member (if not listed as contact person/Chronic Disease Director):      
1.  Proposed dates for Site Visit (Site Visit is 4 days and may be arranged for Monday through Thursday or Tuesday through Friday)  


First choice:      

Second choice:      
2.  Administrative/Logistic Support
Each state or territory that receives a STAR site visit must perform or support the following:  

· preparing the briefing book;

· assigning a senior staff person to oversee STAR preparations; 

· inviting and confirming the interviewees;

· hosting an informal social event;

· committing staff time during the site visit;

· arranging on-site logistics including reserving  meeting rooms;

· identifying appropriate hotel options; and 

· providing the full-time services of an administrative assistant familiar with the chronic disease unit  

· working with NACDD to prioritize and implement recommendations 

This administrative support person will be available to assist the site visit team as needed.  Please check the box below to indicate that your state/region understands and is willing to take on these responsibilities.  (Note:  Please review the STAR Guide for States for more detail about state responsibilities before you check the box below.)

 FORMCHECKBOX 
  Yes, we understand and will take on the responsibilities outlined above.

In addition, some states/territories may be able to provide financial support for the course.  By doing so, you help NACDD make STAR available to additional states and territories.  Please check which of the following you will provide.  If your state/region is able to fully or partially support the speaker fee or travel or lodging of the facilitators, please so indicate.

 FORMCHECKBOX 
 a. Team member honoraria (please list amount):      
 FORMCHECKBOX 
 b. Team member travel (please list amount):      
 FORMCHECKBOX 
 c. Team member lodging (please list amount):      
3.  Rationale for STAR
Briefly describe the reasons you are requesting STAR and the desired outcomes, in no more than 250 words.

4.  Brief Overview of your Chronic Disease Unit

Briefly describe your unit, including how it is organized.
5.  Desired Skills/Experience of STAR Site Visit Team

Briefly describe the desired team member skills (e.g., epidemiology, evaluation, program development) based on the rationale for the site visit.

6.  Potential Interviewees

Please attach a list of up to 24 potential interviewees, based on your desired site visit outcomes.  For each person, provide name, title, organization, email address and telephone number.

7.  Hotel Options (please provide three that are national chains and close to the state health department)

Name of hotel/lodging facility:      
Estimated single room rate:      
Is hotel non-smoking?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
  

Name of hotel/lodging facility:      
Estimated single room rate:      
Is hotel non-smoking?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
  

Name of hotel/lodging facility:      
Estimated single room rate:      
Is hotel non-smoking?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
  

8.  Please note below any other reasons why your state or territory should be given high priority for STAR.  (no more than 250 words)

9.  Certification of Commitment

(Signature of Chronic Disease Director)

______________________________________________________________________________

(Signature of State Health Official or designee)
