Partnership Form
Building a National Partnership Network
Advancing Patient-Centered Outcomes Research

	Organization Name:

	

	Key Contact Name:

	

	Key Contact Title:

	

	Key Contact Phone:

	

	Key Contact E-mail:

	

	Address:

	

	City, State: 

	

	Zip:

	

	Phone:

	

	Mission:

	






	Web site:

	

	Number of Organization Members:

	

	Number of Chapters or Affiliates:

	


Health Topic/Disease Type
If applicable, what health topics or diseases does your organization address? 
	










Population Served 
Please Use Bold to Indicate Your Selection

Adult Patients
Allied Health Professionals
Children/Adolescents
Elderly
Nurses
Pharmacists
Physician Assistants
Physicians
Racial and Ethnic Minorities
Women
Other___________________

Organization Type 
Please Use Bold to Indicate Your Selection

Academic Institution
Allied Health Professional Organization
Business Health Coalitions
Clinical Association/Health Professional Association
Federal Agency
Health System
Multicultural/Minority Organization
Patient Advocacy Organization
Pharmacist Association
Women-Focused Organization
Other____________________

Partnership Recognition 
Please Use Bold to Indicate Your Selection

Please INCLUDE my organization’s name in AHRQ’s partnership recognition materials.
Please DO NOT INCLUDE my organization’s name in AHRQ’s partnership recognition materials.


Briefly describe your interest in partnering with AHRQ.
	









What types of activities is your organization interested in to create awareness of patient-centered outcome research? (See list of Suggested Activities.)
	










Please email this form to EHC_Outreach@ahrq.hhs.gov.
