
 
 
The Pennsylvania-Delaware AHEC, in partnership with your school, is seeking to help meet the primary care needs 
of our communities and to make health careers training a more valuable experience.  Results from this survey will be 
used to support these goals.  All survey responses are confidential.  Data will only be used within the AHEC 
program and never for commercial purposes. 

 
                
 
 
        Date Completed:  __ __ / __ __ / __ __ __ __ 
                                     Month       Day          Year 

 
 

1. Your name: __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __   

Last Name 

   __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __ 

        First Name 

   __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __ 

        Middle Name  
 
2. What is the name of your primary practice site? 

 
   ________________________________________________________________________ 

 
3. What is the address of your primary practice site? 

 
Street Address  __________________________________________________________________ 

 City  ___________________________________  State  __________________________________ 

 ZIP Code ___ ___ ___ ___ ___    

 
4. What is your office phone number? (__ __ __)  __ __ __ - __ __ __ __ 

 
5. What is your office fax number? (__ __ __)  __ __ __ - __ __ __ __ 

 
6. What is your specialty?  
   

 Advanced Practice Nursing/Nursing 

 Family Medicine 

 General Internal Medicine 

 General Pediatrics 

 General Surgery  

 OB/GYN 

 Physician Assistant 

 Psychiatry 

 Pharmacy 

 General Dentistry 

 Allied Health 

 Other _________________________________________________________ 
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7. In what year were you born?       __ __ __ __ 

  
8. From what high school did you graduate? 
 

Name  ____________________________________________________________________________________ 
 
City   __________________________________________   
 
State   _________________________________________   
 
Country  ________________________________________ 

 
9. Please provide the following information about your (primary) medical or health profession school. 

 
School  ____________________________________________________________________________________ 
 
City  ____________________________________________   
 
State  ___________________________________________ 
 
Country  _________________________________________ 
 

 
 

10. Please provide the following information about the most recent primary care residency that you have completed. 
 

Residency Name  ________________________________________________________________________ 
 
Specialty     ________________________________________________________________________ 
 
Date Completed   __ __ / __ __ __ __ 
      Month             Year 

 
 
11. Are you board certified? 
  

 Yes 

 No 

   
6a.  If YES, please list boards from which you have a certification. 
 

a. ______________________________________________________ 
 

b. ______________________________________________________ 
 

c. ______________________________________________________ 
 
 

12. When did you start practicing (post residency)?    __ __ __ __ 
        Year 
 

13. When did you start practicing in Pennsylvania?    __ __ __ __ 
        Year 
 

14. When did you start practicing at your current site?   __ __ __ __ 
        Year 

 

If you are not a physician, please skip to Question 13. 

PART B 



 
 

15. Do you have Internet access?  
 

 Yes 

 No 

 
 15a.  If YES, what is your e-mail address?  _____________________________________________ 
 
16. Please indicate below the hospitals and community institutions with which you have an affiliation. 
 

a.  Hospital-Based Affiliations:   

     1.  ________________________________________________________________________ 

   2.  ________________________________________________________________________ 

   3.  ________________________________________________________________________ 

  
b.  Healthcare sites at which you provide service other than your primary site and those listed in 16a: 

      1.  _______________________________________________________________________ 

           2.  _______________________________________________________________________ 
 

17. Please provide the following information about your most recent precepting (teaching) experience. 
 

 a.  School Affiliation  ____________________________________________ 

  b.  ZIP Code of Site  ____________________________________________ 

  c.  Type of student taught ____________________________________________ 

  d.  Date completed  ___ ___    ___ ___ ___ ___ 
       Month                     Year 
 
 

18. What level and discipline of health professions student are you willing to mentor? (Check all that apply.) 
 

 First Year Medical Student 

 Second Year Medical Student 

 Third Year Medical Student 

 Fourth Year Medical Student 

 Advanced Practice Nursing Student 

 Dental Student 

 Nursing Student 

 Pharmacy Student 

 Physician Assistant Student 

 Primary Care Resident 

 Other  ________________________ 

 
 
19.  How many students would you be willing to precept (teach) per academic year? ___ ___ ___ 
 
20. Do you have any additional preferences with respect to the students who may be placed with you?   
 

 Yes 

 No 

 
 20a.  If YES, please describe:  _____________________________________________________________ 

 _____________________________________________________________________________________ 

 _____________________________________________________________________________________ 

 _____________________________________________________________________________________ 

 
 
 



 
 
 
 

 
21. How many days in a typical month are you on call? (Enter “0” if not on call or does not apply) 
 

___  ___ 
   Days 

 
22. Are you on call for other providers’ patients? 
 

 Yes 

 No 

 
 
23. Which of the following services do you personally provide?  (Check all that apply.) 

 

 Alcohol Counseling  Public Health 

 Behavioral Medicine  School Health 

 Complimentary/Alternative Medicine  Sexual Counseling 

 Genetics Counseling  Sports Medicine 

 Health Promotion   

 In-Patient Hospital Care Obstetrics 

 Nutritional Counseling  Ambulatory 

 Tobacco Cessation and Smoking Intervention  In-Patient 

 Occupational and/or Environmental Health Geriatrics 

 O.M.M.  Ambulatory  

 Preventive Medicine  In-Patient 

 Prison Medicine  Long Term Care/Residential 

  
 
 
  

Thank you! 
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