National Outcomes Research Analysis-the NORA project  
Clinic-Based Patient Outcomes Study

Application for Study Participation*
I. Clinic and Personnel Information

Name of Clinic Setting:
_______________________________________________

Address:
___________________________________________________________

Phone #:
______________________________

FAX #:
______________________________

Email:

______________________________

Name of Certified Athletic Trainer to coordinate study
________________________

Name:

_____________________________________

Phone: 
_____________________________________

FAX #:
_____________________________________

Email:

_____________________________________

BOC#: 
_____________________________________

Total years of experience in clinic setting:
_______________________________

Years of employment at current clinic setting:
______________________________

Name(s) of other Certified Athletic Trainers who will participate in study:

Name:

_____________________________________

Phone: 
_____________________________________

Email:

_____________________________________

BOC#: 
_____________________________________

Name:

_____________________________________

Phone: 
_____________________________________

Email:

_____________________________________
BOC#: 
_____________________________________

Name:

_____________________________________

Phone: 
_____________________________________

Email:

_____________________________________

BOC#: 
_____________________________________

Name of Clinical administrator to approve Study participation:

Name:

_____________________________________

Position:
_____________________________________

Address:
____________________________________________________________

Phone: 
_____________________________________

FAX #:
_____________________________________

Email:

_____________________________________
Manner in which study forms and documents will be submitted:


_____ FAX 
_____ online

II 
Scope and Volume of Treatment and Rehabilitation Activities

Check all that apply for which a Certified Athletic Trainer(s) provide 100% of the entire scope of patient treatment and rehabilitation (i.e., patient intake to release):

_____ foot/ankle

_____ knee

_____ hip

_____ spine

_____ shoulder

_____ elbow

_____ wrist/hand

Overall volume of Certified Athletic Trainer treatment and rehabilitation activities in your setting:

_____ none
_____ low
_____ moderate
_____ high

Volume of treatment and rehabilitation activities with elderly patients:

_____ none
_____ low
_____ moderate
_____ high

III 
Signatures

Certified Athletic Trainer coordinating study:

____________________________
____________________________
___________

Print name



Signature


      Date

Clinic administrator approving study participation:

____________________________
____________________________
___________

My (completed by administrator) anticipated administrative, personnel, and environmental support of this study:

_____ low
_____ moderate
_____ high

Contact person for further information regarding this study: Christi Gates at 1-800-879-6282 ext.154
Thank you for your interest in participating in this benchmark research.  Please email, mail or fax this application to Christi Gates at christig@nata.org, fax # 214-637-2206 or by mail to NATA Attn. Christi Gates 2952 Stemmons Freeway # 200 Dallas TX 75247
* applicants will be evaluated and participants chosen, participation is limited. If you are not selected to participate in the initial NORA project, you could be selected for additional projects anticipated to be conducted at a later date. 

