FACTSHEET

AMERICAN ACADEMY OF PEDIATRICS

TOBACCO CONSORTIUM
FACT SHEET MEMBER POSITIONS
AAP Tobacco Consortium appointments are made since knowledge, expertise, and interest. Within this context, AAP membership demographics such as gender, ethnicity, geographic distribution, and participation in Academy activities will be considered. Membership dues must be current.

Please type or print


	Name
     
	Are you an AAP Member? YES FORMCHECKBOX 
NO  FORMCHECKBOX 

District         Chapter       

	Office Address

     
City/State/Zip      
	(If AAP Member):

Member ID
      

	Year elected fellow      

	Office Phone

     
	Office FAX

     
	Office E-mail

     

	Home Address

     
City/State/Zip      
	Home Phone      
Home E-mail      

	Preferred Address for correspondence?      Home    FORMCHECKBOX 
       Office   FORMCHECKBOX 

	

	Gender 
Female  FORMCHECKBOX 
  Male  FORMCHECKBOX 

	Ethnicity (Optional)
     
	




PRESENT POSITION
Please indicate primary professional setting(s):

Primary Care (office or clinic):
     
Hospital Based
     
University Based:
     


Industry Based:
     
Other (please specify):
     
Please indicate the average percentage of time spent in each of the 4 designated activities listed below:
1.
Practice Involving the Direct Care of Patients (including record-keeping):



Outpatient care
     


Inpatient care 
     


Volunteer as a medical provider at clinic, sports team, or camp 
     


Consult for schools and child care centers
     


Other (specify)
     
2.
Administration (Include planning management of services):



Your own practice
     


Hospital services 
     


Other health facility or agency (specify) 
     
3.
Clinical Training:


Office-based clerkships and rotations
     
Hospital-based residency and medical student training
     
Teaching in other educational institutions 
     
Mentoring other professionals
     
4.
Research (include funded and unfunded):


Practice-based
     
Hospital-based
     
University-based 
     
Industry-based
     
Elsewhere (specify) 
     
For these last 3 designated activities listed below, please indicate the average number of hours per month spent in each:
 5.
Recent Scientific Publications (include preparation and writing scientific materials for professional and lay publications):       
6.
Other Activities NOT Involving Direct Patient Care:


Work with local AAP chapter or district 
     


Work with other non-profit child advocacy groups (eg, Children’s Defense Fund)
     


Address parent, teacher, or other community groups 
     


IRB 
     


Serve on a community organization board 
     



School Board 
     



Head Start 
     



Health Department 
     


Credentialing 
     


Other (specify) 
     
7.
Advocacy:

Community Services
     

Communicate with the media (send letters, e-mails, provide testimony) 
     

Child Protection Services 
     

Children with Special Health Care Needs 
     

Other (specify) 
     
Describe additional pertinent activities:
     
What additional ethnic/cultural experiences will you bring to the AAP Tobacco Consortium?

     
How will your interests and expertise serve to complement this committee?

     
Describe your activities in AAP Chapter or National Committees, Councils, or Sections (if any).
Reappointment to a national committee is partially contingent on active participation in the chapter.

     
Have you served on the AAP Tobacco Consortium previously? YES    FORMCHECKBOX 
      NO   FORMCHECKBOX 

If yes, list dates of service:

If appointed, will you serve?          YES  FORMCHECKBOX 
      NO   FORMCHECKBOX 

If you are appointed to the AAP Tobacco Consortium, you will be requested to complete a conflict of interest statement and a tobacco disclosure statement.

If you are currently a Tobacco Consortium member or have been a member in the past, please provide feedback below on how the Consortium can be improved.
     
Only electronic submissions are accepted. PLEASE SUBMIT YOUR BIOSKETCH, Statement of interest, ToBACCO DISCLOSURE STATEMENT ALONG WITH THIS COMPLETED FACT SHEET TO richmondcenter@aap.org. 

ALL DOCUMENTS SHOULD BE formatted using Microsoft Word, ADOBE PDF or other compatible software
I understand that completion of this form in no way implies an appointment to this Consortium. 
     
     
Signature
Date


                          FORMCHECKBOX 
(Check here to indicate your electronic signature, agreeing to the conditions set forth above).
1
2021-2022
1

