
HEALTH SERVICES OFFICER MENTORING PROGRAM 
MENTOR NOMINATION FORM 

Please complete all fields requested in the application and mail, fax, or email back to the Subcommittee 
Chair. Please write legibly. 

MENTORING INFORMATION 
NAME: 

RANK/GRADE: 

JOB TITLE: 

DISCIPLINE: 
Dental Hygiene 
Environmental/Occupational Health 
Epidemiology 
Health/Medical Physics 
Health Education 
Health Services Administration 
Information Technology 

Medical Technology 
Microbiology 
Optometry 
Physician Assistant 
Podiatry 
Public Administration/Public Health 
Psychology 
Social Work 
Other ________________________ 

DUTY STATION ADDRESS: 

DUTY PHONE: (_ _ _) DUTY FAX: ( _ _ _ ) 

E-MAIL: 

PREVIOUS EXPERIENCE AS A MENTEE OR MENTOR? 
IF “YES” TO EITHER, PROVIDE NAME(S) OF MENTEE(S) 
AND/OR MENTOR(S) AND DATE(S) OF MENTORSHIP 

PREVIOUS JOBS AND PHS ASSIGNMENTS

OPERATING 

DIVISION 
JOB TITLE CITY/STATE DATES MAIN AREA OF 

RESPONSIBILITY 

Comments :( Please provide a brief summary of your background, why you want to be a Mentor, 
contributions you can make to the Program, etc. 
determine suitable Mentor-Mentee pairing) 

Information provided will help the Subcommittee 

Mail or Fax completed application to: 
LCDR Celia Gabrel


5600 Fishers Lane, Room 7A-55

Rockville, MD 20707; FAX: 301-443-5271; E-mail: cgabrel@hrsa.gov
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