Appendix N

Request to ASTDD for 
State Oral Health Program Review

Technical Assistance

Contact Information

Date:       




State / Territory:       
Name:       




Phone:       
E-mail:       




Fax:       
Type of Technical Assistance Requested

Please describe the questions you have or the focus of the technical assistance you are requesting.  Be as specific as possible.  Estimate how much time this assistance might entail, if possible, and how urgent your request is. 
Potential format of TA requesting (Check all that Apply)

 FORMCHECKBOX 
  Individual phone consultation 


Name of individual consultant preferred (if known):       
 FORMCHECKBOX 
  Team phone consultation


Name of consultants preferred (if known):       
 FORMCHECKBOX 
  Consultant(s) visit to your state/territory


Name of consultant(s) preferred (if known):       
 FORMCHECKBOX 
  Your visit to another state/territory


Name of state/territory (if known):       
 FORMCHECKBOX 
  Your visit to a federal agency


Name of federal agency:       
 FORMCHECKBOX 
  Team follow-up to an onsite review


Team members requested:       
 FORMCHECKBOX 
  Other (describe):       
Financial Resources

ASTDD does not have the financial resources to provide unlimited technical assistance to all of the states currently requesting assistance. For this reason, we need to determine if you have any resources to cover the cost of some services.

Do you have any outside funding to cover any of the costs of TA?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Don’t know

If yes, what is the source of funding?       
Can you help defray the cost of this technical assistance? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Don’t know 

If yes, approximately how much could you cover?       
Please e-mail this form to:

Christine Wood, Executive Director, ASTDD
cwood@astdd.org 









