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This form is to be completed by the workshop Leader or local Program Coordinator for all planned Stepping 
On workshops in North Dakota. Please send this form to the North Dakota Department of Health at least one 
month prior to your workshop to the attention of:                 mslag@nd.gov or by fax at 701.328.1412. If 
you have any questions regarding this form, please contact us at: 701.328.4537. 

Name of Leader #1 Organization  

Mark One: □ Healthcare Professional □ Aging Professional  

Address City State ZIP Code 

Telephone Number E-Mail Address 

Is Leader #1’s First Stepping On Workshop? □ Yes □ No 

 

Name of Leader #2 Organization  

Mark One: □ Healthcare Professional □ Aging Professional  

Address City State ZIP Code 

Telephone Number E-Mail Address 

Is Leader #2’s First Stepping On Workshop? □ Yes □ No 

If Leader #2 is a Peer Leader, please indicate how he or she was trained:  

□ Attended Leader Training □ Trained by a Stepping On Leader 

 
Who is your local partner agency or organization? 

Contact Name 
 

Agency/Organization 

Address City State ZIP Code 

Telephone Number E-Mail Address 

 
Who will be handling workshop registrations? (If this information is the same as Leader #1 or #2, please 
just provide the Leader’s name. 

Name  Organization  

Address City State ZIP Code 

Telephone Number E-Mail Address 
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Workshop Dates and Times 

Day of Week 
 

Start Date End Date 

Start Time 
 

End Time 

 
Workshop Location 

Facility/Building Name 
 

Address City State ZIP Code 

Telephone Number E-Mail Address 

Check all that apply 

□ Free Parking  □ Metered Parking  □ Garage Parking (ramp/elevator accessible)  □ On a Bus Route    

□ Handicap-Accessible (Building, including bathrooms)  □ Elevator  □ Stairs to workshop area, but no 

elevator (If no elevator, indicate the number of stairs:           )             

Type of Facility 

□ Senior Center  □ Other Community Center  □ Faith-Based Organization  □ Health Care Organization    

□ Parks Department Facility  □ Workplace  □ Other (Specify)  

Workshop Fee to Participants 

□ No Workshop Fee  □ $10  □ $20    □ $30  □ Other (Specify) 
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Please describe your plans for recruiting participants and identify who will take responsibility. Check 
all that apply. Asterisks indicate the most successful strategies.  

 Leader 
#1 

Leader 
#2 

Local 
Partner 

Prevention 
Coordinator 

Facility Current/Past 
Participant 

Already have a waiting list 
 

      

Personal invitation by current/past 
participants* 

      

Personal interest story in local 
newspaper* 

      

Presentation to support groups* 
 

      

Presentation to senior groups* 
 

      

Presentation to groups (consumers)* 
 

      

Presentation to health care 
professionals 

      

Meet with health care professionals 
(potential reference source) 

      

Newsletter notification 
 

      

Website advertisement 
 

      

Mailing 
 

      

Flyers/Posters 
 

      

TV/Radio Commercial 
 

      

Blog Post 
 

      

Social Networking (Facebook, Twitter, 
etc.) 

      

Other (Specify) 
 

      

 

Is there any assistance you need as you prepare for your Stepping On workshop? 
 
 
 
 

 

 

Thank you for helping North Dakotans live a healthier, independent life through your commitment to evidence-

based prevention programs. The North Dakota Department of Health is grateful for your enthusiasm and effort. 


	Name of Leader 1: 
	Organization: 
	undefined: Off
	undefined_2: Off
	Address: 
	City: 
	State: 
	ZIP Code: 
	Telephone Number: 
	EMail Address: 
	undefined_3: Off
	undefined_4: Off
	Name of Leader 2: 
	Organization_2: 
	undefined_5: Off
	undefined_6: Off
	Address_2: 
	City_2: 
	State_2: 
	ZIP Code_2: 
	Telephone Number_2: 
	EMail Address_2: 
	undefined_7: Off
	undefined_8: Off
	undefined_9: Off
	undefined_10: Off
	Contact Name: 
	AgencyOrganization: 
	Address_3: 
	City_3: 
	State_3: 
	ZIP Code_3: 
	Telephone Number_3: 
	EMail Address_3: 
	Name: 
	Organization_3: 
	Address_4: 
	City_4: 
	State_4: 
	ZIP Code_4: 
	Telephone Number_4: 
	EMail Address_4: 
	Day of Week: 
	Start Date: 
	End Date: 
	Start Time: 
	End Time: 
	FacilityBuilding Name: 
	Address_5: 
	City_5: 
	State_5: 
	ZIP Code_5: 
	Telephone Number_5: 
	EMail Address_5: 
	Free Parking: Off
	Metered Parking: Off
	Garage Parking rampelevator accessible: Off
	On a Bus Route: Off
	HandicapAccessible Building including bathrooms: Off
	Elevator: Off
	Stairs to workshop area but no: Off
	Senior Center: Off
	Other Community Center: Off
	FaithBased Organization: Off
	Health Care Organization: Off
	Parks Department Facility: Off
	Workplace: Off
	Other Specify: Off
	Workshop Fee to Participants No Workshop Fee 10 20 30 Other Specify: 
	undefined_11: Off
	undefined_12: Off
	undefined_13: Off
	undefined_14: Off
	undefined_15: Off
	Is there any assistance you need as you prepare for your Stepping On workshop: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box1: Off
	Check Box2: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off


