
Date Submitted Application Number

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Health Resources and Services Administration

GRANT REVIEWER RECRUITMENT FORM

1. Nomination Type (Select one) ____ Self Nominated ____Program Nominated
If Program Nominated then, Nominated by (Name/Bureau)

2. Applicant Information

2a. Legal Name (Salutation, First Name, Middle Initial, Last Name) 2b. Maiden Name

2c. Gender (Select one)
[ ] Male [ ] Female

2d. Ethnicity (Select one)
[ ] Hispanic or Latino [ ] Non Hispanic or Latino

2e.  Race (Select one or more)
[ ] American Indian or Alaska Native [ ] Black or African American [ ] White
[ ] Native Hawaiian or Other Pacific Islander [ ] Asian

2f.  Current/Last Name Employment Organization:

  Date(mm/yyyy) From: To:

Employment Information

Employment Status (Select one) [ ] Currently Employed  [ ] Self Employed   [ ] Retired
[ ] Unemployed

2g. Work Title

2h. Mailing Address

Home Address (street address or PO box or rural route) Work Address (street address or PO box or rural route)

2i.  Contact Information (Home)
Phone:                                           Fax:
Email:                                            Cell:

2j. Contact Information (Work)

Phone: Fax:
Email: Cell:

2k.  Currently a Federal employee, an active member of the US Military, holding a joint non-Federal/VA appointment? (Select
one) [ ] Yes[ ] No

2l.  Currently involved in a HRSA grant? (Select one)
[ ] Yes [ ] No

2m. If yes to question 2l, provide explanation.

2n. Consultant in paid status for any HRSA program/Activity? (Select
one) [ ] Yes[ ] No

2o. If yes to question 2n, provide explanation.

3. Background Information

3a. Special affiliation? (Select one)
[ ] Yes [ ] No

If yes, specify: (Select one or more)

[ ] HBCU [ ] HSI [ ] Tribal [ ] Other

If other, specify:

3b. Occupation

3c. Specialty 3d. Setting/Work Experience

3e. Credentials (include credential type, credential description, number and issuing  state)
3f. Degrees (include field of study, degree, institution, city, state and award date
(mm/yyyy))

4.  Reviewer Experience

4a. Have you previously served as a HRSA reviewer? (Select
one) [ ] Yes[ ] No

4b. Have you reviewed for other DHHS health-related agencies? (Select one)
[ ] Yes [ ] No If yes, specify:

4c. Have you reviewed for other Federal agencies? (Select
one) [ ] Yes[ ] No

If yes, specify:

4d. Have you served as a chairperson? (Select
one) [ ] Yes [ ] No

If yes, specify:

4e. Do you have any experience with faith-based organizations? (Select
one) [ ] Yes [ ] No

If yes, specify role (Select one or more): [ ] Reviewer [ ] Volunteer [ ] Employee [ ] Other If other, specify:

5.  Certification

To the best of my knowledge and belief, all data in this application are true and correct; the applicant will comply with the acceptance policy if the applicant is selected.

Signed by: Date signed:

                                                                                                                                                                                                                           OMB No: 0915-0295
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