2010 Aging Concerns Unite Us (ACUU) Conference
Conference Theme: Redefining Aging
June 8-9, 2010 ▫ Desmond Hotel & Conference Center, Albany, NY
Workshop Proposal – Deadline October 23, 2009
(Use one form per workshop submission)

Please submit typed Word document to karen@nysaaaa.org  Incomplete and/or handwritten proposals will not be reviewed. A limited number of workshop slots are available. Notification will occur by early December, 2009. Workshop Proposal form posted to www.nysaaaa.org/acuu  
Presentation Information
Workshop Title: Means of Functional Adaptation_____________________________________________
1. Description of the presentation –– please provide a clear description of your program/ presentation – not to exceed 250 words.  (NYSAAAA reserves the right to edit workshop titles and descriptions to accommodate space restrictions in the program)
Case studies including taped interviews with individuals describing how they increased functionality despite disabilities in their senior years will be combined with demonstrations and interactive demonstrations illustrating methods to increase functionality and quality of life.  National and New York State statistics will be used to illustrate the increase of sedentary activity with age and disability. Workshop will show methods to decrease sedentary activity despite limited capacity.
2. Brief description of the tools, ideas, or strategies participants will take away to help them in their work:
Participants will come away with a new appreciation of means to create “the cup half full” for 
3. Focus Area.  Refer to description on page 3, then mark one box below that most accurately fits:
__x_Promoting Healthy Aging
 __x_Geriatric Mental Health 
 
_x___ LTC Continuum


___Nutrition


 _X__Public Policy & Advocacy 
_x___Quality of Life
___Tools for Running Your Organization

4. Presenter 1

Speaker’s Full Name: Eleanor Murray       Title:Occupational Therapy Advisor______________________________________

Organization:  Clinton County Health Department Home CareUnitt_________________________________________________________________________________
Address:  _133 Margaret 133 Margaret Street
City/State:
__Plattsburgh, NY____________________________ Zip:_________12901____________________

Phone:  _518-572-4880________Fax: _518-563-4586_______________________________________________
Email Address:
ellieqmurray@aol
Presenter 2

Speaker’s Full Name: ________________________________ Title:_______________________________________

Organization:  _________________________________________________________________________________
Address:
  _______________________________________________________________________________

City/State:
_______________________________________________ Zip:_____________________________

Phone:  _________________________________  Fax: ________________________________________________ 
Email Address: _____________________________________________________________________
Presenter 3   (maximum of three)
Speaker’s Full Name: ________________________________ Title:_______________________________________

Organization:  _________________________________________________________________________________
Address:
  _______________________________________________________________________________

City/State:
_______________________________________________ Zip:_____________________________

Phone:  _________________________________  Fax: ________________________________________________ 
Email Address: _____________________________________________________________________
5. Brief biography for each presenter (50 words or less) for introductory purposes at the conference.
Eleanor Murray is an Occupational Therapist with almost 26 years working experience as an Occupational Therapist mostly in Home Health.  She has published articles regarding increasing the functionality of individuals with disabilities and a newspaper column which ran for several years entitled, “ Adaptation for Functional Independence” in a newpaper with a circulation of 19,000.
6. Special Needs. Please notify us regarding any special needs (e.g., access, vision, hearing) of presenters so that we can make accommodations in advance of the conference. Please describe below:
N/A
Date Submitted: __10/23/2009___________
Name Eleanor Murray_________     Organization:Clinton_County Health  Department Professional Advisor_______________________________ 
  

If you are listed above as one of the presenters, it is not necessary to provide the following:
Address: __________________________________________________________________________

City_______________________________State___________Zip______________________________
Phone:______________________________  E-mail________________________________________    

	Proposal Checklist:
· Provide workshop title, description and focus area  

· Provide complete contact information for all presenters

· Provide a brief biography for each presenter
For Workshops that are accepted:

· Make arrangements for audio visual equipment, if needed
· Register for conference and pay conference registration fee
· Bring 75 copies of handout materials to the conference. 

	Check desired date (We will do our best to accommodate).  Length of workshop is approx 1 hour 15 minutes
Date:      __X__ Either day okay – June 8th or 9th 

              ____  June 8th only            _____ June 9th only




   For questions, please contact:

   Karen Thornton, Meeting & Membership Coordinator

   New York State Association of Area Agencies on Aging
   272 Broadway, Albany, NY  12204-2717

   Phone: (518) 449-7080 ▪ Fax: (518) 449-7055
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