APPLICATION FOR MHPAC Subcommittee APPOINTMENT
Subcommittee: ______________________________________

Date:                                              
Name:                                                                          
Home address:                                                                         
                                                                        
                                                                        
Home phone:                                                                           Fax:                                                                         
Business address:                                                                         
                                                                        
                                                                        
Business phone:                                                                           Fax:                                                                         
E-mail                                                                        
1. Do you identify yourself as a primary consumer of mental health services?

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

2. Are you a parent/custodial parent of a minor child with a Serious Emotional Disturbance?
 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

3. Are you a parent or sibling of an adult with a Serious Mental Illness?

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes, (please specify):                                                                        
4. What is your employment status:

 FORMCHECKBOX 
  Unemployed

 FORMCHECKBOX 
  Employed


 FORMCHECKBOX 
  Employed as a mental health service provider or professional who works with mental health consumers (please specify):                                                                         
                                                                        
5. Do you have experience and/or expertise in an area that you believe would be useful to the Planning Council?                                                                         
                                                                        
                                                                        
                                                                        
6. Why are you interested in become a member of this Subcommittee, and what do you feel you can contribute to the overall efforts of the Mental Health Planning and Advisory Council?                                                                         
                                                                        
                                                                        
                                                                        
                                                                        
What is your geographic region of the state?

 FORMCHECKBOX 
  Chelan Douglas



 FORMCHECKBOX 
North Sound

 FORMCHECKBOX 
  Clark




 FORMCHECKBOX 
  Peninsula

 FORMCHECKBOX 
  Grays Harbor



 FORMCHECKBOX 
  Pierce

 FORMCHECKBOX 
  Greater Columbia



 FORMCHECKBOX 
  Southwest

 FORMCHECKBOX 
  King




 FORMCHECKBOX 
  Spokane

 FORMCHECKBOX 
  North Central



 FORMCHECKBOX 
  Thurston-Mason

 FORMCHECKBOX 
  Northeastern



 FORMCHECKBOX 
  Timberlands

Do you live in a rural area?

 FORMCHECKBOX 
  No


 FORMCHECKBOX 
  Yes (please explain):

                                                                        
Do you think you will have time to be an active participant on this Subcommittee?  Please consider that the Subcommittee meets approximately 8 times per year for 4 to 6 hours.  Most meetings are held in the SeaTac area.

                                                                        _

The following demographic information helps us to balance representation on the Planning Council.  However, you are not required to fill out every item to be considered.  Therefore, you should decide which items you choose to complete.  

The following information is provided on a voluntary basis:

1. Gender:
 FORMCHECKBOX 
  Male
 FORMCHECKBOX 
  Female



2. Age:________

3. Hispanic: 
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

4. Ethnic/Cultural Background:

 FORMCHECKBOX 
  African-American/Black


 FORMCHECKBOX 
  American Indian

 FORMCHECKBOX 
  White/Caucasian



 FORMCHECKBOX 
  Alaska Native

 FORMCHECKBOX 
  Native Hawaiian



 FORMCHECKBOX 
  Other Pacific Islander

 FORMCHECKBOX 
  2 or more races (check all that apply)
 FORMCHECKBOX 
  Some Other Race

Signature:___________________________________Date:_______________________

Please attach a resume if available.  Complete and return to 

Mental Health Division

PO Box 45320, Olympia, WA 98504-5320

MHPAC 10/04

