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Southwest Washington Regional Health Alliance

Community Advisory Council Membership Application Form
The Community Advisory Council (CAC) is chartered by the Southwest Washington Regional Health Alliance (SWWA RHA) to advise and make recommendations on the strategic direction of the organization. The Council will help the SWWA RHA remain responsive to consumer and community health needs. The Council is intended to enable consumers, which will comprise a majority of it, to take an active role in improving their own health and that of their family and community members.
[bookmark: _GoBack]It is recommended that all interested persons attend a CAC meeting to get a good understanding of what you are possibly committing to.  All interested in applying for Council membership should complete this form and return it to Kristin Gilmer (kgilmer@lhs.org) or to the following address:
Attn: Kristin Gilmer
Legacy Health
1919 NW Lovejoy Street
Portland, OR 97209


FIRST NAME			MI			LAST NAME

TELEPHONE						EMAIL ADDRESS

MAILING ADDRESS	CITY			ZIP		COUNTY
What is your membership category (check all that apply):

Member – you are currently enrolled in Medicaid (WA Health Plan)
Family member or legal guardian of a Medicaid member (WA Health Plan)
Uninsured – you currently do not have health insurance
Community Leader
Community Organization:________________________________________
Race/Ethnicity (optional):			Experience being enrolled in a WA state or federal health care 						plan:
American Indian/Alaska Native		None
Asian/Pacific Islander			Less than 1 year
Black					1-2 years
Hispanic					3-5 years
White					More than 5 years
Other					More than 10 years
In soliciting new members, the Council is seeking to fill gaps in representation on the current roster. Priority consideration will be given to individuals who (optional, check all that apply):
Are former, current or newly eligible (currently uninsured) Washington Health Plan members
Are racially/ethnically diverse and speak English as a second language
Are between the ages of 16 and 24
Reside in Clark County, Skamania County, Klickitat County
Hold veteran status
Utilize developmental disability services
Identify as LGBTQ
Provide clinical services to Washington Health Plan members

Please tell us why you want to be on this council. What will your background or interests offer to the team?





Please tell us about yourself. 


Please describe any work or volunteer experience you may have helping your community to improve its health.

Please tell us how you plan on sharing information discussed at Community Advisory Council meetings with your community.  

References: Please list two people below who can tell us how you would contribute to the Community Advisory Council.

	1.______________________________________________________________________________________
	  FIRST NAME			  MI			   	 LAST NAME

	 _______________________________________________________________________________________
	 ORGANIZATION/EMPLOYER (IF APPLICABLE)	TELEPHONE    		EMAIL ADDRESS


	2.______________________________________________________________________________________
	  FIRST NAME			  MI			   	 LAST NAME

	 _______________________________________________________________________________________
	 ORGANIZATION/EMPLOYER (IF APPLICABLE)	TELEPHONE    		EMAIL ADDRESS


	Completion of this form does not make someone a member. The RHA Board will choose members based 		on the requirements of the Council’s Charter with the intent of achieving broad representation of the 	community.
Please note: applicants may be asked to participate in a phone or in-person interview.
If you are not selected for the workgroup, may we contact you to participate in other SWWA RHA activities in the future?
		Yes
No
I understand that if I become a CAC member that I will be responsible for representing a diverse population of the community and I am willing to fulfill my responsibilities as outlined in the CAC Charter.  I have read the CCAC Charter and understand my responsibilities and certify that the statements made by me on this form are true and correct to the best of my knowledge and belief.  If selected, I agree to serve on the Community Advisory Council for two years.
	_____________________________________________________________________
	 SIGNATURE OF APPLICANT					DATE
1
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