[image: Color_HHS]APPLICATION FOR
BEHAVIORAL HEALTH ADVISORY COMMITTEE APPOINTMENT


In selecting members to serve on an advisory committee, the Health and Human Services System considers the individual’s qualifications for the position, background, and interest in serving on the committee.  We also attempt to achieve diversity by consideration of ethnicity, gender, and geographic location in order for advisory committees to represent the diversity of all Texans.

Please complete this application in a brief, yet informative manner.  If questions are not applicable, enter “NA.”  Resumes are encouraged, but will not be considered in lieu of responses to the following questions.

1.  Indicate position applying for. Please number priority preference in the column to the left of the position for up to three positions:
	
	Adult consumer of mental health and/or substance abuse services
	
	
	Representative of the Interagency Coordinating Group for faith and community-based organizations

	
	Youth/young adult consumer of mental health and/or substance abuse services
	
	
	Behavioral health advocate or representative of behavioral health advocacy organization

	
	Family representative of consumer of mental health and/or substance abuse services
	
	
	Independent community behavioral health service provider

	
	Parent of a child with serious emotional disturbance
	
	
	Representative of a managed care organization


	
	Adult peer provider (i.e. Certified Peer Specialist, Recovery Coach, Family Partner)
	
	
	Representative of local government


	
	Representative of the Texas Council of Community Centers 
	
	
	Other – specify:

	
	Representative of the Association of Substance Abuse Programs
	
	
	 



2.	Name: 	
	Mr./Mrs./Miss/Ms./Dr./Rev.	First	Middle 	Last

3.	Contact Information: 
	
Street or P.O. Box	Apartment #	City	State	Zip	County
					
Phone Number	Alternate Phone Number	E-mail 
4. 	Will you be representing an organized group or association of stakeholders?  If yes, please identify the group: 

	

5. Geographic setting/representation: 	|_| Urban 	|_| Rural/Frontier

6. Employer:
			 
	Name of Employer		Current Position Title
[bookmark: Check3][bookmark: Check5][bookmark: Check7]7.	Race/Ethnicity:	|_| American Indian/Alaskan	|_| Asian/Pacific Islander	|_| Black or African-American
[bookmark: Check8][bookmark: Check9][bookmark: Check10]		|_| Hispanic	|_| White	|_| Other:	

[bookmark: Check6][bookmark: Check4]8.	Gender: 	|_| Female	|_| Male      |_| Transgender


9.	Education: 	
	
	
10.	Professional License, Registration or Certification, if applicable: 	
	
11.	 Relevant employment or volunteer experience and accomplishments: 
	
	
	
		
	
12.	Please list any current or former membership or board position(s) you have held with other organizations:
	
	
13.	Personal experience and activities that address contributions you could make to this committee:  
	
	
	
14.	Why do you wish to serve in this capacity? 	
	
	
	
	
15.  Do you currently have any open complaints/disciplinary actions pending or have you ever been disciplined by any licensing board/professional or civic organization?   
[bookmark: Check11][bookmark: Check12]|_| Yes, current complaint/disciplinary action pending	|_| Yes, past complaint/disciplinary action	|_| No
	
If yes, please explain: 	
	
[bookmark: Check13][bookmark: Check14]16.	Have you ever been convicted of a felony or a misdemeanor (excluding traffic violations)?    |_| Yes	|_| No
If yes, please explain: 	
	

17.	Are you aware of any actual or potential conflict of interest that might impact your ability to serve on this committee?                                                                                                                                                 |_| Yes	|_| No
If yes, please explain: 	
	

18.	Please list two references that may be contacted for verification of application information and qualifications.

	
Name	Address	Phone	E-mail
	
Name	Address	Phone	E-mail
19. Please indicate by placing an “X” in the appropriate box(es) below for any special populations/interest areas that you represent.  

	
	Aging
	
	
	Nursing facility

	
	Chronic disease
	
	
	Physical disability

	
	Co-occurring intellectual & development disability
	
	
	Prevention

	
	Co-occurring psychiatric & substance use disorder
	
	
	Rural/frontier 

	
	Cultural competency/cultural disparities
	
	
	Sexually transmitted disease

	
	Early childhood
	
	
	Tobacco

	
	Early intervention
	
	
	Trauma

	
	Employment
	
	
	Traumatic brain injury

	
	Foster care
	
	
	Urban 

	
	Housing/Homelessness
	
	
	Veteran

	
	Jail diversion
	
	
	Youth and families

	
	Lesbian/gay/bisexual/transgender/questioning
	
	
	Other – specify:




[bookmark: Check15]|_|  I ATTEST THAT ALL INFORMATION CONTAINED IN THIS DOCUMENT IS TRUE AND CORRECT.

PRIVACY NOTIFICATION: With few exceptions, you have the right to request and be informed about information that the State of Texas collects about you.  You are entitled to receive and review the information upon request.  You also have the right to ask the state agency to correct any information that is determined to be incorrect.  (Reference:  Government Code, Section 552.021, 552.023, 559.003 and 559.004).


	
Applicant Name/Signature	     Date

BY SEPTEMBER 15, PLEASE SUBMIT 
APPLICATION TO:
E-mail
MHSABG@dshs.state.tx.us

Regular Mail
Texas Department of State Health Services
Attention: Carissa Dougherty, MC 2018
PO Box 149347
Austin, TX 78714-9347
[bookmark: _GoBack]		
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