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Application	
  for	
  the	
  Department	
  of	
  Health	
  Care	
  Policy	
  and	
  Financing’s	
  	
  
Member	
  and	
  Family	
  Advisory	
  Council	
  

We	
  need	
  your	
  voice!	
  

Interested	
  in	
  contributing	
  to	
  the	
  Department	
  of	
  Health	
  Care	
  Policy	
  and	
  Financing’s	
  person-­‐centered	
  work?	
  	
  

The	
  goal	
  of	
  this	
  advisory	
  council	
  is	
  to	
  gather	
  feedback	
  and	
  ideas	
  on	
  how	
  to	
  integrate	
  more	
  person-­‐	
  and	
  
family-­‐centered	
  practices	
  into	
  policies,	
  partnerships	
  and	
  programs.	
  The	
  advisory	
  council	
  plans	
  to	
  meet	
  6	
  to	
  8	
  

times	
  in	
  2015.	
  Mileage	
  reimbursement	
  and	
  incentives	
  for	
  participation	
  are	
  available.	
  	
  
We	
  appreciate	
  your	
  interest	
  and	
  thank	
  you	
  for	
  your	
  time!	
  

PERSONAL	
  INFORMATION:	
  

Name:	
  	
   	
  Phone:	
  	
   	
   	
  

Address:	
  	
   	
   	
  	
  City:	
  	
   	
  	
  Zip	
  Code:	
  	
   	
  	
  

E-­‐Mail:	
   	
   	
  

What	
  health	
  care	
  issues	
  or	
  legislation	
  are	
  important	
  to	
  you	
  and	
  why?	
  	
   	
   	
  

	
   	
  

	
   	
  

	
   	
  

	
   	
  

Have	
  you	
  ever	
  served	
  on	
  a	
  community	
  or	
  advocacy	
  committee	
  or	
  a	
  similar	
  group?	
  If	
  so,	
  which	
  one	
  and	
  
what	
  did	
  you	
  like	
  or	
  dislike	
  about	
  that	
  experience?	
  	
   	
   	
  

	
   	
  

	
   	
  

	
   	
  

What	
  skills	
  and	
  perspective	
  do	
  you	
  feel	
  you	
  can	
  contribute	
  to	
  the	
  group?	
  	
   	
  

	
   	
  

	
   	
  

	
   	
  

Please	
  see	
  other	
  side!	
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(Continued)	
  
	
  

Age	
  Group:	
   ☐ 16-­‐21	
  	
   ☐ 22-­‐30	
   ☐ 31-­‐45	
   ☐ 46-­‐65	
   ☐ 65	
  and	
  over	
  	
  

Gender:	
  	
  	
  	
   	
  	
  	
  

Family	
  Status:	
   ☐ Married	
   ☐ Single	
   ☐ Divorced	
  	
  	
  	
  

I	
  am	
  a	
  (check	
  one):	
   ☐ Medicaid	
  Client	
   ☐ Family	
  Member	
  of	
  Client	
  

Commitment?	
  (How	
  often	
  do	
  you	
  think	
  you	
  will	
  be	
  available?):	
  

☐ Twice	
  Yearly	
  	
   ☐ Four	
  Times	
  Yearly	
   ☐ Monthly	
   ☐ Weekly	
  

What	
  is	
  the	
  best	
  way	
  to	
  contact	
  you?	
  

☐ Mobile	
  Phone	
   ☐ Home	
  Phone	
   ☐ E-­‐mail	
   ☐ U.S	
  Postal	
  Mail	
   ☐ Other	
  

Our	
  goal	
  is	
  for	
  the	
  council	
  to	
  represent	
  as	
  much	
  of	
  the	
  population	
  of	
  Colorado	
  Medicaid	
  as	
  possible.	
  	
  
The	
  following	
  information	
  is	
  helpful,	
  but	
  optional:	
  

Racial/Ethnic	
  Background:	
  	
   	
  

	
   	
  

	
   	
  

	
  

Do	
  you	
  or	
  the	
  Family	
  Member	
  you	
  represent	
  have	
  a	
  Developmental,	
  Intellectual	
  or	
  Physical	
  Disability?	
  	
  

	
   	
  

	
   	
  
	
  
	
  

Thank	
  you	
  for	
  your	
  interest	
  in	
  this	
  council	
  and	
  for	
  taking	
  the	
  time	
  to	
  fill	
  out	
  the	
  application.	
  	
  
	
  

Please	
  email	
  or	
  fax	
  your	
  application	
  to	
  Olivia	
  Covey	
  by	
  January	
  27,	
  2015	
  
	
  
Olivia	
  Covey:	
  desk	
  number:	
  303-­‐866-­‐2324/	
  fax	
  number:	
  303-­‐866-­‐2505	
  or	
  Olivia.Covey@state.co.us.	
  	
  	
  


