COMMUNITY MENTAL HEALTH FUND
CULTURAL COMPETENCE ADVISORY COUNCIL – APPLICATION
(please scan and email to:  sejones@jacksoncountycares.org)

Name: ____________________________ email:  __________________________________

Address:  ____________________________________________  Phone:  __________________

Place of Employment:  _______________________________ Position:  _____________________

Do you live in Jackson County ?    yes/no   
Do you work in Jackson County?    yes/no

Can you commit to a monthly meeting schedule and 18 months service on the council?  Yes / no

Will your director allow Council participation during work hours?  Yes / no

Check all that apply to your experience with  mental health:

	_____ I am a provider of MH services and/or work in a MH treatment facility
 In what capacity? ___________________________
	_____ I receive or have received MH service.
	_____ A family member, friend, child, or other person close to me has received MH services.
	
Your age?  ______

Your gender?  _________

Your race / ethnicity?  ________________________

Discuss briefly your experience with diverse populations / communities:






Please state why you believe you would be an asset to this council and process:




