California Health and Human Service Agency

Olmstead Advisory Committee Application


1.  FORMCHECKBOX 
  Mr.


 FORMCHECKBOX 
  Mrs.


 FORMCHECKBOX 
  Ms.
     
     
     



FIRST
MIDDLE
LAST

2. Address (including Zip Code):       ____________________________________
3. Phone number:  (     )      _____

E-mail address:       


4.     Gender:  FORMCHECKBOX 
  Male
 FORMCHECKBOX 
  Female

5. Ethnicity (optional):       

 FORMCHECKBOX 
  American Indian or Alaskan Native   FORMCHECKBOX 
  Asian   FORMCHECKBOX 
  Black   FORMCHECKBOX 
  Latino/Hispanic
 FORMCHECKBOX 
  Pacific Islander   FORMCHECKBOX 
  White  FORMCHECKBOX 
  Other (Specify) ________________________     
6. Disability (optional):   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


7. Older Adult (60+) (optional): Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

8.     Area of Representation 



 FORMCHECKBOX 
  Transportation Representative



 FORMCHECKBOX 
  Housing Representative

               FORMCHECKBOX 
  Adult Day Health Center Representative




 FORMCHECKBOX 
  Consumer Representative



 FORMCHECKBOX 
  Alzheimer’s Representative


1. Describe the experience you would bring in an advisory capacity on long-term services and supports in California. Please mention participation on any related advisory bodies. (Limit your response to no more than one page)
2. Briefly describe what you hope to contribute as a result of participating on the Olmstead Advisory Committee. (Limit your response to no more than one page) 

SIGNATURE







DATE

Signature of a personal assistant is acceptable. 

Please address your mailed or scanned application to:
David Smart, California Health and Human Services Agency 
david.smart@chhs.ca.gov 
Mail: 1600 9th Street, Room 460, Sacramento, CA 95814 
Application Deadline: March 20, 2015
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