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	John A. Kitzhaber, MD, Governor
	



Addictions and Mental Health Planning and Advisory Council (AMHPAC)

Membership Application
Date:      
Applicant Name:      
Mailing Address:      
Telephone:      
Email:      
I am interested and eligible to serve on AMHPAC as a (if more than one, please indicate your top three choices):

 FORMCHECKBOX 
  FORMDROPDOWN 
 Mental Health Service Provider – Agency Name:      
 FORMCHECKBOX 
  FORMDROPDOWN 
 Substance Use Disorder Treatment Provider – Agency Name:      
 FORMCHECKBOX 
  FORMDROPDOWN 
 Prevention Services Provider – Agency Name:      
 FORMCHECKBOX 
  FORMDROPDOWN 
 Problem Gambling Treatment Provider – Agency Name:      
 FORMCHECKBOX 
  FORMDROPDOWN 
 Problem Gambling Prevention Services Provider – Agency Name:      
 FORMCHECKBOX 
  FORMDROPDOWN 
 Advocate – Agency Name:       (if applicable)
 FORMCHECKBOX 
  FORMDROPDOWN 
 Representative of a Federally Recognized Tribe – Name of Tribe:      
 FORMCHECKBOX 
  FORMDROPDOWN 
 Representative of a Coordinated Care Organization – Agency Name:       

 FORMCHECKBOX 
  FORMDROPDOWN 
 Adult with serious mental illness who is receiving (or has received) mental health services

 FORMCHECKBOX 
  FORMDROPDOWN 
 Adult in recovery from a substance use disorder who is receiving (or has received) addictions services

 FORMCHECKBOX 
  FORMDROPDOWN 
 Young Adult in Transition who is receiving (or has received) behavioral health services

 FORMCHECKBOX 
  FORMDROPDOWN 
 Family member of an adult with a behavioral health disorder who is receiving (or has received) behavioral health services

 FORMCHECKBOX 
  FORMDROPDOWN 
 Family member of child(ren)/youth with a serious emotional disorder who is receiving (or has received) mental health services

 FORMCHECKBOX 
  FORMDROPDOWN 
 Family member of child(ren)/youth with a substance use disorder who is receiving (or has received) addictions services

Members of the Council agree to actively participate on one or more subcommittee. Please indicate your first, second, third and fourth choice:

 FORMDROPDOWN 
 Behavioral Health Promotion & Disorder Prevention


 FORMDROPDOWN 
 Treatment 


 FORMDROPDOWN 
 Recovery Support Services


 FORMDROPDOWN 
 Olmstead/Housing

Please describe why you would like to become a member of AMHPAC.

     
Please describe the skills, knowledge and strengths that you bring to AMHPAC.

     
AMHPAC values and seeks to actively promote diverse, inclusive participation by its officers and members. At your option, you may describe how you would contribute to the diversity of the Council.

     
Is there anything else you would like us to know about you?

     
Council members are expected to be present for the majority of all scheduled AMHPAC meetings, which includes active participation in at least one subcommittee. Your signature on this application indicates your willingness, desire and ability to serve on the Council, if appointed. We sincerely thank you for your interest.

Signed: ________________________________ Date: _________________________

A completed membership application must be submitted by close of business on November 5, 2012. Please mail your completed application to:

Linda Hammond, Interim Director

OHA Addictions & Mental Health Division

ATTN: AMHPAC Applications

500 Summer St NE, E-86

Salem, OR 97301

If you have any questions about AMHPAC, its subcommittees or the application process please call Marisha L. Johnson, Mental Health Planner, at 503-947-5544 or email her at Marisha.L.Johnson@state.or.us. 








If you need this letter in an alternate format, please call 503-945-5763 (Voice) or 800-375-2863 (TTY)
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