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MHSA Steering Committee Subcommittees
Application for Membership  (Please Type or Print)

Contact Information



	Applicant’s Name:
	     
	       Date:
	     

	Address:
	     
	

	
	     
	

	E-mail:
	     
	
	

	Phone Number (s):
	     
	
	

	What is your preferred contact phone number?   
	     
	

	May we leave a message at the above contact phone number?
  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	May we e-mail mental health-related materials to the above e-mail address?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	May we have permission to post/distribute your contact information?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	
	
	

	Please Indicated the Subcommittee That You Are Applying For: (Check one per time)*

	              1:00 p.m. – 2:25 P.M

	 FORMCHECKBOX 

	Community Services and Supports: Adults and Older Adults

	 FORMCHECKBOX 

	Prevention and Early Intervention
2:35 p.m. – 4:00 P.M

	 FORMCHECKBOX 

	Community Services and Supports: Children, Youth, and TAY

	 FORMCHECKBOX 

	Workforce Education and Training/Innovations

*Please note that the Co-Chairs have recommended that public members will make up no more than 20% of each Subcommittee. 


	Please Select ALL Membership Categories You Are Qualified and Willing To Represent


	 FORMCHECKBOX 

	Consumer of Mental Health Services


	 FORMCHECKBOX 

	Care-giver of mental health consumer

	 FORMCHECKBOX 

	Consumer of Substance Use Services

	 FORMCHECKBOX 

	Veterans

	 FORMCHECKBOX 

	Older Adults (age over 60)

	 FORMCHECKBOX 

	Hispanic/Latino Community

	 FORMCHECKBOX 

	African American Community

	 FORMCHECKBOX 

	Native American Community

	 FORMCHECKBOX 

	County Agency or Community Based Organization Service Provider:

Please Specify: _______________________

	
	

	 FORMCHECKBOX 

	Family member


	 FORMCHECKBOX 

	Receiving services from a County contracted clinic

	 FORMCHECKBOX 

	Incarcerated

	 FORMCHECKBOX 

	Lesbian, Gay, Bisexual, Transgender, Queer/ Questioning

	 FORMCHECKBOX 

	Transitional Age Youth (age 16-25)
viet

	 FORMCHECKBOX 

	Deaf & Hard of Hearing Community



	 FORMCHECKBOX 

	Asian & Pacific Islanders Community

	 FORMCHECKBOX 

	Iranian Community

	 FORMCHECKBOX 

	Others:_______________________________ 

	
	


	Print Name:
	     
	

	Signature:
	
	Date:
	     

	
	
	
	


	Affirmation of Membership Commitment

	

	I commit to:

· Participate in all Subcommittee meetings from beginning to adjournment. 
· Attend all Subcommittee Meetings, which are to be held in the even-numbered months

· Prepare for each meeting by carefully reading all pre-distributed materials.

· Provide information regarding needs and priorities.
· Make recommendations considering the community as a whole rather than just special interests or personal perspectives.

· Disclose any conflicts of interest I may have relative to issues that come before the committee.
· Understand that being a member of the Subcommittee, does not automatically make you a member of the larger Steering Committee. 
· Participate for a period of at least one year
· Notify the Center of Excellence if unable to attend a meeting.

· Understand that three unexcused absences will lead to termination of membership in the Subcommittee. 



	

	I commit to participate according to the current meeting schedule.  I have considered my personal and professional commitments/obligations and do not foresee them as a barrier to my full participation on the MHSA Subcommittee. 

	

	I certify that all statements and representations made in this application are true and correct. Misrepresentation shall be a basis for revocation of my application/membership.   

	

	Print Name:
	     
	

	Signature:
	
	Date:
	     

	
	
	
	


	Additional Information

	

	If employed, who is your current employer?      
	 FORMCHECKBOX 
  Does not apply

	Type of Business/Agency
	     
	Job Title
	     

	Is your current employment mental health related?
	   FORMCHECKBOX 
  Yes
	             FORMCHECKBOX 
  No

	Briefly describe your responsibilities.

	

	

	

	Describe your community involvement.  Please identify the organizations or agencies you have served and your participation or membership.  Include your activities, responsibilities, accomplishments, and any boards/commissions on which you have served.

	     

	     

	     

	

	In 250 words or less, explain why you wish to serve on a Subcommittee.  You may attach a separate sheet, if necessary.  Please indicate if attaching an additional sheet.

	     

	     

	     

	     

	

	

	

	

	

	

	

	

	MHSA Subcommittee
Conflict of Interest Disclosure Report form

	The MHSA Subcommittees has members who are professionally or personally affiliated with organizations (listed below) that contracts or may be eligible to receive contracts that are allocated by the Health Care Agency, Behavioral Health Services.  Because of the potential for conflict of interest, current members and candidates for membership on the MHSA Subcommittees must complete this disclosure form.  The following page lists all of the HCA funded behavioral health service providers as of May 2012.    


	Please complete either section (A), or section (B) below, as appropriate, and sign/date:



	SECTION A

	By my signatures below, I certify that:

I, my spouse or significant other, and/or dependent family member(s) have not served within the past 12 months as staff, consultant, officer, or board member for any organization which has received or is seeking mental health funding from the County of Orange Health Care Agency. *

	Signature:  
	
	Date:
	     

	Print or Type Name:
	     
	

	

	

	SECTION B

	By my signature below, I certify that:

I, my spouse or significant other, and/or dependent family member(s) have served within the past 12 months as staff, consultant, officer, or board member for the following organization(s) receiving or seeking mental health funding from the County of Orange Health Care Agency.

	

	Organization:
	     

	Period of Affiliation:
	     

	Title/Relationship:
	     

	
	

	(Please attach additional pages as necessary)

	Signature:
	
	Date:
	     

	Print or Type Name:
	     
	

	
	
	


Please submit completed application to: MHSA@ochca.com
Or by mail: Center of Excellence 600 W. Santa Ana Blvd. Suite 510. Santa Ana, CA 92701
*See List on Next Page
Behavioral Health Provider List:

· Providence Corporation

· Latino Health Access

· Didi Hirsch

· National Alliance on Mental Illness (NAMI)

· University of California Irvine (UCI)

· CalOptima

· Mental Health Association (MHA)

· Telecare and Orange Mental Health Services (TAO)

· Opportunity Knocks (OK)

· Whatever It Takes (WIT)

· Orange County Department of Education (OCDE)

· Orange County Child Abuse Prevention

· Pacific Clinics

· Orange County Asian Pacific Islander Community Alliance (OCAPICA)

· Choices

· STEPS

· Korean Community Services (KCS)

· New Alternatives (NAI)

· Vietnamese Community of Orange County 

· Social Model Recovery Services
· South Coast Children’s Society

· Canyon Acres

· Child Guidance Clinic

· Orangewood

· Phoenix House

· Hope House

· Mariposa Woman and Family Center

· Multi-Ethnic Collaborative of Community Agencies (MECCA)

· Goodwill Industries

· Western Youth Services

· St. Anselm’s 

· Older Adult Support Intervention Systems (OASIS)

· New Beginnings

· Woodglen

· The Roque Center

· Social Model Recovery Services
· Straight Talk Clinics

· Villa Center

· Casa Elena

· Unidos Recovery Center

· Western Pacific Rehab

Health Care Agency


Behavioral Health Services (BHS)
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