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hawaii DISABILITY RIGHTS center

900 Fort Street Mall, Suite 1040, Honolulu, Hawaii  96813

Phone/TTY:  (808) 949-2922  Toll Free V/TTY:  1-800-882-1057  Fax:  (808) 949-2928
E-mail:  Info@HawaiiDisabilityRights.org   Website:  www.HawaiiDisabilityRights.org
	PAIMI 
Protection & Advocacy for Individuals with Mental Illness 
ADVISORY COUNCIL APPLICATION


Contact Information
	1. Name:


	

	2. Home Address:


	

	3. Telephones:


	Home:
	Business:
	Fax:
	Cellular:

	4. E-mail Address:


	


Commitment

	5. Willing to serve a four-year term.

	Yes
	No

	6. Willing to attend at least 3 meetings per year and to advise the HDRC Board with respect to service and priorities.
	Yes
	No

	7. Willing to sign the HDRC Code of Ethics?


	Yes
	No


Experience and Qualifications

	8. HDRC protects and advances the human, civil and legal rights of people with disabilities, including people with mental illness.  
Will you fully embrace and support the mission of HDRC and the purpose of the Council?


	9. People with mental illness are the constituents of the Protection and Advocacy for Individuals with mental illness (PAIMI) program.   
Please describe your ability to represent this constituency on the PAIMI Council.



	10. The PAIMI Council should be broadly representative of the community and reflect the diversity of Hawaii's people.  
How  will you enhance the  diversity of the PAIMI Council?


	11. The PAIMI Advisory Council advises HDRC on service priorities and policies for Protection and Advocacy for Individuals with Mental Illness.
       Describe the skills and expertise you will bring to the advisory capacity of the council.



	12. PAIMI Advisory Council members must avoid actual or potential conflicts of interest. 
       Please list current community volunteer activities, including board and council memberships.


	13. The PAIMI Council must include members from the following categories.  In addition, at least 60% of the PAIMI Council members must be people who have received mental health services, are receiving mental health services, or are family members of such individuals.   

Please indicate which categories you belong to:
_____  Person who has received or is receiving mental health services

_____  Family member of such a person

_____  Family member of such a person who is a minor

_____  Attorney

_____  Mental Health Professional 

_____  Advocate for people with mental illness



Signature_____________________________________________Date__________________
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