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Family Advisory Council 

Membership Application
Please check which Family Advisory Council you are interested in:
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Today’s Date: 




Name (Please Print):  












Home Address:  












City:  






ST:  


Zip:  




Home Phone:  (
) 



Cell Phone:  (

) 




Work Phone:  (
) 



Is it ok to call you at work:  



Email Address:  












Are you over 18 years of age?
(  Yes 
(  No
Relationship to Child(ren) Listed Below:  








Children:  Please include additional information about these or other children on a separate sheet of paper. 


































































































































PLEASE TELL US MORE ABOUT YOURSELF AND YOUR EXPERIENCES
How did you learn about the Family Advisory Council?

Why would you like to be involved in the Family Advisory Council?

What skills and talents do you have that you feel would benefit the Family Advisory Council?

(Examples include computer, music, art, community connections, fundraising, etc).
The following questions are optional. They are designed to help us make our committee as diverse as possible. Please check all that apply.
	Which of the following services at Phoenix Children’s Hospital have you utilized? (Please check all that apply):



	Ambulatory

( Emergency Room

( Out-patient Surgery

( Lab
( Radiology

( Satellite Clinics
If satellite, which one?

____________________________

   
	In-patient Units

( Cardiology

( Gastroenterology

( General Pediatrics

( Hematology/Oncology

( Nephrology/Dialysis/Transplant

( Neurology/Neuro Surgery

( NICU

( Orthopedics

( PICU

( Psychiatry

( Pulmonology

( Rehabilitation Services

( Surgery

( Trauma

( Other: _____________________

( Other: _____________________


	Outpatient Clinics 

( Cardiology
( Developmental Peds
( Gastroenterology

( General Pediatrics
( Genetics
( Hematology/Oncology

( Nephrology/Dialysis/Transplant

( Neurology/Neuro Surgery

( NICU

( Orthopedics

( PICU

( Psychiatry

( Pulmonology

( Rehabilitation Services
( Rheumatology
( Surgery

( Trauma
( Urology
( Other: _____________________

( Other: _____________________




	

	Ethnicity

(  African-American 


(  American Indian/Alaskan 
(  Asian / Pacific Islander 

(  Caucasian 



(  Hispanic/Latino


(  Other 


___



	

	Language

Primary Language Spoken: 







What other language(s) do you speak that may be beneficial (Please check all that apply):

(  American Sign Language



(  Arabic 



(  English

(  Navajo





(  Somali



(  Spanish 

(  Vietnamese




Other (Please specify): 









The Family Advisory Council should reflect the cultural diversity of families who use hospital services.  Please share anything about your family that you think would add to the diversity of this program.  You might consider your diversity to be ethnic, racial, spiritual, social, economic, educational, geographic, gender identity, sexual orientation, unique family structure, disability-related, chronic illness, single parent, full-time parent, grandparent, etc.
Is there anything else you would like us to know?

    **If you need additional room for any of the questions, please feel free to attach another sheet.**

I understand that completion of this application does not bind the applicant or the program coordinators in any way.  The FAC reserves the right to choose participants that best meet the needs of the program. Before participating in the FAC, you will be asked to sign a confidentiality agreement.

Signature







 Date
Please return application to:

Attn: Teresa Boeger


Family Advisory Council 

        

Phoenix Children’s Hospital                               






1919 East Thomas Road


Phoenix, AZ  85016


tboeger@phoenixchildrens.com



Name: 				         	 	





Birth Date: 					





Has s/he been a patient at PCH?  __Y   __N 


Please list the number of times per year you use PCH (In-patient, Out-patient, Satellites):  		








Name: 				         	 	





Birth Date: 					





Has s/he been a patient at PCH?  __Y   __N 


Please list the number of times per year you use PCH (In-patient, Out-patient, Satellites):  		








Name: 				         	 	





Birth Date: 					





Has s/he been a patient at PCH?  __Y   __N 


Please list the number of times per year you use PCH (In-patient, Out-patient, Satellites):  		








Name: 				         	 	





Birth Date: 					





Has s/he been a patient at PCH?  __Y   __N 


Please list the number of times per year you use PCH (In-patient, Out-patient, Satellites):  		
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