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Certified Community Behavioral Health Clinics (CCBHC) 
Project Teams Participation Form- Consumer/Advocate
Please fill out the form below and return to: MHA-CCBHC@ct.gov
Additional information can be found online at www.ct.gov/dss/ccbhc.
 
DSS, DMHAS, and DCF are seeking a pool of individuals with diverse experiences. Please note that any information you share may become public, particularly with regard to personal health conditions.  You should share only that information which you are comfortable making public. 

For the purposes of this opportunity, the term “consumer” is intended to mean individuals in treatment and/or family members of individuals in treatment who derive less than 10% of their annual salary from the healthcare industry. The state agencies are committed to seeking 50% membership from consumers/advocates on the Quality Management Committee; first priority will be given to consumers. Please note that a stipend will be offered to consumers who participate on one or more of the project teams. 
	First Name			Last Name
[bookmark: Text2]                                            

	Address
     

	City		Zip Code
     

	Phone Number
     

	E-mail Address
     

	Please select the work group you are interested in participating in. (Choose all that apply)
|_| Quality Management Council (primary Steering Committee)
|_| Staffing and Governance Team
|_| Accessibility, Scope of Services, and Care Coordination Team
|_| Quality and Reporting Team
|_| Prospective Payment Team

	Describe your qualifications and background.  For consumers, please describe your experience in using the healthcare system, including specific health conditions that are of interest/concern to you. For advocates, please describe your experience working on behalf of others.  
     



	Describe the specific activities you would like to participate in, including how and why.
     








	Please identify the top two (2) choices for Project Team participation in the order of your interest.
     




	For consumers:  Please describe your experience or the experience of your family member(s) in accessing Medicaid-covered mental health and substance use services.  
     


	Do you have a possible conflict of interest?  By conflict of interest we mean that you, your employer, or your immediate family members could possibly benefit from the outcome of the decision process, financially or otherwise.

     



	Who do you work for and in what capacity?

     



	By serving as a member of any of the Project Teams, you will be expected to attend at least one meeting per month from October 2015- December 2016 with additional work assignments and communication required in between.  Are you able to devote the time necessary to be an active participant on a CCBHC Project Team?

     




Return completed form to: MHA-CCBHC@ct.gov
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