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Patient & Family Partner Application Form

Name (first and last): _____________________________________________________________
Home Address: _________________________________________________________________
City: _____________________ Province: _________________ Postal Code: ________________
Phone #: ____________________________ Email: ____________________________________
Preferred Contact (check one):	Phone #    	Email

Please Answer the Following Questions.
	I am:
A patient who has had care at SMGH or FCHS

A family member of a patient who has had care at SMGH or FCHS

	I would prefer my membership term be:

1 year

2 years


	My most recent experience with SMGH or FCHS was:

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________





Please explain why your experiences with SMGH or FCHS would make you an ideal candidate as a Patient & Family Partner:

	


























Please Email this completed form and any questions to patientrelations@mha.tvh.ca 

Given the limited number of Patient & Family Partner spots available a selection process has been established.  All applicants will be contacted however only some being asked to attend an interview.  

[bookmark: _GoBack]Thank you for you interest in the MHA Patient & Family Advisory Council. 
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