CUMBERLAND COUNTY MENTAL HEALTH AREA BOARD

Supplemental Application

NAME:  _________________________________________________

1. Please consider me for the following position(s) that I have checked below. 

My request for consideration indicates that I meet the stated criteria.

· Member-At-Large (Interest in Mental Health Treatment and Programs)

· Professional Clinical Representative (Psychologist, Social Worker, Nurse, Minister)

· Licensed Physician

· Individual with Professional Financial Experience

· Individual with Management or Business Experience

· Advocate for  Persons with Developmental Disabilities

(Family Member or Organizational Representative)

· Developmental Disabilities (Family Consumer)

· Openly Declared Consumer with a Developmental Disability

· Drug Abuse Representative (Family Consumer)

· Drug Abuse Representative (Primary Consumer Presently in Recovery)

· Alcoholism Representative (Family Consumer)

· Alcoholism Representative (Primary Consumer Presently in Recovery)

· Mental Health Representative (Primary Consumer or Citizens Organization)

· Mental Health Representative (Family Consumer)

· Openly Declared Consumer  with Mental Illness

· Individual Representing the Interest of Children

2. State why/how you meet the criteria for the slots selected.

3. Why have you selected the Cumberland County Mental Health Area Board as a community service project?

4. What contributions do you feel you can make to the Cumberland County Mental Health Area Board?

5. Please attach a resume.
Thank you for your continued interest in the Cumberland County Mental Health Area Board.  

