HEALTH CARE FOR THE HOMELESS CLINICIANS’ NETWORK 

2012 STEERING COMMITTEE NOMINATION FORM

DUE BY JANUARY 20, 2012


Application Checklist

□ Nomination Form

□ Letter of approval from supervisor

□ Letter of interest in position 
□ Current resume or CV

□ Current Network membership
Eligibility Requirements
Nominees must be members of the HCH Clinicians’ Network who have been members for at least one year. Additionally, nominees must be clinicians who currently provide hands-on care to individuals who are homeless. Most Steering Committee members work in Health Care for the Homeless (HCH) projects funded through HRSA but a small number work in Projects for Assistance in Transition from Homelessness (PATH) programs funded by the Center for Mental Health Services Homeless Programs Branch. Clinicians from other types of homeless service agencies can apply but preference may be given to those who work in HCH projects. 

Nominee works with a(n):   □ HCH Project   □ PATH Program   □ Other:​
Nominee Name & Degree: _______________________________________________________________
Position Title: _________________________________________________________________________
Organization Name: ____________________________________________________________________
Mailing Address: _______________________________________________________________________
City, State & Zip: ______________________________________________________________________
Phone, Fax: ___________________________________________________________________________
E-mail Address: ________________________________________________________________________

Nominee’s Race/Ethnicity (check one)





Nominee’s Gender 
□ Asian or Pacific Islander 
   □ American Indian or Alaska Native 

□ Female    □ Male
□ African-American

   □ White (non-Hispanic)
□ Hispanic or Latino

   □ Other _____________________
Nominated by: ________________________________________________________________________
Address: _____________________________________________________________________________
City, State & Zip: ______________________________________________________________________
Phone: ______________________________________________________________________________

Network staff use only
□ Application complete 
□ Current member 
□ Region _____ 
□ Grantee




























APPLICATION DEADLINE: JANUARY 20, 2012
Mail or fax application to Pat Petty

HCH Clinicians’ Network | P. O. Box 60427 | Nashville, TN 37206-0427

PHONE: 615/226-2292 | FAX: 615/226-1656


