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PA STATEWIDE INDEPENDENT LIVING COUNCIL

NOMINATION FORM

For Membership on the Council

__________________________________________________________________
Name: ______________________________  Date: ________________

Home Address: ____________________________________________

Home Phone: (    ) ___________  Home Fax: (    ) ____________

Social Security # ________________ Date of Birth ___________

Nominated By: ____ Self     Other/Name: __________________

Affiliations/Organizations:

Local:

______________________________________________

______________________________________________

______________________________________________

Statewide:
______________________________________________

______________________________________________

______________________________________________

National:

______________________________________________

______________________________________________

______________________________________________

Place of Employment: _____________________________________

Job Title: __________________________________________________

Address: ___________________________________________________

City/State/Zip: _____________________________________________

Phone: (    ) __________________ Fax: (    ) ___________________

Education:
______________________________________________

______________________________________________

______________________________________________

Composition requirements of the Statewide Independent Living Council are in accordance with the Rehabilitation Act as amended in 1992.

Please provide the following information:

Provide statewide geographic representation – Choose one:         _____ NW (Northwest)

_____ NC (NorthCentral)

_____ NE (Northeast)

_____ W (West/Central)

_____ C (Central)


_____ E (East/Central)

_____ SW (Southwest)

_____ SC (SouthCentral)

_____ SE (Southeast)

Representative of minority unserved or underserved population – Describe:

______________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________

Individual w/disability, not employed by the State or Center for Independent Living – Describe:

______________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________

Please return completed nomination form, along with a current resume, to:

Bonnie Mountz
Pennsylvania Statewide Independent Living Council

200 Locust Street, Suite 200A
Harrisburg, PA  17101

PA STATEWIDE INDEPENDENT LIVING COUNCIL MEMBERSHIP CANDIDATE QUESTIONNAIRE

Member Candidate Name: ________________________________

1. Are you able to commit a minimum of (10) full days each year to attend Council meetings and to carry out other related responsibilities?  

____________________________________________________________________________________________________________________________________

In what areas has your background and/or experience prepared you to serve on the Council?

______________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________

2. Have you ever been employed by or served as a volunteer with any organizations, agencies, consumer groups, governmental bodies, or political groups?  If yes, please list these experiences. 

______________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________

3. If you are currently serving as a volunteer, please explain and provide an approximate number of hours per month.

______________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________

4. What do you consider to be the major issue(s) affecting the quality of life for Pennsylvanians with significant disabilities?

______________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________

5. Please check all of the following areas in which you have experience:

_____
  Accounting

_____  Fund raising

_____  Legal

_____  Public Relations

_____  Board Membership


_____  Social Services/Human Services

_____  Policy Development/Implementation
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