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Minority Health Advisory Committee

Expression of Interest Form

Directions: Please complete this form if you are interested in serving on the Minority Health Advisory Committee (MHAC) to the R. I. Department of Health.  Service on the MHAC is voluntary.  MHAC members do not represent their employer on the Committee, but are selected to represent the range of professional expertise that may inform public health planning related to racial and ethnic minorities in the state of Rhode Island.  All appointments to the MHAC are made by the Director of Health.  Questions about this form should be directed to the Office of Minority Health at 401-222-2901.
Name:      
Title:      
Organization:      
Address:      
Telephone:      
Fax:      
 E-mail:      
1. Please check all demographic characteristics that apply:

 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female

 FORMCHECKBOX 
 Hispanic or Latino
 FORMCHECKBOX 
 Not Hispanic or Latino 

 FORMCHECKBOX 
 American Indian or Alaska Native

 FORMCHECKBOX 
 Asian
 FORMCHECKBOX 
 Black or African American   

 FORMCHECKBOX 
 Native Hawaiian or Other Pacific Islander 
 FORMCHECKBOX 
 White

2. Please select the professional sector you represent:  

 FORMCHECKBOX 
 Academia

 FORMCHECKBOX 
 CBO

 FORMCHECKBOX 
 Clergy

 FORMCHECKBOX 
 Foundation 

 FORMCHECKBOX 
 Government

 FORMCHECKBOX 
 Health Care Administration


 FORMCHECKBOX 
 Health Care Provider

 FORMCHECKBOX 
 HMO/Insurer
 FORMCHECKBOX 
 Media

 FORMCHECKBOX 
 Private Business
 FORMCHECKBOX 
 Voluntary Organization

 FORMCHECKBOX 
 Other (please specify)       

3. As a member of the Minority Health Advisory Committee to the R. I. Department of Health, I am willing to serve on one of the following subcommittees (please check one):

A.
Data  FORMCHECKBOX 

· Identify data needed by MHAC for planning purposes.

· Advise Minority Health Disparities Elimination Database/Report Card development.

· Inform existing Minority Health Data Workgroup at HEALTH. 

· Help focus data applications on minority health and health disparity issues.

B.
Emergency Preparedness  FORMCHECKBOX 

· Coordinate feedback to HEALTH on emergency preparedness with respect to minority populations (includes Pandemic Flu Plan).

· Inform existing emergency preparedness initiatives at HEALTH.

· Provide feedback on emergency preparedness materials developed by HEALTH.

· Make recommendations for preparedness for “special populations”- vulnerable and disenfranchised populations.

C.
Event Planning  FORMCHECKBOX 

· Help plan themes, speakers, and agenda for events all year round (i.e. annual meeting, minority health month, and other events as needed).

· Promote planned events of the Office of Minority Health.

D. Legislative/Advocacy  FORMCHECKBOX 

· Track state and national legislation impacting minority health.

· Develop working relationships with the Minority Legislative Caucus and brief the Caucus quarterly.

· Lead communication campaigns to legislators on topics of concern to MHAC.

· Lead any Minority Health advocacy campaign. 

· Produce templates of letters to be sent to legislators on behalf of the MHAC.

E.
Membership  FORMCHECKBOX 
 

· Work closely with the Office of Minority Health staff, help identify communities that should be represented on the Minority Health Advisory Committee (MHAC).                  

· Identify representatives of those communities to apply for MHAC membership.                                 

· Develop a semi-annual recruitment calendar for open seats to be filled in January and July of each year.                                            

4. As a member of Minority Health Advisory Committee to the R. I. Department of Health, I understand that I am expected to attend all committee meetings, which will occur at least nine (9) times in a calendar year.


Yes  FORMCHECKBOX 

In case I am unable to attend a meeting, the following person may act as my alternate:

Name:
     
Title:
     
Phone:
     
5. Please list any qualities, skills, or involvement that support consideration:

     
6. Please check ONE:

 FORMCHECKBOX 

I do wish to serve on the Minority Health Advisory Committee

 FORMCHECKBOX 

I do not wish to serve on the Minority Health Advisory Committee, but I do recommend the following person to serve:


Name:
     

Title:
     

Phone:
     

Email:
     
Signature: ________________________________    Date: __________________________
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