Bronson Methodist Hospital Family Advisory Council Application 

The Family Advisory council is a partnership between families and staff to help shape hospital services at Bronson Methodist Hospital.  The council’s role is to promote and support family-centered values.  Diversity in culture, gender, and hospital experiences are important considerations in choosing members. The information in this application will be kept confidential. 

Today’s Date:        
Name:      
Home Address:      
City       State        Zip:      


County:      
Daytime Phone: (     )      
Best Day/Time to Call:      


Evening Phone: (      )      
Best Day/Time to Call:      
Fax Number:  (      )      

E-mail Address:       
Do you have children? 
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Please describe your immediate family:      
Have you or a family member been a patient at Bronson Methodist Hospital?  

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Have you used any of these services at Bronson Methodist Hospital? Please state year.  

(Check all that apply) 

 FORMCHECKBOX 
 Emergency Room 

 Date:       

 FORMCHECKBOX 
 Outpatient Testing

Date:        


 FORMCHECKBOX 
 Diagnostics/Lab 

 Date:       

 FORMCHECKBOX 
 X-ray 


Date:       


 FORMCHECKBOX 
 Surgery 


 Date:       

 FORMCHECKBOX 
 BirthPlace 


Date:       
 FORMCHECKBOX 
 Pediatrics Unit 

 Date:       

 FORMCHECKBOX 
 Pediatric Intensive Care (PICU)  
Date:       
 FORMCHECKBOX 
 Inpatient Clinic 

 Date:       

 FORMCHECKBOX 
 Outpatient Clinic

Date:        


 FORMCHECKBOX 
 Neonatal Intensive Care (NICU) Date:       

 FORMCHECKBOX 
 Other 


Date:       




Have you used any community services in the last two years? (Check all that apply)
 FORMCHECKBOX 
  Family Support
 FORMCHECKBOX 
 Birth to Three
 FORMCHECKBOX 
  Respite Care   
 FORMCHECKBOX 
 Exceptional Education

 FORMCHECKBOX 
  Home Health Care

 FORMCHECKBOX 
 Other      
Educational background/Occupation:      
Race/Ethnicity:      




Primary Language:      
What other language(s), do you speak? (Check all that apply)

 FORMCHECKBOX 
 American Sign Language
 FORMCHECKBOX 
 English
 FORMCHECKBOX 
Spanish
 FORMCHECKBOX 
 French
 FORMCHECKBOX 
 Other      
Please answer the following questions so we can get to know you better. 

1. Why would you like to join the Family Advisory Council?        
2. Do you have ideas for improvement?       
3. Is there anything else you would like us to know about you as we consider your application?         
Reference: (optional)
Please give the name of a Bronson Methodist Hospital staff member you have worked with (doctor, nurse, social worker, housekeeper, secretary, care partner, physical therapist, etc.).

Name:      


Department:      
I give the Family Advisory Council (or their designee) permission to talk about my application with the above reference.

Signature:       
Date:
     







If you want to give more references, please list:

      

· I have read the description of the Family Advisory Council and I can commit to being involved.

· I understand am not guaranteed a position on the Family Advisory Council. 

· I understand that I may withdraw my application at any time. 

· I understand that I must sign a confidentiality agreement before joining in the Family Advisory Council.
Signature:       
Date:
     


Thank you for applying. If you have questions, please contact Florence Steinberg by phone at (269) 341-8142 or e-mail her at steinbef@bronsonhg.org. You may fax the completed application to (269) 341-6898 or e-mail it to steinbef@bronsonhg.org. 


