Collaborative Governance Application/Reapplication Form

Institute for Patient Care


Directions

Please note: The application/reapplication process has changed from previous years.  Please read these directions carefully.

Applications-Reapplications will be accepted from August 1st through October 1st to be considered for the following calendar year.  
Applications are accepted at any time during the year, however, for the purpose of filling a vacancy on Staff Nurse Advisory Committee. 

This form must be used for all new applications and reapplications to Collaborative Governance.

New applicants, please complete sections I and II.  Returning members, please complete sections I and III.

Once you complete the form, save it to your H drive, renaming it with your name and committee as the file, then email as attachment to your director for approval. (Example: Jane.Doe.Ethics.doc)
Section I.  Biographical Information

Applicant:      
Unit/Dept:      


Unit/Dept. phone ext:      
Applicant’s Position:      

Director’s Name:      
Clinical Recognition level: Entry        Clinician       Advanced Clinician       Clinical Scholar      
Are you an Excellence Everyday Champion?  Yes            No      
Home mailing address: (Required: Your appointment letter will be mailed home)

Street or PO Box      

Town/City      

State      





Zip Code 

Section II.  Initial Applicants Only
Committee Name: (Check one)

 FORMCHECKBOX 
 Diversity                                                   FORMCHECKBOX 
  Patient Education  

 FORMCHECKBOX 
 Ethics in Clinical Practice                             FORMCHECKBOX 
   Policy, Procedure and Products
 FORMCHECKBOX 
 Fall Prevention                                           FORMCHECKBOX 
  Research and Evidence-based Practice
 FORMCHECKBOX 
 Informatics                                                FORMCHECKBOX 
   Restraint Usage
 FORMCHECKBOX 
 Pain Management                                       FORMCHECKBOX 
  Skin Care            


      FORMCHECKBOX 

 Staff Nurse Advisory

What interests you about serving on the committee you selected above? 
List your previous & current Collaborative Governance experience:

Committee                                     Role                                    Date(s) of Service

     

    


        


     
Committee                                     Role                                    Date(s) of Service

     

    


        


     
Section III.  Re-Appointment Only

Complete this section if you are re-applying to your current Collaborative Governance Committee for an additional two-year appointment.

Committee Name:  


Date appointed: 

Reappointment:










Committee member____










Committee co-chair ____

Committee Name: (Check one)

 FORMCHECKBOX 
 Diversity                                                   FORMCHECKBOX 
  Patient Education  

 FORMCHECKBOX 
 Ethics in Clinical Practice                             FORMCHECKBOX 
   Policy, Procedure and Products
 FORMCHECKBOX 
 Fall Prevention                                           FORMCHECKBOX 
  Research and Evidence-based Practice
 FORMCHECKBOX 
 Informatics                                                FORMCHECKBOX 
   Restraint Usage

 FORMCHECKBOX 
 Pain Management                                       FORMCHECKBOX 
  Skin Care            



      FORMCHECKBOX 

 Staff Nurse Advisory



Please describe your continued interest:      
Please evaluate your performance on the following criteria:      
What have you enjoyed most about being on the committee?      
	
	Excellent
	Satisfactory
	Fair

	Active participation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Attendance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Communication to constituency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Communication to manager
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Timely completion of committee’s work
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



* In the coming year, Practice and Quality will merge to create 5 sub-committees; which sub-committee would you be interested in joining:

 FORMCHECKBOX 
  Fall Prevention           FORMCHECKBOX 
 Policy, Procedure and Products     FORMCHECKBOX 
  Skin Care

 FORMCHECKBOX 
  Pain Management       FORMCHECKBOX 
  Restraint Usage             
Section IV.  Director’s Recommendation

	 Dear Directors:

       We require the directors to electronically submit the applications/reapplications so that the director’s email address will serve as proxy for a signed application.  Therefore, only those director-approved applications are to be submitted.

1.  Please send as an email attachment to:  PCSCOLLABORATIVEGOVERNANCE@partners.org
2.  Please copy the applicant and you will both receive a confirmatory email stating that the application has been received.



	Office Use Only

Appoint to Requested Position: (circle one)    YES         NO

____________________________________________________________Date_____________________________

Signature of chairperson
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