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Membership Application

CMHA-N Client and Family Advisory Committee

Name: _________________________________________________________
Address: _________________________________________________________

City: __________________________    Province: ______    Postal Code: ___________

Home Phone: ____________________ Cell Phone: ____________________________

Email: _______________________________________________________________

	Program Involvement:
	☐ Current
	☐ Previous
	

	☐ Community Support
	☐ Support Within        Housing
	☐ Real Work
	☐ Urgent Support 

    Services

	☐ Walk In
	☐Safe Beds
	☐MCRRT
	☐ Groups (IMR, DBT,        Concurrent)

	  Supporter/Care Giver:  ☐ Current Client
	☐ Previous Client
	



Please explain why you would like to become a member of the Client and Family Advisory Committee of Canadian Mental Health Association, Niagara Branch.


Date: _________________________       Signature: _______________________________

