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CLIENT ADVISORY BOARD (“CAB”) APPLICATION
Name of Prospective Member: _______________________________
Preferred Pro-nouns: _______________________________________
Address: _________________________________________________
City: _________________	State: ______________ Zip: ___________
Phone: _________________	Office Phone: _________________ 
E-mail: ________________________________________
Occupation: ___________________________________________
Organization: ____________________ Position:______________
"Client Advisory Board (CAB) members are drawn from PLWHA (People Living with HIV/AIDS) that currently receive at least one service at ODHC; primary care, case management, DRS case management, housing (HOPWA) or behavioral health services including regular attendance at support and psychosocial groups."

Are you willing to be public about your HIV /AIDS Status?___________
Gender Identification: _________________________________________
ODHC Services // Dates Received: ______________________________
____________________________________________________________
____________________________________________________________

Please tell us about yourself. Attach resume or extra pages, as needed: 
Education; Degrees Earned; Areas of Study: _____________________
____________________________________________________________
____________________________________________________________

Current interest and/or involvement in our organization:____________ 
____________________________________________________________
____________________________________________________________

Areas of Expertise: ___________________________________________
____________________________________________________________
____________________________________________________________
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Volunteer Service: ___________________________________________
 ___________________________________________________________
____________________________________________________________

Reasons you might be a great board member: ____________________
____________________________________________________________
____________________________________________________________
 
Please submit your completed CAB Application along with any additional relevant information you believe is relevant to your caseworker, or directly to CAB at via eMail.
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