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Nominee’s Name _______________________________________________________________________________________________
Organization ___________________________________________________________________________________________________
City, State, Zip _________________________________________________________________________________________________
E-mail ___________________________  Work  Phone __________________ Cell __________________  Other __________________
If nominating someone other than yourself, please provide:

Your Name ____________________________________________________________________________________________________
Relationship to Nominee _________________________________________________________________________________________
Email _________________________________________________________________________________________________________
Telephone: Work ________________________   Cell ______________________  Other ______________________
Please check the box next to the category that best describes your involvement in mental health care.

( Researcher






( Policy Maker/Policy Expert

( Agency Executive/Decision Maker



( Pediatrician or other Primary Care Physician

( Faith Leader/Chaplain





( Private Practitioner (psychiatrist, psychologist, etc.)
( School Staff/Educator





( Direct Service Staff

( Supervisor



( Parent/Family Member/ Consumer                          

( College Student 




of Mental Health Services

( RN/Nurse Practitioner





( Substance Abuse Treatment/Prevention Provider
 
( Other _________________________________________________
Please indicate the Learning Community on which you would like to serve:

June-November 2007

( Internalizing Disorders (Depression, anxiety, bipolar)

( Externalizing Disorders (Oppositional Defiant Disorder, Conduct Disorder, Attention Deficit Hyperactivity Disorder)

( Addictions (Substance abuse, alcoholism, eating disorders, etc.)

December 2007-May 2008

( At-Risk/Prevention (Public health issues, infant mental health)

( Pervasive Developmental Disorders (Autism, Aspergers’s Spectrum Disorders)

( Trauma/Post Traumatic Stress Disorder
What do you hope to gain from your participation in a Learning Community? (Please use back if more room is required)

( I commit to participate in an orientation meeting on June 5, from 12:30 until 4 p.m. 

( I commit to attend a two-hour group meeting once a month for five (5) additional months. 

( I commit to spend the time outside the group necessary to complete the literature review and assignments so I can fully participate in 
    group discussions.

 

Signed _____________________________________________________________________
Date __________________________
Learning Communities Application


Please return by April 27 via mail or fax:


3131 Sanguinet


Fort Worth, Texas 76109


Fax: 817-927-2007
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