	DISABILITIES HEALTH RESEARCH NETWORK (DHRN)

COMMUNITY MEMBERSHIP APPLICATION FORM


	FOR ORGANIZATION REPRESENTATIVES:

Please complete this form on behalf of your organization.  You will be listed as your organization’s key contact person.  At the end of this application form, please feel free to provide us with other key contacts /members within your organization who may be interested working with the DHRN.
FOR INDIVIDUAL COMMUNITY MEMBERS:

Please complete this form with your current information.

   


	I am representing an organization                      Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 
     
I am an individual community member               Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 
     




SECTION I:  CONTACT INFORMATION

	Salutation:
	 FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms.   FORMCHECKBOX 
Miss   FORMCHECKBOX 
Mrs.  (please check one)

	First Name:
	     
	Surname:
	     

	Telephone:
	     
	Fax:
	     

	Email:
	     
	
Website Address:

(if applicable)                       


	Organization:


	     


	Occupation / 
Job Title:
	     

	Area of Disability / Health Research Interests:
	     

	Full Address:
	Street 

City, Province

Postal Code
	     
     
     


SECTION II:  MEMBERSHIP ACTIVITIES 
Please indicate your intended level of membership activities by checking all areas that apply:

MEMBER ACTIVITIES: Members may participate in the DHRN Annual Conference, Research Funding - Mentorship workshops and/or participate in other DHRN activities.
 FORMCHECKBOX 
  Receive DHRN Newsletter

 FORMCHECKBOX 
  Receive DHRN regular email updates
 FORMCHECKBOX 
  Attend DHRN Annual Conference           
 FORMCHECKBOX 
  Participate in Workshops 
 FORMCHECKBOX 
  Participate in Membership networking
 FORMCHECKBOX 
  Participate in other DHRN activities

 FORMCHECKBOX 
  Have a DHRN website link

 FORMCHECKBOX 
  Submit postings for DHRN Calendar of Events

 FORMCHECKBOX 
  Other (Please specify your area of membership interest:        
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MEMBERSHIP / OCCUPATIONAL CATEGORY:

 FORMCHECKBOX 
  Community Group Member 

 FORMCHECKBOX 
  Community Organization Representative

 FORMCHECKBOX 
  Researcher



 FORMCHECKBOX 
  Practitioner / Clinician
 FORMCHECKBOX 
  Health Professional – Other
        
 FORMCHECKBOX 
  Self-Advocate / Family Member Advocate 
 FORMCHECKBOX 
  Other (e.g. Administrator, CEO, Consultant/Public Sector Individual, Funding Agency,

                 Government, Policy Maker, Advocacy Agency, etc.)  Please specify area:        
Are you willing to share your membership information and membership activity interests with other confirmed members of the DHRN Network (i.e. contact information, areas of research and collaboration interest)?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

As an organization, or as a community member, are you willing to have your DHRN membership listed on the DHRN public access website, www.dhrn.ca ?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  I want more details

SECTION III:  ACADEMIC / EDUCATIONAL BACKGROUND
	Education Attained:


 FORMCHECKBOX 
BA   FORMCHECKBOX 
BSc   FORMCHECKBOX 
MA   FORMCHECKBOX 
MSc   FORMCHECKBOX 
PhD   FORMCHECKBOX 
M.D.  

 FORMCHECKBOX 
Other (please provide additional information)         



 FORMCHECKBOX 
 Relevant Experience (please provide additional information)       



SECTION IV:  RESEARCH INTEREST & EXPERIENCE
	What are your or your organization’s areas of research interest or expertise? (maximum 3):
1.       
2.       
3.       
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	What is your or your organization’s experience with research to date? (please check one)

1.   FORMCHECKBOX 
 I have little or no research experience, but am interested in gaining experience

2.   FORMCHECKBOX 
 I have some research experience

3.   FORMCHECKBOX 
 I have extensive research experience

If 2 or 3, please specify your research experience (i.e. project title(s), brief description including whom you’ve collaborated with, funding etc.)

1.       
2.       
3.       



	Do you or your organization currently hold (or have you held) any grants?  

  FORMCHECKBOX 
 No

  FORMCHECKBOX 
 Yes 

If Yes, please specify or describe grants held:      



	
 Have you provided a current resume, and brief community organization description  (i.e. brochure, pamphlet, vision statement, URL website address) with this application:

 FORMCHECKBOX 
 Yes   

 FORMCHECKBOX 
 No, not at this time, but will provide

 FORMCHECKBOX 
 No

            


SECTION V:  RECOMMENDATIONS OF OTHER KEY PERSONS THE DHRN SHOULD CONTACT REGARDING INTEREST IN THIS BC RESEARCH NETWORK

	Name:
	Occupation/Job Title:
	Email & Telephone:
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SECTION VI: YOUR TURN AS A MEMBER

	What other research and networking activities would you specifically like to see the DHRN consider?  (please provide details below)      


	As a community member/organization, what do you find to be the greatest barriers to research in your disability / health-related area right now?       
As a community member/organization, what areas of research are of greatest interest to you right now?      





Thank you very much for taking the time and energy to complete this application form. If you have any questions or concerns regarding the attached application form(s) please feel free to contact the DHRN Coordinator, Sylvie Zebroff at info@dhrn.ca, or call 250.807-8793.

Welcome to the Disability Health Research Network
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