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The ICSI Patient Advisory Council
Application

Please Print

Name: __________________________________________________________________


Address: ________________________________________________________________

City: _________________________ State: _______________ Zip Code: _____________

Daytime Phone: (     ) ________________  Evening Phone: (     ) ____________________           

Best time to call: _________________ Email address: ____________________________

The following questions are designed to help us make our council as diverse as possible

Race/Ethnicity: Hispanic/Latino ____ Non-Hispanic/Latino ____ American Indian ____      Asian ____ Black ____ White ____ Other ____

Gender: Male ____ Female ____
Primary language spoken: _____________________

What is the highest school level completed?  High School/GED ____ Some College ____ College graduate ____ Master’s degree ____ PHD ____

Age Range: 18-30 ____ 31-50 ____ 51-65 ____ 66+ ____

What clinic and/or hospital do you receive most of your health care: _____________________________________________________________________________

What health care issues interest you most: Prevention ____ Chronic Diseases ____ Quality ____
Elder Care ____ Affordability ____ Family Medicine ____ Other _____________

Do you have areas of special interest or expertise to offer? If yes, what? ____________________

Please specify times (days of the week, hours of the day) you are available to attend meetings: ______________________________________________________________________________

Help Us Build a Powerful Council by Answering These Questions:

Why do you want to participate in the ICSI Patient Advisory Council?

What areas of concern do you have that you would like the Patient Advisory Council to address?

Is there anything else you would like us to know?

I understand that completion of this application does not bind the applicant or the program coordinators in any way. The PAC reserves the right to choose participants that best meet the needs of the program. Before participating in the ICSI Patient Advisory Council, you will be asked to sign a confidentiality agreement.

Signature ______________________________________ Date ____________________

Please mail, email or fax application to:
 Gwen Brown

ICSI

8009 34th Avenue South

Suite 1200

Bloomington, MN 55425

Email: Gwen.Brown@icsi.org
Fax: (952) 858-9675

Once your application is received we will notify you.  For additional questions call 

Myounghee Hanson at ICSI at (952) 814-7071.
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