APPLICATION FOR APPOINTMENT TO BERKELEY
COMMUNITY HEALTH COMMISSION

NAME:
RESIDENCE ADDRESS:
Street City / State Zip

BUSINESS NAME / ADDRESS:

Street City /State Zip
EMAIL ADDRESS:
OCCUPATION / PROFESSION:
HOME PHONE: ( ) BUSINESS PHONE: ( )

I qualify for appointment under the following: (applicant must check one box, as appropriate)

A parent of a child or children eligible for state reimbursed services under the Child Health and Disability

Prevention Program as defined in California Health and Safety Code Section 320 and incorporated by
reference herein (sign below)

|:| | hereby state that neither my spouse nor myself are employed by an individual or agency providing health
services to the public for a fee, nor a provider of health services to the public.

A physician whose major interest is in child and adolescent health services.

A representative of a public or private educational agency who has responsibilities for providing,
administering or planning health services specifically for children and adolescents.

An individual interested in the health of women, children and adolescents.

List any qualifications (work experience, education, attributes and training) which you feel would provide positive
input to the work of the commission and the reason why you are interested in being appointed:

Please use another sheet of paper, if necessary.

The following individuals are qualified to comment on my capabilities:
NAME ADDRESS PHONE NO.

Signature: Date:

*The City of Berkeley’s Conflict of Interest Code requires members of all City of Berkeley Commissions except the
Youth Commission and Commission on Status of Women to file Statements of Economic Interests — FPPC Form 700.
The Form 700 is a public document. For more information, please contact the City Clerk’s Department at 981-6900, or

visit our website at http://www.cityofberkeley.info/Clerk/Home/Conflict_of Interest Code.aspx.

Please return this form to the Office of the City Clerk
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APPOINTMENT FORM - BOARDS AND COMMISSIONS
(For Mayor and Council Use Only)

Mayor / Councilmember:

NAME OF APPOINTEE:

RESIDENCE ADDRESS:

BUSINESS NAME / ADDRESS:

Street City / State Zip
EMAIL ADDRESS:
OCCUPATION / PROFESSION:
HOME PHONE: ( ) BUSINESS PHONE: ( )

Check appropriate box: El New Appointment I:| Reappointment El Temporary Appt.

Please send mail to: E| Home D Business

Please indicate the name of the board/commission you are appointing this individual to:

Board/Commission Name

Please indicate on the space below the special category being fulfilled, if appointment is to any of the
following boards/commissions: Community Health Commission, EImwood BID Advisory Board, Human
Welfare & Community Action Commission, Loan Administration Board, Solano Avenue BID Advisory
Board.

Special Category

From: Date:
Mayor / Councilmember (please print or type)

Signature:

Mayor / Councilmember
For Mayor/Councilmember and City Use Only:

Date interviewed
Date appointed
Date processed
Date COl received

Date oath administered
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