Children’s Special Health Care Services (CSHCS)

Advisory Committee Application

Thank you for your interest in serving on the CSHCS Advisory Committee. Your voice and
experience are valuable in helping improve services for children and families across Michigan.

Please complete the application below. We encourage clear, simple responses. Total responses
should be no more than 3 pages.

If you have questions or need support completing this application, please contact us at the
CSHCS main line 517-241-7186. Or email Danielle Pitchford at Pitchfordd@michigan.gov

About the Role (Please Read Before Applying)

Advisory Committee members:
o Attend regular meetings (typically quarterly, the 4™ Tuesday of January, April, July &
October)
e Share input to improve programs and services
e Represent the perspectives of families, caregivers, and communities
¢ Help identify barriers and solutions in systems of care
We value diverse experiences and encourage individuals from all backgrounds to apply.

Applicant Information

¢ Name:

¢ Organization (if applicable):
¢ Mailing Address:
¢ County: Phone Number:
o Email Address:

1. Lived Experience

If you are (or have been) a parent, caregiver, or family member of a child or youth with special
health care needs, please share:

¢ Your relationship to the child or youth
¢ Their condition (you may keep this general)
e Key experiences navigating care or services and what you have learned from them
¢ What you've learned from your journey being a caregiver
e How your expertise and insights will help inform this committee
Response:



2. Interest in Serving
Why are you interested in serving on the CSHCS Advisory
Committee? You may include:
e Personal or professional experiences
e Your passion or motivation
e What you hope to contribute
Response:

3. Connection to Communities & Communication

Please describe how you are connected to other families, individuals, or communities
impacted by special health care needs.

¢ How do you stay connected or engaged with others?

¢ How would you gather input or feedback from them?

e How would you share information from this committee back to your networks?
Response:

4. Experience with CSHCS

Please describe any experience you have with the CSHCS
program. This could include:

e Receiving services

e Supporting someone who receives services

e Professional involvement

e General familiarity with the program
Response:

5. Supporting the CSHCS Mission

CSHCS works to ensure that children with chronic and complex medical needs have access
to family-centered care and support services.
How would your participation help support this mission?



Response:

Optional: Demographic Information
This section is completely optional and will not impact your eligibility.

To help ensure diverse representation, you may choose to share any of the following:
e Race/Ethnicity
e Primary Language
e Geographic Area (urban, rural, suburban)
e Condition of focus

Submission Instructions

Please submit your completed application by email to: Pitchfordd@michigan.gov

or

Mail to:

Danielle Pitchford

Children’s Special Health Care Services Division
Capital Commons Complex, 4th Floor

400 S. Pine Street

Lansing, M| 48913
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