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COASTAL BEND ADVOCACY DEVELOPMENT


PARTICIPANT APPLICATION
Name: 












Address:




 City:


 Zip Code:




Phone:




 E-Mail:






Male: _____   Female: _____   Race: _____  Age:_____

1.  ARE YOU A PERSON WITH A DISABILITY?   
     YES_____   NO_____     AGE OF ONSET__________

DESCRIBE THE DISABILITY: 









2.  ARE YOU THE PARENT OF A SON OR DAUGHTER UNDER AGE 18 WITH A    

     DISABILITY?  (IF YOU HAVE MORE THAN ONE CHILD WITH A DISABILITY,  

     PLEASE ANSWER FOR EACH CHILD.)  ARE YOU THE LEGAL GUARDIAN, AND IF   

     NOT THE PARENT, WHAT IS YOUR RELATIONSHIP TO THE CHILD? 



    YES______    NO_______     AGE OF CHILD______    AGE OF ONSET________
WHAT IS THE DISABILITY?









DESCRIBE THE SCHOOL PLACEMENT:____________________________________

DOES YOUR SON/DAUGHTER LIVE AT HOME?      YES_____    NO_____
DO YOU HAVE OTHER CHILDREN?    YES____; AGES  _______)  NO_____
3.  WHAT SERVICES (EMPLOYMENT, PERSONAL ASSISTANT, RESPITE CARE, 
     SERVICE COORDINATION, ETC.) ARE YOU OR YOUR CHILD CURRENTLY   
     RECEIVING?











4.  WHY ARE YOU INTERESTED IN PARTICIPATING IN THE ADVOCACY   

     DEVELOPMENT PROJECT? 









5. WHAT DO YOU HOPE TO GAIN FROM THIS TRAINING?  





6.  WHY ARE YOU A GOOD CANDIDATE FOR THIS TRAINING? 



7.  WILL YOU MAKE A COMMITMENT TO ATTEND SEVEN SIX-HOUR TRAINING   

     SESSIONS, HELD MONTHLY IN YOUR COMMUNITY?  YES____      NO____
8.  ARE YOU WILLING TO DO HOMEWORK ASSIGNMENTS (READING AND 
     “PRACTICAL ASSIGNMENTS” IN THE COMMUNITY)?  YES____     NO____
9.  ARE THERE ANY SPECIAL ACCOMMODATIONS NECESSARY FOR YOU TO 
     PARTICIPATE IN THE PROGRAM?   YES____       NO____
IF YES, PLEASE DESCRIBE THE ACCOMMODATIONS NEEDED (ACCESSIBILITY, INTERPRETER, RESPITE CARE FOR CHILD, PERSONAL ASSISTANT SERVICES, ETC.): 












10.  LIST ANY MEMBERSHIP IN ADVOCACY ORGANIZATIONS AND INDICATE ANY 
      OFFICE HELD.  (MEMBERSHIP IN OTHER ORGANIZATIONS IS NOT A 
      REQUIREMENT.) 










11.  WHAT TYPES OF EXPERIENCE HAVE YOU HAD IN ADVOCATING FOR PEOPLE 
       WITH DISABILITIES? 









12.  PLEASE TELL US ABOUT YOURSELF (AND YOUR FAMILY): 



13.  PLEASE PROVIDE TWO REFERENCES:

REFERENCE ONE: 











TITLE/ORGANIZATION: 










PHONE NUMBER: 











REFERENCE TWO: 










TITLE/ORGANIZATION: 










PHONE NUMBER: 











14.  HOW DID YOU LEARN ABOUT THE ADVOCACY DEVELOPMENT PROJECT?

IF YOU HAVE ANY COMMENTS OR QUESTIONS, PLEASE FEEL FREE TO CALL THE  COASTAL BEND CENTER FOR INDEPENDENT LIVING, (361) 883-8461 OR TOLL FREE
1-877-988-1999; Judy Telge, Executive Director.
ALL INFORMATION IS CONFIDENTIAL AND WILL ONLY BE USED IN THE APPLICATION PROCESS FOR THIS TRAINING. 
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