Name of Applicant:

MipCenTrAL DisTRICT HEALTH BOARD
Te Pae Hauora o Ruahine o Tararua

Expression of Interest
MidCentral District Health Board
Master Health Service Plan Consumer Advisory Panel

Confidential

Purpose

This information is collected for the purpose of assessing your suitability for

appointment to the Master Health Service Plan Consumer Advisory Panel

Collecting and Holding

Personal Information

The information you provide on the applications will be collected and held by

the MidCentral District Health Board

Your Access to

Information

In accordance with the Privacy Act 1993 you have a right of access to personal
information and to seek any correction you think necessary to ensure

accuracy

Please return the completed application form to Stephanie Fletcher at MidCentral District Health Board
(MDHB) no later than 13" February 2015.

By email Or post to Or courier to
Steph.fletcher@midcentraldhb.govt.nz MidCentral DHB MidCentral DHB
PO Box 2056 Board Office
Palmerston North Gate 2
4414 Heretaunga Street

Palmerston North

4414

For assistance contact, Stephanie Fletcher, 06 350 8912 or steph.fletcher@midcentraldhb.govt.nz



mailto:Steph.fletcher@midcentraldhb.govt.nz
mailto:steph.fletcher@midcentraldhb.govt.nz

MIDCENTRAL DISTRICT HEALTH BOARD
i Te Pae Hauora o Ruahine o Tararua

Name of Applicant:

Title Mr Mrs Miss Ms Dr

First Name

Last Name

Preferred
name

Ethnicity
(optional)

Address

Telephone Home Work Mobile
number

Email address




CENTRAL DistricT HEALTH BOARD
Te Paoe Hauora o Ruahine o Tararua

Please indicate your links to consumer constituency and communities. We only need enough
information to be able to understand your potential contribution to the Consumer Advisory Panel. Just
provide key and current information.










_MIDCENTRAL DISTRICT HEALTH BOARD
i Te Paoe Hauora o Ruahine o Tararua

Name

Role

Organisation

Preferred contact details

Phone or email

Preferred time for contact

Name

Role

Organisation

Preferred contact details

Phone or email

Preferred time for contact

Brief description of your working

relationship with the referee

Brief description of your working
relationship with the referee

| (please write your full name)

Declare that to the best of my knowledge, answers to the questions in this application are correct




MipCEeNnTrAL DisTRICT HEALTH BOARD

Te Pae Hauora o Ruahine o Tararua

Signature Date

If you are sending this form electronically please type your name and date in the signature and date
fields above




