	Milwaukee County DSD Childrens Community Options Committee 
Membership Application

	Applicant Information

	[bookmark: Text1]Name:       

	Do you have a Child in the Program 
	[bookmark: Check1][bookmark: Check2]|_| Yes |_| NO
	[bookmark: Text2]Child’s Name:     

	[bookmark: Text3]Current address:     

	[bookmark: Text4]City:     
	[bookmark: Text5]State:     
	[bookmark: Text6]ZIP Code:     

	[bookmark: Text7]Phone:      
	[bookmark: Text8]Email:      
	

	[bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Check6]Please check the box for all programs your child is currently or has participated in:  |_|FSP |_|CCOP |_|CLTS Waiver |_|Respite 

	Employment Information

	[bookmark: Text9]Employer address:     
	[bookmark: Text10]How long?     

	[bookmark: Text11]Phone:     
	[bookmark: Text12]E-mail:     
	[bookmark: Text13]Fax:     

	[bookmark: Text14]City:     
	[bookmark: Text15]State:     
	[bookmark: Text16]ZIP Code:     

	[bookmark: Text17]Position:     
	[bookmark: Check11][bookmark: Check12][bookmark: Check13]Educational Background:  |_|High school  |_|Some College  |_| Degree

	Background & Experience

	[bookmark: Check9][bookmark: Check10]Do you have professional experience, or parenting experience with a child with a disability?   |_|Yes  |_|No

	[bookmark: Text18]In a few sentences, please describe your reasons for wanting to serve on the children’s committee:       



	[bookmark: Text19]What contributions do you believe you can make to the committee?     

	[bookmark: Check19][bookmark: Check20]Have you ever worked on a committee or board before: |_|Yes  |_|No

	[bookmark: Check21][bookmark: Check22]Are you an elected official? |_|Yes  |_|No

	[bookmark: Check23][bookmark: Check24]Do you or any of your immediate family members work for Milwaukee County?  |_|Yes  |_|No

	Representing (Check all that apply):

	[bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check17][bookmark: Check18]|_|Parent  |_|Expert |_|Clinician  |_|Advocate |_|Other (Specify)

	[bookmark: Text20]If you are an Advocate Please identify the organization you are affiliated with:     


	[bookmark: Text21]Please list any other organizations that you are a member of:     

	Ideas for Committee Work

	[bookmark: Text22]What ideas do you have for services or supports that you would like the CCOP Committee to address?     







	What times are you available to ATtend Meetings

	[bookmark: Check25][bookmark: Check26][bookmark: Check27][bookmark: Check28][bookmark: Check29][bookmark: Check30]|_|Anytime  |_|Mornings  |_|Evenings  |_|Afternoons  Would you be willing to perform outreach activities: |_|Yes  |_|No

	

		The Milwaukee County Disability Services Division shall establish a Children’s Community Options Committee to advance the goals as well as mission and vision of the Disability Services Division Children’s Services Programs under DHS CCOP Administration.

The Children’s Community Options Program is for purchase of goods and services provided on a first come first serve basis that respond to assessed needs and desired outcomes, as identified in each participant’s child and family-centered individual CCOP Service Plan (CISP).  The Children’s Community Options Committee will assist by making recommendations concerning the Children’s Community Options Program as well as reviewing and approving the local CCOP Plan. The CCOP committee may look at all local services to identify gaps and needs, to be met through the public or private sector and existing community resources toward improving access.  The committee shall be composed of representatives from Parents, Community-Based Organizations, County Representatives, School Districts and Health Departments working to advance health and mental health equity, vulnerable communities, and stakeholder communities that represent the diverse demographics of Milwaukee County.  CCOP Funding is provided up to the limits of funds provided for this purpose and is the funding of last resort. 

The chair of the advisory committee shall be a representative from a non-county entity. The committee shall meet, at a minimum, on a quarterly basis with a maximum of (4) meetings each year.  Members must agree to abide by the following proposed membership terms: • Participate in (3) meetings per year. • Actively participate in every convened meeting of the Committee from beginning to adjournment. • Prepare for each meeting by reading materials distributed in advance. • Engage in small and large group discussions in a manner that is respectful of divergent perspectives, ideas, and experiences. • Work to achieve consensus on recommendations of the Committee. • Facilitate communication between community representatives and the Committee. • Gather local community and/or affiliation group input regarding needs and priorities for consideration by the Committee. • Work within a group process to meet deadlines • Make recommendations on a broad range of disabilities related issues that improve status of all populations and places within Milwaukee County, with a priority to the Children’s Community Options Program• 

[bookmark: Check31]By checking this box |_|  I acknowledge that I have read and understand the above purpose and membership terms to the Milwaukee County Disability Services Children’s Community Options Advisory Committee. If selected for membership to the Advisory Committee, I agree to abide by the above membership terms until revised by the committee body.





	Signatures

	I authorize the verification of the information provided on this form.

	Signature of applicant:
	Date:

	Name of Applicant:
	Date:






