COASTAL BEND ADVOCACY DEVELOPMENT


PARTICIPANT APPLICATION

Name____________________________________________________________                                                                                              

Address__________________________________________________________                                                                                              

Phone#____________________ Email_________________________________                                                                                                                                                                                                                                                                                          

Male____ Female____ Race____ Age____ 
1. Are you a person with a disability? Yes____ No____ 

Describe the disability_______________________________________________

_________________________________________________________________

2. Do you consider yourself a community ally for people with disabilities? 

Yes___ No___

Describe__________________________________________________________3. Are you the parent of a child with a disability? Yes____ No____ 

Age of child____ Does your son/ daughter live at home? Yes___ No___
What is the disability?________________________________________________

_________________________________________________________________
4. What issues are of concern to you? (check all that apply)

Education___
Transportation____
Healthcare____
     Housing____ Mobility____ 
Other_______________________________________________

APPLICATION DEADLINE IS FRIDAY OCTOBER 10, AT 5PM

[image: image1]
5. Why are you interested in participating in the advocacy project?

_________________________________________________________________

6. Will you make a commitment to attend six 5 hour training sessions, held monthly in your community? Yes____ No____

7. Are you willing to do homework assignments (reading and “practical assignments” in the community)? Yes____ No____

8. Are there any special accommodations necessary for you to participate in the program? Yes____ No____

If yes, please describe the accommodations needed (accessibility, interpreter, other).____________________________________________________________

_________________________________________________________________

9. List any membership in advocacy organizations and indicate any office held. (Membership in other organizations is not a requirement.)___________________

_________________________________________________________________


11. Please provide two references, personal or professional.

Reference name__________________________________________________

Title/ organization/ relationship________________________________________

Phone number_____________________________________________________

Reference name____________________________________________________

Title/ organization/ relationship________________________________________

Phone number_____________________________________________________

APPLICATION DEADLINE IS FRIDAY OCTOBER 10th, AT 5PM

All information provided is confidential and used for this training only.

Completed applications may be mailed to the address below, faxed to 

(361) 883-4820 or e-mailed to daliag@cbcil.org
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1537 Seventh Street

Corpus Christi, TX 78404

(361) 883- 4820

Fax: (877) 988-1999

Applicant name_______________








Applicant name_______________











To request application in alternate format contact

CBCIL (361) 883 – 8461 or toll free (877) 899-1999


