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Application Form for Patient Family Advisors

Last Name: ________________________________
First Name:  __________________________
Address (street, Apt #, town, Prov., postal code) _____________________________________________
Home Phone: _______________________


Cell Phone:  __________________________
Work Phone: ________________________


Email: _______________________________
Preferred method of Contact:
 ___________________________________________________________
I speak and read English    FORMCHECKBOX 
    Other Language(s) that you Speak: _____________________________
In the past 2 years have you or your family used the services of Arnprior Regional Health?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No



Choose One:
 FORMCHECKBOX 
 Patient
 FORMCHECKBOX 
 Family member of a Patient
The care provided at ARH was primarily: (Check all that apply)


 FORMCHECKBOX 
 Admitted Patient
 FORMCHECKBOX 
 Emergency Department
 FORMCHECKBOX 
 Clinic/Outpatient



 FORMCHECKBOX 
 Other (please comment) _____________________________________________________
Please check the age range that best describes you:
18 – 30  FORMCHECKBOX 

30 - 50
 FORMCHECKBOX 

50 – 65  FORMCHECKBOX 

65 – 75  FORMCHECKBOX 

0ver 75  FORMCHECKBOX 

Why would you like to serve as an advisor? _______________________________________________
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

What are some issues of special interest to you? ___________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

__________________________________________________________________________________

Please specify the times when you are able to attend meetings:   FORMCHECKBOX 
 Daytime
 FORMCHECKBOX 
 Evening
I would be interested in helping with: (you may check more than one box)

 FORMCHECKBOX 
 Reviewing patient and family satisfaction surveys and assisting in the development of strategies in 
response to surveys
 FORMCHECKBOX 
 Developing/Reviewing patient/family educational materials and website resources
 FORMCHECKBOX 
 Planning for the out-patient experience
 FORMCHECKBOX 
 Planning for the in-patient experience
 FORMCHECKBOX 
 Planning for the emergency care experience
 FORMCHECKBOX 
 Planning for hospital projects (space, directions, signage)
 FORMCHECKBOX 
 Support patient safety initiatives that are designed to reduce harm
 FORMCHECKBOX 
 Educating students (including medical students) staff, physicians and volunteers about the 
experience of care and effective communication and support
 FORMCHECKBOX 
 Improving the coordination of care, discharge planning and the transition to home and community 
care
 FORMCHECKBOX 
 Developing the uses for information technology, including electronic medical records

Are you currently a volunteer at ARH?

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes (please provide details) _______________________________________________
Have you ever been a volunteer at ARH?

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes (please provide details) _______________________________________________
Please review and check  FORMCHECKBOX 
 before signing:
Upon acceptance into an advisory position, ARH requires that I submit the results of a criminal reference check (CRC) with the vulnerable sector search (18+ years old). More details are provided at the acceptance stage.  Are you agreeable to this?     FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
Are you currently or have you ever been involved in a legal challenge between yourself/your family and a hospital?

 FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes  (please provide details) ____________________________________________
 FORMCHECKBOX 
 I understand that submitting this application and/or being interviewed does not guarantee a 
position as a Patient Family Advisor. 

 FORMCHECKBOX 
 I understand that prior to beginning as an advisor I must sign a Confidentiality Agreement and the 
Code of Conduct 
 FORMCHECKBOX 
 I understand that as an advisor I will be accountable to the ARH Lead for the Patient Family 
Advisor Program

I declare the above information to be true and complete to the best of my knowledge. I understand that a false statement may disqualify me or lead to my dismissal.

 SIGNATURE: __________________________________

DATE:_________________
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