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 NOMINATION FORM

DSTF Coalition membership


1. NAME:  

2. ORGANISATION (if applicable): 

3. WORK ADDRESS (if applicable): 

4. HOME ADDRESS:  

5. PHONE: 
            6. MOBILE:  
 7. FAX:

8. E-MAIL 



Please see the attached document - Duties and Responsibilities of Coalition Members provided for your information. Please also note that Coalition members are expected to have an intention to remain as a Coalition member for a minimum of 12 months. 

9. I live or work in the geographical area of:

10. What is your role within the disability sector? (You may tick more than one)
· Parent/Unpaid Carer of a person with a disability

Work/volunteer for a service that provides:
· Psychiatric disability services 
· Acquired Brain Injury services  

· Physical disability services 
· Intellectual disability services 
· Sensory disability services 
· Other

11. If you are a worker or a volunteer for a service, is it funded by the Department of Communities, Disability Services?  


               ( YES                    ( NO                   ( NOT SURE 

12. How would you describe the type of service you work or volunteer for? (if applicable)

13. How would you describe the type of work that you do or the role that you have as a Parent/Unpaid Carer of a person with a disability?
14. If applicable, does your organisation support your nomination for membership of a DSTF Coalition by intending to provide you with the time to attend Coalition meetings 4-8 times per year?  These meetings may be all day and very occasionally for two days.
               ( YES                    ( NO                   ( NOT SURE 

15. If additional information is required to assess your application, would you be able to provide the name and contact details of two referees?

               ( YES                    ( NO                   
 
16. Please describe your ability to build relationships and network with all stake-holders in the target group, including describing your existing networks and relevant relationships?
17. Do you identify as:

Aboriginal or Torres Strait Islander?
                    ( YES                  ( NO    
From a Culturally and Linguistically Diverse Background?        ( YES                  ( NO    
18. How would you be able to give and receive feedback about the skills development needs of the target group?
19. Please comment on why you are interested in being on the DSTF Coalition.
20. Is the Workforce Council able to retain a copy of your application form after the application process is finalised?
 

                 ( YES                    ( NO                   ( NOT SURE

Signature:


Date:


Thank you for your time. 
The DSTF Project thanks you for your interest and commitment to regional skills and workforce development for the disability sector. 
Please return the completed form by either:

· Email: admin@workforce.org.au

· Fax:
(07) 3234 0474

· Post:
DSTF, Workforce Council, Ground Floor, 303 Adelaide St., Brisbane QLD 4000 
The information provided by you on this form is collected by the Workforce Council for the purposes of seeking nominations for membership of a DSTF Coalition. The details on this form may be discussed with current Coalition members and a copy of this information may be sent to Coalition members as a confidential document. If you require any further information on this matter please contact the relevant DSTF Project Officer.[image: image1.png]
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DSTF is a project of the Health and Community Services Workforce Council Inc and is funded by the Department of Communities, Disability Services.
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