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Patient and Family Advisor Application Form 
Name (First and Last):  __________________________________________________________________________________________________________

Street Address:  ____________________________________________________________________________________________________________________ 

City: ____________________________________  State:  ___________________________________  ZIP Code:   _____________________________________ 

Home phone: __________________________  Cell phone:  __________________________ Email address:  __________________________________ 

Preferred contact (circle one): Home phone Cell phone Email 

The following questions will help us get to know you better. 

2. Have you been a patient in a hospital before?
 Yes

 No

3. What language(s) do you speak ?

1. Are you a…
 Patient

 Family member of a patie nt

 Neither

 Volunteer

 Other: __________________________
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5. We recognize that our patient and family advisors have busy lives. How much time are you able to commit to
being a patient and family advisor? (Check one )

 Less than 1 hour per month

 1 to 2 hours per month

 3 to 4 hours per month

 More than 4 hours per month

6. What time of day would work best for you?

 11:30 a.m. to 1p.m.

 4  to  5:30 p.m.

 5  to  6:30 p.m.

7. How do you want to help? I want to: (Check all of your interest areas)

 Review procedures and provide input to improve
overall hospital p roces ses.

 Help educate or train hospital s taff and clinicians.

 Review procedures and provide input to improve
transitions in care (for example, between hospital
units or discharge from hospital to hom e).

 Other issues (please describ e):  _________________ 

 _____________________________________________  

 _____________________________________________  

 _____________________________________________ 

 Serve as a member of the patient and
family advisory council. Potential advisory
council members should be ready to
commit to serving on the council for at
least  1 year. The advisory council meets
approximately 4 times per year.

 Help develop or review informational
materials for patients and family member s.

 Help improve patient safety.

 Help improv e the patient and family role in
care decision making .

 Help improv e the hospital faciliti es.
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Please tell us about yourself .

8. Why do you want to become a patient and family advi sor?

9. Please briefly describe an y experience you may have as an advisor, as an active volunteer, or as a public
speaker.

10. Please describe any specific things that doctors  or hospital staff did or said while you or your family member
were in the hospital that wer e helpful to you or your fam ily.

11. Please describe any specific things that doctors and hospital staff could have  done differently to be more

helpful while you or your family member were in the hos. p ital.

12. Our patient and family advisors reflect the diversity of the patients and families we serve. Please share
anything about yourself that you think would add to the diversity of our team of advi sors.

Save this form and email it as an attachment to jessica.eilers@unitypoint.org. 
If you have questions, Jessica can also be reached at 319-824-4132.
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