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APIAHF’s Asian & Pacific Islander National Cancer Survivors Network (APINCSN)
National Advisory Council (NAC) Member
NOMINATION FORM

APINCSN is a program of the Asian & Pacific Islander American Health Forum (APIAHF).  A volunteer National Advisory Council shall provide guidance to assist APINCSN in pursuing its mission, vision, and goals.  Membership in the National Advisory Council shall come from the United States and Pacific Island Jurisdictions and provide APIAHF staff with input and recommendations on community-driven strategies to enable them to better plan, implement, and evaluate activities.
Name:           

 FORMTEXT 

  




Degree(s): 
Job Title:      
Organization/Business:      
 FORMCHECKBOX 
 Personal   FORMCHECKBOX 
 Work 

Address:      
City/State/Zip Code:      
Telephone #:      

 FORMTEXT 
      Fax #:      

 FORMTEXT 
      Email:      

 FORMTEXT 
     
Please indicate whether you are a:

 FORMCHECKBOX 
 cancer survivor 

 FORMCHECKBOX 
 healthcare provider 
 FORMCHECKBOX 
 researcher 



 FORMCHECKBOX 
 advocate 


 FORMCHECKBOX 
 caregiver


 FORMCHECKBOX 
 other     

 FORMTEXT 
     
Please indicate your ethnicity:      

 FORMTEXT 
     
Which Asian American, Native Hawaiian and Pacific Islander (AA and NHPI) communities do you have experience work with?     

 FORMTEXT 
     

 FORMTEXT 
     
Please answer the following questions to the best of your ability.  
1. Briefly describe relevant experiences the nominee has had in any or all of the following:

-Policy Advocacy


-Training and technical assistance

-Media


-Community organizing
-Research & Data


-Leadership development
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2. Briefly describe the nominee’s experience in the areas of comprehensive cancer control (prevention, detection, survivorship, end-of-life) and/or AA and NHPI health.
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3. Briefly describe the nominee’s relationship and/or collaborations with state health departments.  

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
4. Briefly explain why the nominee should be chosen to be a member of the APINCSN NAC.
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Will you be able to attend State Cancer Control Coalition meetings in the state you work or live in?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

I have read the NAC member description and can fulfill the required responsibilities.   FORMCHECKBOX 
 Yes   

Emailed your resume with this form:  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Please provide a name and contact information for an individual who knows about your experiences working in cancer control.   
Name:      

 FORMTEXT 
     
Phone #:      

 FORMTEXT 
     
Email:      

 FORMTEXT 
     
Please send your completed nomination to:

APIAHF
c/o APINCSN
450 Sutter Street, Suite 600  
San Francisco, CA 94108
Fax: (415) 954-9999

Email: tquema@apiahf.org
�








APINCSN is supported by Cooperative Agreement 1U50DP001702-03 from the Centers of Disease Control and Prevention.

