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Health Services Patient Engagement Roadmap

Appendix 16

Application Form for Patient Representatives.

Full name

Address

Street City/County:
Home phone: Mobile phone:

Email address:

What is the best way to contact you? Please tick.

QO Home phone Q Mobile phone
Q Email Q Post

Help us get to know you better.

Q Patient currently accessing healthcare services
Q Family member or carer of a patient
a Member of the public

Name of hospital/ clinic/ community centre

a 18-29 Q 30-49 Q 50-74
Q 75 and Over Q Under 18 (parent/guardian consent will be required)

Q Less than 1 hour per month Q 1 to 2 hours per month

Q 3to 4 hours per month Q More than 4 hours per month
What day/s suit you best?

What time of the day suits you best?

When could you start as a patient representative?
Immediately: QYes QO No Preferred start date:
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Example of Patient Experience Advisor Application Form:
Shared with permission by Mayo University Hospital
Patient Experience Advisors and Healthcare staff leading on the initiative

Mayo University Hospital
Matient Experience Advisor Application form

Mazmee ol Applicant;

Address of Applicant:

Telephons Number

I the past & Fears Dave yo of & meminr of poas fmdly used the
services af Mayo Linbsersiny Nosplid: Vs g Na El

Why wenald vomi Hka 16 ssive au im Adviaer

I you have serwd as an admwcaie, beon an scthoe vadunteer
commilles member o done publbc speaking fr slber
progirammimed or afpananalions, please brisdly dascoibs thia
EXpoTnge |

ek 1. y Putissr menE Appa e Feeen Hea JOLT


https://hsedigital.zendesk.com/attachments/token/MbpvFGyIkgaTnwAipWzE9du8V/?name=Patient+Experience+Advisor+Application+Form+.pdf
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