
 
 

CONSUMER COUNCIL 
Application Form 

 
 

Name: ______________________  Phone: _______________________ 

Address:  ________________________________________________________ 

    ________________________________________________________ 

Email:  ________________________________________________________ 

 
 
I would like to apply to the Nelson Marlborough Health Consumer Council. 
 
Brief Description of attributes, skills, experience (including experience within 
healthcare) relevant to the potential role of Consumer Council Member. 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

additional space provided overleaf  



___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

*Please feel free to continue on a separate A4 sheet and attach to this application 

Areas of Interest: 

 Children’s Health 
 

 Older Person’s Health 
 

 Chronic Conditions e.g diabetes, 
airways disease 

 Rural Health 
 

 Men’s Health 
 

 Women’s Health 
 

 Mental Health and Addictions 
 

 Youth Health 
 

 Maori and Vulnerable  
Populations Health 

  

 
Referees:  
 

1. Name:  ___________________________________________________ 

Phone: ___________________________________________________ 

Email:  ___________________________________________________ 

Relationship 

to applicant: ___________________________________________________ 

 
2.  Name: ___________________________________________________ 

Phone: ___________________________________________________ 

Email:  ___________________________________________________ 

Relationship 

to applicant: ___________________________________________________ 

 

 

 

Signature: ___________________________ Date: ________________________ 


