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Harm Reduction Fund Letter of Intent Review Committee

APPLICATION FORM

Please note that, in keeping with the Privacy Act, all of the information in this completed application is Protected Level B, and will be destroyed immediately following the selection of review committee members, no later than July 30, 2018.


Please provide the following information: 


Gender:
☐Female 
☐Male 
☐Other


What is your first official language:		Can you work in a second official language?
☐English 						☐Yes
☐French						☐No

In order to ensure that the Harm Reduction Fund Review Committee represents a range of perspectives from people with lived experiences, please tell us a little about yourself.

Are you someone with experience (check all that apply):
☐Providing front-line harm reduction services?
☐Accessing front-line harm reduction services?
☐Researching front-line harm reduction services?

Are you (check all that apply):
☐First Nations      ☐Inuit      ☐Métis
☐Gay, bisexual, or two-spirit male
☐Someone with experience in prison environments

Describe briefly your length of experience, and why you are interested in being a reviewer of Letters of Intent to the Harm Reduction Fund:
	










If selected as a reviewer, you will be asked to complete a Conflict of Interest Form. Conflict of interest is defined as any situation that might create doubt, whether actual or perceived, as to the objectivity of the reviewer, as a result of personal or organizational influence.

Should you have a conflict of interest, you can still participate as a reviewer; you will be asked to excuse yourself from discussions about proposals coming from organizations you have a real or perceived conflict of interest with.
[bookmark: _GoBack]

Please complete the following:


First name: ______________________________	Last name: _________________________
	
Address 1: ____________________________________________________________________

Address 2: ____________________________________________________________________

City and Province/Territory: _______________________________ Postal code: ____________

Telephone: ( ____ ) _________________________	Email: _____________________________


I am able to participate in this review process   	☐Yes	☐No	

I would be interested in participating in future review processes              ☐Yes        ☐No




PLEASE NOTE: Your participation as a reviewer may be made public upon request. However, should such a request be submitted, we will only release the names of individuals involved, and no other personal information.

When complete, please return by email on or before July 18, to: 

phac.cp-pc.acpc@canada.ca
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