


PFAC Member Application Form
Patient & Family Advisory Council (PFAC) Application
Willapa Harbor Hospital

Applicant Information
Name: __________________________________________
Address: ________________________________________
Phone: __________________________________________
Email: __________________________________________
Preferred Method of Contact: ☐ Phone ☐ Email

Experience with Our Hospital or Clinic
☐ Patient
☐ Family Member/Caregiver
Department(s) where care was received (if comfortable sharing):

Approximate date(s) of care: _________________________

Tell Us About Yourself
1. Why are you interested in serving on the PFAC?


2. What aspects of your healthcare experience would you most like to improve?



3. What strengths, skills, or perspectives would you bring to the Council?




4.  Are you aware of any conflicts of interest that may affect your participation? If yes, please describe: ________________________________________________________________________
___________________________________________________________________________
Availability
Are you able to attend quarterly meetings? ☐ Yes ☐ No
Preferred meeting time (if known):
☐ Morning ☐ Afternoon ☐ Evening

Confidentiality & Participation
If selected, I agree to:
· Maintain confidentiality of sensitive information
· Participate respectfully and collaboratively (avoiding blame or criticism)
· Support patient- and family-centered care initiatives supporting a collaborative environment
· Sign a confidentiality agreement
· Consent to a WSP background check
· Attend HIPAA (Health Insurance Portability and Accountability Act) Orientation and adhere
· Share any personal conflicts of interest and if needed excuse self from discussions
Signature: __________________________ Date: __________

Internal Use Only (Hospital Section)
Date Received: __________
Interview Completed: ☐ Yes ☐ No
Selected: ☐ Yes ☐ No
Start Term: __________



