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Patient and Family Advisory Council Membership Application

Name:____________________________________________________________________

Mailing Address:____________________________________________________________

City:_________________________________ State:________________Zip:_____________

Home Telephone:_______________________Work Telephone:_______________________

Cell:_______________________ E-mail address:__________________________________

Emergency Contact Name and Phone Number:____________________________________

1. Have you or a family member received care at Henry County Medical Center within the past year?  

Yes

No  


Me  

Family Member  

Area(s) where care was received (check all that are applicable):

( Inpatient

( Emergency Department

( Center for Wellness & Rehab
( Diagnostic Center
( Surgery Center


( Home Health & Hospice
( Outpatient infusion
( HCHC/Plumley Rehab

( Hospital Owned Medical Clinic 
( Other Services/Departments/Programs

2. Times you are able to engage in Patient and Family Advisory Council work (check all that apply)


Daytime

Evening

Weekend 
3. I would be interested in helping with the following (check all that apply) 

Developing/reviewing educational materials to improve the patient and family experience.

Collaborating with care teams on the development of policies and programs that serve patients and families. 
Participating in rounding in patient care areas and assisting with planning for and educating staff on care experiences in those areas including process improvement work.
Representing the patient voice in various councils and committees.

Representing the hospital as an ambassador in local, state and national opportunities.


Reviewing and developing marketing communications about the services at HCMC.
Participating in customer service initiatives for the organization.

4. Do you, your spouse/partner, or a family member work at Henry County Medical Center?

Yes

No  



5. Why would you like to be a member of the Patient and Family Advisory Council?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. What area(s) of concern do you have that you would like to see the Patient and Family Advisory Council address?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. Is there anything you would like us to know about your or your loved one’s healthcare experience?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
8. What special interests or experiences would you like to offer the Council?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

9. We believe the Patient and Family Advisory Council should reflect the diversity of the patient population that Henry County Medical Center serves.  In light of this, please share anything about yourself that you think would add to the diversity of the Council.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I understand that completion of this form does not bind the candidate or the program in any way.  Participants chosen for the Council will meet the needs of the program and will be assigned accordingly.  Before participating in the Council you will be required to complete a formal training program and complete the volunteer training process.  

Siganture:______________________________________________Date:_____________________

Thank you for taking time to tell us about your interest in the Patient and Family Advisory Council.  

Please return the application to Tory Daughrity, Director of Marketing & Public Relations

E-mail:  tdaughrity@hcmc-tn.org
Address:  
Tory Daughrity, Director of Marketing & Public Relations



Henry County Medical Center



301 Tyson Avenue



Paris, TN 38242

For more information, call 731-644-8266.

