
 
 

     
 

  

 

 
 

 
 

 
  

 

 

 

 
 

 

 
     

 
   

   

 
 

 
 

 

Coastal Healthcare

Council Member Application Form



To the Coastal Healthcare Health Council:  I hereby apply for a seat on the organization’s
Health Council. 

Please Type or Print 

Name_________________________________________________________________________________ 

Address_______________________________________________________________________________ 

City____________________________________Zip____________ Telephone______________________ 

 Yes   NoDo you live in Lincoln County? 

Do you use Coastal Healthcare services?  Yes  No 

(please describe)

Disclaimer about this document http://bphc.hrsa.gov/technicalassistance/resourcecenter/disclaimers.html 

Trade Unions 
Finance/Banking 

Commercial/Industrial Concerns
Other______________

Other______________

Health Care
Social Service 
Other______________

(please describe) (please describe)

1. What interests you about becoming a Council member?
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

2. What topics would you like to focus on as a Council member?
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

3. Location & Nature of Current or Past Employment
_____________________________________________________________________________________
_____________________________________________________________________________________

4. Areas of expertise and/or experience (please check all that apply):

Community Affairs Local Government Legal Affairs



 
 

     
 

 
 

 
 

 
 

  
 

  
    

 
 
 

 
 
 

  

4. Please describe your background  and how it will contribute to your role as a Council member.

_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

5. Please list the names of any of the current Council members that you know.

____________________________________________________________________________________ 
____________________________________________________________________________________ 

6. Additional information you would like to share with the Council. 
____________________________________________________________________________________ 
____________________________________________________________________________________

Applicant Signature ___________________________________ Date__________________ 

Please return by mail:
Coastal Healthcare
36 SW Nye Street

Newport, OR 97365
Attn: Charlotte Ross
OR return by email:

cross@co.lincoln.or.us

If you have questions or need assistance completing this form, please contact Charlotte Ross at (541) 
265-0456 or email at cross@co.lincoln.or.us.

A selection process follows, including screening, interviewing, and matching with current board needs. You will be 
notified of Health Council's and the Board of Commissioners' decision.

It is the policy of the County to prohibit discrimination against any individual with regard to sex, race, color, age, 
religion, national origin, sexual orientation, gender expression, gender identity, martial status, military status, 
association with members of a protected class, membership in other protected groups, association or political 
affiliation, injured worker status, veteran status, non-supervisory family relationships, disability (except for bona 
fide occupational qualifications), genetic information, or any other protected class or work relationship relating to 
terms of employment recognized under Oregon or federal law. Lincoln County maintains, monitors and regularly 
updates the Equal Employment Opportunity Plan (EEOP) to ensure non-discriminatory hiring practices. A copy of 
the EEOP is available on the County website.
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