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ORGANIZATIONAL MEMBERSHIP APPLICATION

Please return completed application to:
Washington State Department of Health OR Fax to: 360-664-2619
Comprehensive Cancer Control Program
P.O. Box 47855
Olympia, WA 98504-7855
If you have questions about this application, please contact the CCC Program at 360-236-3786.

A. Organizational Member Information
To be completed by the Head of the Organization or designated representative of the Organization.

1. Name of Organization:

2. Organization’s Physical Address:
Mailing Address:

3. Web Site Address:

4. Type of Organization (choose all that apply):

[] Public Health Program (specify) [] Academic Institution (specify)
[] Office of Minority Health [] Medical Institution (specify)

[ ] Local Health Jurisdiction

[] Education/Resource Center [] Business/Industry (specify)
[] Media

[] Other Government Agency (specify) [] Political Leader (specify)

[] Professional Association/Organization (specify) [ ] Community-based Organization (specify)

5. Populations Represented (choose all that apply):
[] Urban/inner city [] Rural

[ ] American Indian/Alaskan Native [ | Asian [ ] Black or African American [_|] White/Caucasian
[ ] Native Hawaiian or Other Pacific Islander [ ] Hispanic or Latino [ ] Other

6. Types and value of resources your organization can contribute (choose all that apply):

[ ] Travel ($ ) [] Labor ($ ) [] Space (% ) [] Food (% )

[ ] Supplies ($ ) [] Other (specify) % )

Head of Organization:
(e.g., Director, CEO) Printed name/credentials Title

Head of Organization’s Signature Date

Your signature or typed name indicates that your Organization agrees to comply with membership requirements and bylaws.

Submission of this form provides consent to maintain this information March, 2010
in an electronic database for record keeping and communication purposes.
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B. Official Organization Representative to WA CARES Partnership

This person serves in the official organization representative capacity, as needed. In addition, this person
participates in Partnership activities as an interested member from the organization.

Designated Official Representative:

Printed name/credentials Title
Signature Date
2. Mailing Address: Physical Address:
Phone: Fax: E-mail:

Administrative Assistant - Please indicate if there is an additional person through whom you would like us to correspond.

Assistant’s Name:
Phone:

Fax: E-mail:

Committee Selecction - Please select the committee(s) with which you would like to be involved.

a Primary Prevention U Skin Cancer Task Force a Survivorship Task Force
Q colorectal Cancer Task Force U Prostate Cancer Task Force U Breast & Cervical Cancer Task Force
a Membership/Communications U Ppublic Policy U Surveillance & Evaluation

C. Alternate Organization Representative to WA CARES Partnership

This person takes the place of the official organization representative when needed. In addition, this person
participates in Partnership activities as an interested member from the organization.

Designated Alternate Representative:

Printed name/credentials Title
Signature Date
Mailing Address: Physical Address:
Phone: Fax: E-mail:

Administrative Assistant - Please indicate if there is an additional person through whom you would like us to correspond.

Assistant’s Name:
Phone:

Fax: E-mail:

Committee Selection - Please select the committee(s) with which you would like to be involved.

a Primary Prevention U Skin Cancer Task Force a Survivorship Task Force

O colorectal Cancer Task Force O Prostate Cancer Task Force Q) Breast & Cervical Cancer Task Force

a Membership/Communications U Public Policy U Surveillance & Evaluation
Submission of this form provides consent to maintain this information March, 2010

in an electronic database for record keeping and communication purposes.



WASHINGTON

ABOUT CANCER
L Partnership]

D. Additional Interested Representative(s) of the Organization

This person participates in Partnership activities as an interested member from the organization.

Name:

Printed name Credentials Title
Mailing Address: Physical Address:
Phone: Fax: E-mail:

Administrative Assistant - Please indicate if there is an additional person through whom you would like us to correspond.

Assistant’s Name:
Phone:

Fax: E-mail:

Committee Selection - Please select the committee(s) with which you would like to be involved.

a Primary Prevention U Skin Cancer Task Force a Survivorship Task Force
O colorectal Cancer Task Force U Prostate Cancer Task Force U Breast & Cervical Cancer Task Force
a Membership/Communications O public Policy O surveillance & Evaluation
Name:

Printed name Credentials Title
Mailing Address: Physical Address:
Phone: Fax: E-mail:

Administrative Assistant - Please indicate if there is an additional person through whom you would like us to correspond.

Assistant’s Name:
Phone:

Fax: E-mail:

Committee Selection - Please select the committee(s) with which you would like to be involved.

a Primary Prevention U Skin Cancer Task Force a Survivorship Task Force
O colorectal Cancer Task Force O Prostate Cancer Task Force ) Breast & Cervical Cancer Task Force
d Membership/Communications (M| Public Policy (| Surveillance & Evaluation

Please make additional copies of this page as needed.

Submission of this form provides consent to maintain this information March, 2010
in an electronic database for record keeping and communication purposes.



WASHINGTON

ABOUT CANCER
L Partnership]

CONFLICT OF INTEREST POLICY

This conflict of interest policy pertains to organizational and independent members of the
Washington CARES About Cancer Partnership (the Partnership) and members of any committee,
task force, or work group of the Partnership. If such a member, or an organization which the
member represents, has, or is about to assume, any direct or indirect financial interest in a
transaction with the Partnership, such member or organization shall make full disclosure to the
Steering Committee of such interest before any discussion or negotiation of such transaction and
shall refrain from participating in discussions or voting on that particular transaction. This same
member shall not attempt to exert any influence on the Partnership, whether in the Steering
Committee, an operational or plan implementation committee, a task force, or a work group, or
upon any participation in a Partnership decision-making process.

At the date on which the member becomes associated with the Partnership, that
member, or the organization which the member represents, shall sign a Conflict of Interest
Disclosure Statement that will be kept on file with Partnership records. The statement will be
signed annually. The Comprehensive Cancer Control Program of the Washington State
Department of Health shall be responsible for maintaining the records and keeping all signatures
of member statements current.

STATEMENT OF AGREEMENT TO ABIDE BY THE POLICY

I have read, understood, and agree to abide by the Conflict of Interest Policy for the
Washington CARES About Cancer Partnership.

Full Name (printed)

Signature Date

Organization (if applicable)

Submission of this form provides consent to maintain this information March, 2010
in an electronic database for record keeping and communication purposes.



