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Please complete this application for consideration for the Electronic Health Information Exchange System Advisory Committee.  If questions are not applicable, enter “NA”.   In addition, please submit a resume. Your eligibility will be determined from the information you submit in this application and your resume.
1.  Name: ____________________________________________________________________________________________

First





Middle 





Last

2.  Race / Ethnicity (optional): ________________________________________________________________________

3.  Education: _________________________________________________________________________________________

____________________________________________________________________________________________________

4.  Professional License, Registration or Certification, if applicable: ______________________________________________

5.  Provider Specialty, if applicable: _________________________________________ 

6. Please designate which of the following you are applying to represent on the committee (check more than one if applicable): 
 FORMCHECKBOX 
 Medicaid Provider
 FORMCHECKBOX 
 Children’s Health Insurance Program (CHIP) Provider  
 FORMCHECKBOX 
 Fee-For-Service Provider
 FORMCHECKBOX 
 Texas Health Services Authority 
 FORMCHECKBOX 
 Major Provider Association 
 FORMCHECKBOX 
 Health-Care Facility 
 FORMCHECKBOX 
 Managed Care Organization 
 FORMCHECKBOX 
 Pharmaceutical Industry
 FORMCHECKBOX 
 Medicaid Client/CHIP Enrollee 
 FORMCHECKBOX 
 Local or Regional Health Information Exchange 
 FORMCHECKBOX 
 Pediatric Medical Informatics 
 FORMCHECKBOX 
 Texas Health and Human Services Agency; specify agency ________________. 
7. Describe your knowledge of, familiarity with, or understanding of Medicaid, CHIP and/or electronic health information exchange:____________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________.
8.  Why do you wish to serve in this capacity? _______________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

9.  Personal and professional achievements (include activities which address contributions you could make to the committee):
____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

10.  Have you ever been disciplined by any licensing board/professional or civic organization, including the Office of Inspector General?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
 If yes, please explain:
____________________________________________________________________________________________________

____________________________________________________________________________________________________

11.  Have you ever been convicted of a felony or a misdemeanor (excluding traffic violations)?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
If yes, please explain:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

12.  Please list any potential conflicts of interest: ____________________________________________________________________

________________________________________________________________________________________________________________

13.  Home Address








14. Employment Address
_____________________________________________

Street or P.O. Box



     Apartment #

_____________________________________________

City


   

State



  Zip

(___)__________________(___)__________________Home #
 


  Fax #

_____________________________________________

Home e-mail

14.  Please indicate where you would like to receive future communications:

_____________Home

_____​​​​​_______ Employment
_______________________________________________

Name of Employer

_______________________________________________

Street or P.O. Box  





Suite #

_______________________________________________

City


   

State



  Zip

(___)_____________________(___)__________________

Business #



Fax #

________________________________________________

Current Position Title

________________________________________________

Work e-mail 

I ATTEST THAT ALL INFORMATION CONTAINED IN THIS DOCUMENT IS TRUE AND CORRECT.

__________________________________________


________________________


Signature of Nominee



 



Date

PLEASE RETURN THIS FORM TO:








Texas Health and Human Services Commission


4900 North Lamar Blvd.
Brown Heatly Building

Austin, Texas 78751
Attn:  Ramdas Menon, Director, Medicaid / CHIP Health IT
Medicaid_HIT@hhsc.state.tx.us 
Texas Health and Human Services Commission


APPLICATION FOR ADVISORY COMMITTEE APPOINTMENT
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