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	APPLICANT NAME:
	

	
	LOCAL FAMILY CARE COUNCIL:
	

	
	BRIEF BIOGRAPHY

	
	

	CONTACT
	

	Phone: 
	

	Email: 
	

	Address:
	

	
	

	
	

	SEAT INTEREST
	

	☐ Consumer – receiving APD services
	

	☐ Consumer – receiving APD services within 4 years
	

	☐ Consumer – Pre-Enrollment
	

	☐ Parent
	

	☐ Sibling
	

	☐ Grandparent
	

	☐ Legal Guardian
	


[image: Logo

Description automatically generated]Family Care Council
Membership Interest Form







	What interests you most about the Family Care Councils (FCCs)?

	

	What skills or experience do you have that would assist the FCCs in meeting their mandated duties detailed in Section 393.502(6) of the Florida Statutes?

	

	What role do you hope to play on the FCC?

	

	What do you hope to achieve within your term limit?

	

	Family Care Councils must meet at least 6 times a year. Are there any limitations that may prevent you from serving at full capacity?  

	

	Per Section 393.502(7)(a), F.S., the above applicant is being recommended by a majority vote of the local FCC. The council voted and approved the applicant with the vote recorded in the Family 

	Care Council minutes on
	
	.
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Family Care Council
— eduiate and empower —




