COMMUNITIES DELEGATION

APPLICATION FOR COMMUNITIES DELEGATION 

DELEGATION MEMBER 2009 – 2012
Please note that the CLOSING DATE for nominations is MONDAY 21 SEPTEMBER 2009 AT 1500HRS GMT. 

The following should be sent to gfatmcommunitiesdelegation@gmail.com with subject matter APPLICATION FOR COMMUNITIES DELEGATION 2009 - 2012:

· This completed application form;

· A letter of reference from your organisation expressing its support, agreeing to the additional travel and workload (1 page only); and 

· A letter of reference/support from another organisation that is affiliated to the work that you are involved in.

Applications without the above documentations will be automatically disqualified. 

	1. Personal Particulars

	Last Name
	    

	First, Middle Name
	     

	Title
	Mr.  FORMCHECKBOX 
       Ms.  FORMCHECKBOX 
       Dr.  FORMCHECKBOX 
       

	Sex
	Male  FORMCHECKBOX 
         Female  FORMCHECKBOX 


	Age
	  

	Nationality
	     

	Address | Line 1
	     

	Address | Line 2
	     

	Town/City
	     

	County/State
	     

	Post/Zip Code
	     

	Country
	     

	Email Address
	     

	Telephone | Home
	Country Code +      Number      

	                       | Mobile
	Country Code +      Number      

	Are you openly living with HIV?
	Yes  FORMCHECKBOX 
       N/A  FORMCHECKBOX 


	Do you have or had Tuberculosis?
	Yes  FORMCHECKBOX 
       N/A  FORMCHECKBOX 


	Do you live in a Malaria endemic region?
	Yes  FORMCHECKBOX 
       N/A  FORMCHECKBOX 



	2. Organisational Particulars

	Organisation
	     

	Address | Line 1
	     

	Address | Line 2
	     

	Town/City
	     

	County/State
	     

	Post/Zip Code
	     

	Country
	     

	Telephone | Work
	Country Code +      Number      

	                       | Fax
	Country Code +      Number      

	Post Held
	     

	Duties & Responsibilities
	     

	Communities Served
	PLHIV  FORMCHECKBOX 
      TB  FORMCHECKBOX 
       Malaria   FORMCHECKBOX 

Others: Women  FORMCHECKBOX 
       Children  FORMCHECKBOX 
       IDU  FORMCHECKBOX 
       MSM  FORMCHECKBOX 
       

                Youth  FORMCHECKBOX 
       Migrants  FORMCHECKBOX 
       Prisoners  FORMCHECKBOX 
       

                Indigenous Groups  FORMCHECKBOX 
       Sex Workers  FORMCHECKBOX 

                Please Specify:      


	3. Languages

Please indicate level of fluency.

	Language
	Understand
	Speak
	Read
	Write

	English
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 



	4. Education, Professional Training and Qualifications.

Please start with most recent.

	Dates (Years)
	Institution Attended
	Qualifications Gained

	     to     
	     
	     

	     to     
	     
	     

	     to     
	     
	     

	     to     
	     
	     


	5. Affiliation to Community/HIV/TB/Malaria 

	Dates (Years)
	Organisation
	Nature/Level of Affiliation

	     to     
	     
	     

	     to     
	     
	     

	     to     
	     
	     

	     to     
	     
	     

	     to     
	     
	     

	     to     
	     
	     

	     to     
	     
	     


	6. Short Narrative

In less than 500 words, please provide a short narrative outlining your understanding of the Fund, and the vision for its future.

	     


	7. Short Narrative

In less than 500 words, please provide a short narrative outlining your community linkages in terms of relevant experience and the most significant capabilities you would bring to the Delegation that address the specific criteria.

	     


	8. Short Narrative

In less than 500 words, please provide a short narrative outlining your experience working on HIV, Tuberculosis and/or Malaria related issues. 

	     


	9. Declaration

	 FORMCHECKBOX 
 I certify that the information provided is true and correct, and I understand that providing false or misleading information will disqualify me from appointment, or if appointed, will render me liable to disciplinary action which could lead to dismissal from the Communities Delegation.

 FORMCHECKBOX 
 I certify that I understand the Terms and References, Roles and Responsibilities
 associated with this position.

	Signed
	     
	Date
	     

	
	Type name as submitting electronically


� Please refer to document on Terms of Reference of Communities Delegation. Please note that this is a working draft that will be approved at the 20th Board Meeting Pre-Meeting 2009. 





