Name: ……………………………………..
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The following information will assist us to assess your suitability to participate as a Mentor in the SMILES Program and assist us to select an appropriate balance of Mentors for each specific group of children.

Please print clearly - thank you

First Name:  ……………………………………
Last Name:  …………………………………………..

Address:  ……………………………………………………………………
P/Code:  …………….

Phone #’s:
(h) …………………………..

(w)  ………………………...

(m) …………………………...


(email) …………………………………… 
D.O.B.:  ……………
Age:  ……..
Gender:  …………..
If you speak a language/s other than English, please tell us what they are:  ……………………

…………………………………………………………………………………………………………………..
Occupation (please tell us a little about your work/study):  ……………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

Who in your family has a mental illness? ……………………………………………………………....

What is their diagnosis? …………………………………………………………………………………...

How long unwell? ……………………………..
Are they living with you? ………………………….

What are your reasons for wishing to participate as a Mentor?  …………………………………...

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

What strengths do you feel you will bring to the program?  ………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

What steps have you taken to facilitate your own ‘healing’ process? …………………………….

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

What benefits do you expect to gain from participating as a Mentor?

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

Please tell us about any areas where you expect you may be personally 'challenged' during the program: 

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

If necessary, what level of on-going involvement with the children would be possible for you (ie. phone contact, occasional outing, assisting with support group)?

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

Please add any further, relevant information: ………………………………………………………….

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

Referee Name:  …………………………………..
Referee Contact #:  …………………….…….

Relationship to you (ie. employer, colleague): ………………………………………………………...

Referee Name:  …………………………………..
Referee Contact #:  …………………….…….

Relationship to you (ie. employer, colleague): ………………………………………………………...

-----------------------------------------------------------------------------------------------------------------------------------

As a Mentor you are required to:

· attend an interview;

· attend an information/training session; 

· be available to attend for the full 3 days of the SMILES Program; 

· provide a Working with Children Check number  

· provide the names of two referees regarding your work performance & good character;

· abide by the ‘Facilitator/Mentor Guidelines’ for the SMILES Program.

It is an offence under the NSW Child Protection (Prohibited Employment) Act 1998 for a person convicted of a serious sex offence to apply for a Mentor position.

PRIVACY & CONSENT INFORMATION  

At no time will your information be used in a manner that will identify you, without first gaining your permission. You may contact insert organisation name to access or correct the information you have provided. 

Insert organisation name ensures that personal information provided will be handled in accordance with the principles set out in the Privacy Act 1988 (Cth) and the Health Records and Information Privacy Act 2002 (NSW). (check which acts are relevant for you)
(Please X appropriate boxes)

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
I agree to the above Mentor ‘requirements’

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
I consent to insert organisation name contacting me regarding further activities.

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
I consent to insert evaluator and/or organisation name contacting me for feedback about SMILES Programs I participate in.

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
I understand that my personal details will only be accessible to insert organisation name and others involved with the delivery of the program.


	Signature:
	
	
	Date:
	   /    /   


THANK YOU FOR YOUR TIME
Please return form to the address below: (insert your contact details below)
SMILES PROGRAM 


MENTOR APPLICATION FORM
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