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[bookmark: _GoBack]Expression of Interest to Participate in Workgroup

Directions: Please select which workgroups your agency would like to participate in (place a check mark before the workgroup title), including the name and contact information of your agency’s representative. These individuals should be a senior-level representative, who has the capabilities, competencies, and availability to attend all workgroup meetings, twice monthly at minimum to begin and then at least monthly beginning in January 2017; the workgroup will continue to function through Phase II, the implementation of the model. The representative should also take direction from the workgroup lead agency and participate actively in meetings, resulting in the completion of the workplan.

____ Mental Health & Substance Abuse Cross-Screening and Referral Workgroup
	
	Agency Name:
	

	Representative Name and Title:
	

	Representative Telephone:
	

	Representative Email:
	


	
	
____ Attention Deficit Hyperactivity Disorders (ADHD) in Children Workgroup
	
	Agency Name:
	

	Representative Name and Title:
	

	Representative Telephone:
	

	Representative Email:
	




____ Schizophrenia and Diabetes Workgroup
	
	Agency Name:
	

	Representative Name and Title:
	

	Representative Telephone:
	

	Representative Email:
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