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WARRINGTON LOCAL INVOLVEMENT NETWORK
REGISTRATION FORM

	Title:      

	First Name:      
	Last Name:      

	Address:
	     







Postcode:      

	Telephone No

	Landline:

     
	Mobile

     

	Email Address

	     

	Do you have any special needs in regards to contact? (please detail)
     


	Are you joining as an individual or as a representative of an organisation? (please tick)

    
 FORMCHECKBOX 
 Organisation  


 FORMCHECKBOX 
  Individual   

	If you ticked organisation, please tell us:

The name of your organisation:…     ……………………………………………………………………………………………….
Your position in the organisation:…     …………………………………………………………………………………………......
The geographical area your organisation covers:     ……………………………………………………………………………..

Purpose of organisation…     ………………………………………………………………………………………………………..



Special Interests (please tick)
 FORMCHECKBOX 

Ambulance & Transport


 FORMCHECKBOX 

Hospital and Specialist care

 FORMCHECKBOX 

Long term and continuing care

 FORMCHECKBOX 

Mental Health

 FORMCHECKBOX 

Community based services

 FORMCHECKBOX 

Public Health

 FORMCHECKBOX 

Social Care



 FORMCHECKBOX 

Other (please specify)…     ……………………………..
I would like to get involved in Warrington LINk. Please send me information about how the Network is developing.

Signature……     ……………………………………………………………….Date…     ………………………………….

Under the Data Protection Act, we have a legal duty to protect any information we collect from you. We will only use your information for the purpose we have described and we do not pass on your details to any third party or government department unless you give us permission to do so. Where you have contributed an opinion or comment this may be used in reports – but your name will not be published without your prior consent

In order that Warrington LINk maintain a fully representative structure in respect of its Equal Opportunities Policy, we would appreciate your co-operation in providing this information.  Any information given will be held in the strictest confidence. Please tick where appropriate

GENDER 
Male

 FORMCHECKBOX 


Female
 FORMCHECKBOX 


Transgender 

 FORMCHECKBOX 

AGE

16-25

 FORMCHECKBOX 




36-50

 FORMCHECKBOX 


65-75

 FORMCHECKBOX 

26-35

 FORMCHECKBOX 




51-65

 FORMCHECKBOX 


75+

 FORMCHECKBOX 

ETHNIC ORIGIN

Black African

 FORMCHECKBOX 

Pakistani
 FORMCHECKBOX 
    Mixed White and Asian 
 FORMCHECKBOX 

Black Caribbean
 FORMCHECKBOX 

Bangladeshi
 FORMCHECKBOX 
    Mixed White and Black

Black British

 FORMCHECKBOX 

Chinese
 FORMCHECKBOX 
    African


 FORMCHECKBOX 

Black Other

 FORMCHECKBOX 

Vietnamese
 FORMCHECKBOX 
    Mixed White and

Caribbean

 FORMCHECKBOX 

Somali

 FORMCHECKBOX 
    Black Caribbean

 FORMCHECKBOX 

Asian


 FORMCHECKBOX 

White

 FORMCHECKBOX 
    East African Asian
 FORMCHECKBOX 

Irish


 FORMCHECKBOX 

White British
 FORMCHECKBOX 
    Middle Eastern

 FORMCHECKBOX 

Indian


 FORMCHECKBOX 

 

Other Asian (please specify)      





Other African
(please specify)      
Other Black (please specify)      
Other Mixed Origin (please specify)      
Other White (please specify)      
If none of the above categories apply, please describe your ethnic identity:

     
SEXUALITY

Heterosexual
 FORMCHECKBOX 
  Gay

 FORMCHECKBOX 
 Other ____________________

Bisexual
 FORMCHECKBOX 
  Lesbian

 FORMCHECKBOX 

DISABILITY

Are you registered disabled:

Yes   FORMCHECKBOX 
                   No  FORMCHECKBOX 

If yes please give details: 

     
Warrington LINk would like to thank you for your co-operation in completing this form.
Please send your completed form to:	FREEPOST RRXX-YBKS-TTYA


					Warrington LINk Black HealthAgency, 


The Gateway, 


89 Sankey Street


					Warrington WA1 1SR


					Tel: 01925 246892 / 3
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