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REQUEST FOR MENTAL HEALTH CONSUMER REPRESENTATION 

Service and Activity Information 

REQUEST DATE NAME OF SERVICE 

REGION REQUESTED BY [NAME) 

PHONE NUMBER EMAIL 

A FUNDING SOURCE FOR THIS REQUEST MUST BE APPROVED BY YOUR SERVICE'S MANAGER 

ESTIMATE NUMBER OF HOURS I 
OTHER REIMBURSEMENT OFFER (please specify) 

NAME OF MANAGER MAKING THIS APPROVAL 

Role Details 

ACTIVITY, PROJECT, PANEL OR COMMITTEE NAME 

BRIEF DESCRIPTION OF ACTIVITY 

HOURS 

WHY IS CONSUMER REPRESENTATION BEING REQUESTED? WHAT IS THE INTENDED PURPOSE OF LIVED EXPERIENCE REPRESENTATION, 
AND HOW WILL THIS INVOLVEMENT INFLUENCE OUTCOMES FOR THE SERVICE AND CONSUMERS? 

Date/Timeframe of Activity 

ONE-OFF PLACEMENT 

I DAY & DATE 

ONGOING PLACEMENT 

I STARTTIME I FINISH TIME 

ME ETING DAY I I START DATE I TIME I I FINISH DATE/ TIME I 
INDICATE WEEKLY/ MONTHLY/ QUARTELY. PROVIDE APPROX. TIME FRAME IF NOT YET KNOWN 

APPROX. No of HOURS REQUIRED (including meeting & preparation time) I 
LOCATION & ADDRESS of MEETING/ ACTIVITY I 



 Email          Mobile / Phone 

. 

. 

Name & Contact Details of Placement Support Person

Please Identify Areas of Skill and/ or Experience Required

Perspective, Skills & Experience Required

OFFICE USE ONLY- For Mental Health Lived Experience Tasmania Inc
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