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CHAPLAINS

Healing through Spiritval Care



ASSOCIATION OF PROFESSIONAL CHAPLAINS

	RECOMMENDATION FOR NOMINATION

	


	Your Name
	     

	Title
	     
	Phone
	

	Place of Work
	     

	Name of Member Recommended
	     

	Member’s Phone Number
	

	Recommended for:

	 FORMCHECKBOX 

	Secretary, two year term

	 FORMCHECKBOX 

	Membership Services Council Chair, three year term

	 FORMCHECKBOX 

	Commission on Professional Ethics Chair, three year term

	 FORMCHECKBOX 

	Member-at-Large, three year term

	 FORMCHECKBOX 

	Finance Committee Member, three year term

	 FORMCHECKBOX 

	Nominating Committee Member, two year term

	How long have you known the candidate?
	     

	Briefly describe why you believe the member is a good candidate to serve in this position?

     


	Briefly describe an experience where you have had the opportunity to witness the candidate’s leadership skills and why you believe it demonstrates the characteristics desired for this position?
     


	Have you discussed this nomination with the candidate? (not required)  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 



