EPILEPSY Professional Advisory Board
FOUNDATION

Connecticut

PURPOSE

The purpose of the PAB is to provide The Epilepsy Foundation with health and medical guidance to better serve CT
residents affected by seizures and epilepsy. This partnership will develop and implement education, outreach, programs,
activities and media conducted by PAB and EFCT throughout CT.

ORGANIZATIONAL STRUCTURE

The PAB is established by the Board of Directors (BOD) and consists of individuals representing disciplines relating to
epilepsy. Members of the PAB will elect a chair and vice chair who will serve a three year term. The Chair acts as the
liaison between the Board of Directors and the PAB. The Chair or his/her designee is required to report to the BOD on
behalf of the PAB twice a year. The PAB will meet two times a year.

ROLES AND RESPONSIBILITIES
Members of the Professional Advisory Board are expected to:

e Promote the services of the organization to their patients and the community.

e Respond to requests from EFCT in a timely manner.

e Attend at least one PAB meeting in-person each year, as well as at least one EFCT event.

e Review program activities and give guidance in areas of program, development, implementation and overall
service.

e Identify research opportunities and partner with EFCT on potential grants.

Members are also encouraged to participate in one or more of the following activities. Please indicate your willingness
to participate by checking the appropriate box.

[] Provide professional/expert testimony in person on relevant legislative issues
[] Participate in media interviews

|:| Prepare articles for newsletter/website

] Organize and lead support group meetings

[] present at EFCT sponsored conferences

] Educate medical professionals

1 Provide epilepsy education to Camp Courage, EFCT’s summer camp

] other: please specify:

| have reviewed the roles and responsibilities of a PAB member and have checked the areas (above) where | am willing
and able to provide assistance.

Signature Date

PAB Chair Signature Date

03/25 ED.



CONTACT INFORMATION FOR INTERNAL USE ONLY
The following information would only be used for internal purposes of the Epilepsy Foundation of Connecticut &
Professional Advisory Board.

Formal Name

Professional Title

Affiliation

Mailing Address [T] Office (JHome

City State Zip Code

Email Address

() ()

Phone 1] Office [(JHome [(JPager (Mobile Phone 2 [JOffice (lHome [ Pager(J Mobile

CONTACT INFORMATION FOR PUBLIC USE
For purposes such as but not limited to client referrals, listing on the EFCT web site or conference programs, contact
information provided below may be shared with the public.

Formal Name, Professional Title & Affiliation (] same as above

Mailing Address [JSame as above [] Office [JOther

City, State, Zip Code

Email Address [Jame as above

() ( )

Phone 1[JOffice [JPager CIMobile CJSame as above Phone 2[JOffice [JHome[J PagerCIMobile [JSame as above

LIAISON IDENTIFICATION
If it helps to identify someone other than yourself for the Epilepsy Foundation of Connecticut to contact you at your
center, clinic and/or office, please share that liaison’s contact information below.

Formal Name

Professional Title

Mailing Address

City State Zip Code

Email Address

( ) ( )

Phone 1 [Joffice [JPager[IMobileCI Home Phone2 [J0ffice (JHome (JPager [IMobile
Curriculum Vitae: Please attach a CV along with a brief letter explaining your interest in joining the PAB.

Please complete and return to Executive Director, James Hart at james@epilepsyct.com or (860) 346-1924.

03/25 ED.


mailto:james@epilepsyct.com
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