	 CRITICAL INCIDENT PEER SUPPORT PERSON APPLICATION

	
	NOTE:  THIS APPLICATION CONSISTS OF THREE PARTS.  ALL FORMS MUST BE SIGNED AND SUBMITTED AS ONE PACKAGE:      
     1.  CRITICAL INCIDENT PEER SUPPORT PERSON APPLICATION
     2.  STATEMENT OF UNDERSTANDING
     3.  SUPERVISOR AND COMMANDER STATEMENT OF UNDERSTANDING
	

	IN COMPLIANCE WITH THE PRIVACY ACT OF 1974, THE FOLLOWING INFORMATION IS PROVIDED:  DISCLOSURE IS VOLUNTARY.  THE PURPOSE FOR COLLECTING DATA IS TO DETERMINE BACKGROUND INFORMATION RELEVANT TO THE PEER SUPPORT PERSON ROLE.  FAILURE TO FURNISH DATA WILL  RESULT IN EXCLUSION FROM CANDIDACY.

	

	NAME:
	
	UNIT:
	

	MAILING ADDRESS:
	
	RANK:
	
	PCS DATE:
	

	
	
	COMMANDING OFFICER NAME & PHONE NUMBER: 
	

	DUTY TITLE & BRIEF JOB DESCRIPTION:
	

	HOME PHONE:
	
	CELL PHONE:
	
	DUTY PHONE:
	

	PLEASE PROVIDE ANSWERS TO EACH OF THE QUESTIONS BELOW.  IF YOU NEED MORE SPACE, PLEASE ATTACH A SEPARATE SHEET TO THIS APPLICATION.  THE EMPLOYEE ASSISTANCE PROGRAM COORDINATOR WILL DISCUSS YOUR ANSWERS WITH YOU IN PRIVATE.  YOUR ANSWERS WILL NOT BE SHARED WITH AN OUTSIDE AGENCY WITHOUT YOUR PRIOR KNOWLEDGE.

	1.  DESCRIBE WHAT MOTIVATES YOU TO VOLUNTEER AS A PEER SUPPORT PERSON?

	

	2.  WHAT SKILLS, EDUCATION OR LIFE EXPERIENCE DO YOU HAVE THAT WOULD HELP YOU SERVE EFFECTIVELY AS A PEER SUPPORT PERSON?

	

	3.  IN WHAT WAYS WOULD YOU BENEFIT PERSONALLY FROM YOUR TRAINING AND SERVICE AS A PEER SUPPORT PERSON?

	







	4.  BASED ON YOUR CURRENT UNDERSTANDING OF THE RESPONSIBILITIES OF A PEER SUPPORT PERSON, WHAT ASPECTS OF THIS ROLE DO YOU THINK COULD BE DIFFICULT OR CHALLENGING FOR YOU?

	

	[bookmark: Check1][bookmark: Check2]5.  ARE YOU WILLING AND ABLE TO COMMIT TO THE TRAINING AND TIME THAT IS REQUIRED TO ASSIST PERSONS THAT HAVE BEEN INVOLVED IN OR AFFECTED BY A CRITICAL INCIDENT?  |_| YES       |_| NO



	6.  WHAT OTHER VOLUNTEER ACTIVITIES ARE YOU CURRENTLY INVOLVED IN?

	

	7.  HAVE YOU SUFFERED A MAJOR LOSS WITHIN THE PRECEDING 12 MONTHS OR DO YOU HAVE ANY CURRENT SIGNIFICANT STRESSORS IN YOUR WORK OR PERSONAL LIFE? 
  |_| YES        |_| NO
IF YES, HOW DO YOU MANAGE THAT STRESS?

	






	8.  HAVE YOU OR ANYONE CLOSE TO YOU EXPERIENCED A SIGNIFICANT PERSONAL TRAUMA?
  |_| YES        |_| NO
IF YES, PLEASE PROVIDE A BRIEF DESCRIPTION.  (NOTE:  A GREAT MANY PEERS, ADVOCATES OR CAREGIVERS HAVE BEEN MADE STRONGER IN THEIR SERVICE TO OTHERS BY THE CARE THEY THEMSELVES HAVE RECEIVED, INCLUDING CARE FROM MENTAL HEALTH PROFESSIONALS.  THIS PROGRAM AFFIRMS THE WORK OF MENTAL HEALTH PROFESSIONALS, WHO HAVE HELPED MANY INDIVIDUALS TO EXPERIENCE GROWTH AND HEALING.  A RESPONSE TO THIS QUESTION IS REQUESTED IN ORDER THAT THE EMPLOYEE ASSISTANCE PROGRAM COORDINATOR WHO WILL SUPERVISE AND ASSIGN PEER SUPPORT PERSONS CAN MOST EFFECTIVELY MATCH PEERS TO INCIDENTS.)

	







	9.  DO YOU HAVE AT LEAST 2 YEARS REMAINING AT YOUR CURRENT UNIT?  



	10. HAVE YOU BEEN RECOMMENDED BY YOUR COMMANDING OFFICER TO BE A PEER SUPPORT PERSON? 

	11.  PLEASE PROVIDE TWO REFERENCES WHO ARE NOT FAMILY MEMBERS WHO HAVE KNOWN YOU FOR MORE THAN 2 YEARS AND CAN ATTEST TO YOUR CHARACTER:

	NAME:
	
	NAME:
	

	STREET:
	
	STREET:
	

	CITY STATE ZIP:
	
	CITY STATE ZIP:
	

	RELATIONSHIP:
	
	RELATIONSHIP:
	

	HOME PHONE:
	
	HOME PHONE:
	

	WORK PHONE:
	
	WORK PHONE:
	

	

	THE INFORMATION I HAVE PROVIDED IN THIS APPLICATION IS TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE.  I AGREE TO SERVE AS A PEER SUPPORT PERSON AND TO FUNCTION WITHIN THE BOUNDARIES OF COAST GUARD POLICY AND ASSIGNED RESPONSIBILITIES. I GIVE PERMISSION FOR THE EMPLOYEE ASSISTANCE PROGRAM COORDINATOR TO CALL MY REFERENCES, AND IF NECESSARY, TO CONSULT WITH MY SUPERVISOR REGARDING MY ABILITY TO PERFORM THESE RESPONSIBILITIES.

	SIGNATURE:
	DATE:
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