
 

 

 

 

 

 

 

NYS Developmental Disabilities Planning Council 
99 Washington Avenue 
Suite 1230 
Albany,  New York  12210 



FULL NAME 

STREET ADDRESS CITY, STATE, ZIP CODE 

OCCUPATION (Please attach resume, if appropriate) 

ACTIVE PROFESSIONAL & SOCIAL AFFILLIATIONS 

AS A MEMBER OF THE DDPC, I COULD OFFER: 

The DD Act states, “Not less than 60% of the membership of each council shall consist of individuals who are:  Individuals with 
developmental disabilities, parents or guardians of children with developmental disabilities; or immediate relatives or guardians 
of adults with mentally impairing developmental disabilities who cannot advocate for themselves; and (are) not employees of a 
state agency that receives funds or provides services under (the DD Act); and who are not managing employees of any other 
entity that receives funds or provides services under (the DD Act).”  

PLEASE EXPLAIN THE CHARACTERISTICS AND SITUATION WHICH QUALIFIES YOU FOR COUNCIL MEMBERSHIP: 

Signature Date 

By signing this document, I indicate my interest in serving as a member of the New York State Developmental Disabilities Planning 
Council. I understand this is a voluntary interest survey, and I am aware that Council Members are appointed and serve a term  
selected by the Governor. 

PHONE EMAIL 
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