SCDSN Skills and Experiences Matrix

Name: ___________________________________________

Member Agency: __________________________________

The purpose of this form is to determine the skills and experience provided by each of the candidates for nomination to the Board of Directors. Please fill it out providing a self-rating score and narrative for each Qualification, then sign and return it to the Chair of the Nominating Committee. 

Please provide as much detail as possible
	Qualification
	Narrative
Please provide details 

	Educational Background
	

	Work experience
(positions and length of time in those positions)
	

	Previous SCDSN Board experience
	

	Other Association membership
	Please list: 

	Strategic Planning
	

	Stakeholder Engagement
	

	Public Relations
	

	Financial Risk Management
	

	Political acumen/ Government Relations
	

	Accounting/Financial
	

	Board and Governance Training
	Please list trainings: 





I ________________ wish to be considered for nomination to the Board of Directors of the Specialized Clinical and Developmental Services Network (SCDSN) for the term ______________. 



Signed: _____________________________  	Dated: ________________

