


 
 Mentor Program Application  
Please check only one box on each line. � I want to become a Family/Caregiver mentor. � I want to become a 

Peer mentor.  

� I want to have a Family/Caregiver mentor. � I want to have a Peer mentor.  

Note: Mentors are family caregivers who have a loved one with mental illness or they can be 
persons with lived experience (peers) who are in recovery. Mentees are also family caregivers, 
or they can be persons with lived experience who want a mentor.  
All information is confidential and used with professional discretion.  
Date ________________________  
Name____________________________________________________  
Address __________________________________________________  
City and ZIP _______________________________________________  
Phone: Cell ______________________ Cell __________________________  
Email: __________________________________________________________  
Emergency Contact Name: ___________________________ Number___________  
Email______________________________________________________  
(For example: parent, grandparent, spouse, sibling, cousin, etc.)  

1. What is your relationship to the person with mental illness? ____________________ (For example: self, 

parent, grandparent, spouse, sibling, cousin, etc.)  

2. Are you involved with their care, do you interact with them regularly, or are you active in your 

recovery/self-care? Yes � No �  

3. How old is the person with mental illness? ________________________________  

4. What is the diagnosis*? ________________________________________________ (Bipolar Disorder, 

Schizoaffective Disorder, Schizophrenia, Major/Clinical Depression, PTSD, or OCD.) If other, please explain. 

_________________________________________________________________  

  
NAMI will make every effort to match mentors with mentees whose loved ones have the same diagnosis.  

5. How long have you or your loved one had symptoms? __________________  
6. How far are you willing to travel (round trip) to meet with your assigned mentor or mentee? Can only ride 
Cota Handicap bus w/someone, at time, when illness allow Please check one: 10 miles__ 20 miles__ More 
than 20 miles__ It makes no difference___  
7. How did you hear about the Mentor Program? ____________________ 

8. Why do you want to become a mentor? 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
9. Describe the experience, skills, or qualities that would make you a good candidate for mentoring in this 
program. 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
10. Why are you requesting a mentor? 
______________________________________________________________________________________
________________________________________________Mentors and Mentees: I understand that 
neither the NAMI Franklin County Mentor program nor any federal, state, local housing, health, medical, 
mental health, or community organization shall be liable in any way for any intentional or criminal action on 
the part of any mentor in the NAMI Franklin County Mentor Program and each of their officers, steering 
committee, directors, employees, agents and successors in interest from any such liability to a mentee which 
may arise by way of such intention or criminal action on the part of any mentor/mentee/peer in the Mentor 
Program.  I acknowledge and agree that I am not obligated, if called upon, to perform the volunteer services 
herein applied for, and that NAMI Franklin County is not obligated to assign or seek to assign me to a Mentor 
Program mentor/mentee. I understand that if approved, I agree to fulfill the commitment to the program.  
 
 
Signature _________________________________________ Date ______________________ 
 
 
Please return the application to Regina Hillman at NAMI Franklin County, 1225 Dublin Road, Suite 
050, Columbus, OH 43215. FAX to 614-501-6267 or email to regina@namifc.org. 


