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Mentorship/Protégé Program Application

Name:  ________________________________   Current Job Title: ____________________________________________________

Organization Name:  _____________________________________   Work Phone Number: _______________________
E-Mail Address:  _________________________________________
How many years of healthcare experience do you have? 

 FORMCHECKBOX 
    Under 2 years                     FORMCHECKBOX 
 2 to 10 years                            FORMCHECKBOX 
11 to 20 years  
          FORMCHECKBOX 
More than 20 years 
What area do you currently work in?  ______________________________________________________________________
How long have you been in your current area of expertise? 
 FORMCHECKBOX 
    Under 2 years                     FORMCHECKBOX 
  2 to 10 years                           FORMCHECKBOX 
11 to 20 years                        FORMCHECKBOX 
More than 20 years

Why do you feel you would be a good candidate for the program?  ______________________________________________
___________________________________________________________________________________________________

Please list the goals you would like to accomplish by being a part of the Mentoring Program:  _________________________

___________________________________________________________________________________________________
Describe your business strengths or areas of expertise? ______________________________________________________
___________________________________________________________________________________________________
Do you prefer to be matched with a:  Male     FORMCHECKBOX 
Female   FORMCHECKBOX 
 No Preference
Do you prefer to be matched with a mentor who is the same:  [     ] Sex    [     ] Race/Ethnicity     [     ] LGBTQ
 [    ]   Age      [     ]   Geography (urban/rural/frontier]     [    ] No preference

Please include any comments that will help us with your match:  ________________________________________________

___________________________________________________________________________________________________

Do you have a preference regarding your mentor's organization?         FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If "Yes," please explain: ________________________________________________________________________________
____________________________________________________________________________________________________

Other areas of interest   _________________________________________________________________________________
____________________________________________________________________________________________________
Please indicate any other specific objective (s) you would want to gain from the mentoring relationship.
 FORMCHECKBOX 
Clarifying your professional goals

 FORMCHECKBOX 
Develop skills that lead to your professional growth, development, and success

 FORMCHECKBOX 
Develop relationships through networking
 FORMCHECKBOX 
Work together to define a plan to accomplish your career goals

 FORMCHECKBOX 
Improve your job effectiveness
 FORMCHECKBOX 
Pass the Board of Governor’s Exam
Other objectives you have for participating in the program.  
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Note: Application to be approved by Mentorship Committee and/or Board designee: 
*Signature of applicant indicates the following:

· Applicant  is in good standing with NMHE/ACHE
_________________________


Signature of Applicant



___________________________________
Date
Please return to:

Mentorship Program Leads:
Ron Aldrich, MBA, LFACHE:  Limberpine@aol.com  (505) 699-6660
Melissa Cole, BSN, MSW, FACHE:  MelissaColeConsulting@gmail.com (505) 400-1681
*Note: Adapted from UNM/HSC’s Mentor/Mentee Contract
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