Panelist Profile

RTS North Dakota Council on the Arts
Nort Daora Councr. ox i Arrs 1600 E. Century Ave., Suite 6 Bismarck North Dakota 58503

Name: Mr./Ms./Dr.

Organization: Address (evening):

Position: City/State/Zip:

Address (day): Telephone:

City/State/Zip: E-mail:

Telephone: Fax:

Ethnicity: [] African American [1 Asian [] Caucasian [] Hispanic
(optional) ] Native American [ Pacific Islander [ other

PLEASE LIST ALL VOLUNTEER ACTIVITIES AND ATTATCH TO RESUME

Civic/Community Activities (e.g., board or volunteer service, etc.)

Check the area (s) of discipline (s) that you have experience in:

] Arts Administration [ Arts Presenting [0 community Based Arts [] Dance [0 Design Arts
CIFilm/Media Folk Art [ Folk Arts O Interdisciplinary Arts [ Literatue O Museum
LI Music [ Opera-Musical L Theater L] Visual Arts

Category - Select the category (s) with which you have had primary and other arts experience:

[] Arts/Cultural Organization [] Funding Organization
[] Artist [C] Education (organization, school association)
[[] Media/Journalism [] Museums/Galleries/Spaces
[] Publishing [ Other
Your name: (if not the nominee) Date:

Daytime phone:

CHECK ONE: I am willing to serve. | understand the responsibilities of a panelist and the time
commitment.

I have spoken with the nominee. He/she understands the responsibilities of a panelist
and the time commitment and is willing to serve, if selected.

Please return this form along with your resume to:
North Dakota Council on the Arts 1600 E. Century Ave., Suite 6 Bismarck, ND 58503 OR fax to: 701-328-7595

www.discovernd.com/arts
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