HOSPITAL / VAVS

(Must be mailed after a project is completed)

	DEPARTMENT AMBASSADOR:

Tina Stoddard
1501 Demeure Pl.

Anchorage, AK 99508

tinastoddardworks@yahoo.com
	Final report must be received by APRIL 15, 2016
DATE RECEIVED:

Dept. Chairman use ONLY

(July 2015 ~ June 2016)


1. Auxiliary members volunteering in VA Medical Centers, community living centers, Outpatient Clinics, Community, or other Hospitals. 

a. Number of Volunteers: ________________  Number of Hours: ___________________

2.  Number of new volunteers recruited:




Adults: __________  Youth: ___________
3.  Number of Auxiliaries sponsoring/conducting an event or activity in a medical facility
Number of Auxiliaries ______________Number of Volunteers: ___________ Number of Hours: ____________  
4.
Total amount you spent on all Hospital projects 
Amount/Value: $____________
5.  Number of applicants submitted to Department for judging for the Outstanding Hospital Volunteer: ___________
a. No. of Volunteers: __________  No. of Hours: _________  Amount/Value: __________

6.  Did your auxiliary promote Military Suicide Awareness?

YES _________  NO ___________
7.  Did your auxiliary recognize volunteers throughout the year? 
         YES _________  NO ___________

8.  Did your auxiliary use publicity and /or media to recruit volunteers and involve the community? .________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Reporting for month of: ______________________________________  Year: ______________ 

Signed: ________________________________    Signed: ________________________________

                     Chairman                        Date:                                     President                      Date:

Ladies Auxiliary Name: __________________________________  Post Number: ___________

Address: _____________________________________________________________________

City:  ___________________________________  State: _________  Zip: _________________  

* * *  You are allowed to e-mail your report(s) to the Department Chairman! Make additional photocopies to provide a copy to your Auxiliary President and Auxiliary’s Chairman’s Records. If you have made a donation to Department towards the Hospital and/or VAVS Fund, please include a photocopy of your check with your report.  
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