ARKANSAS HOSPITAL AUXILIARY ASSOCIATION

2026 ANNUAL SURVEY

To:  Auxiliary Presidents

Complete and send a copy, NO LATER THAN May 20, to your District Chair. EMAIL A COPY TO the Handbook Chair, Charlotte Jackson charlotte.jackson33@gmail.com, NO LATER THAN May 20..
	Auxiliary Name:  
	District:  

	Hospital Name and Complete Address:                                      
NUMBER OF BEDS





	Name of DVS and/or Volunteer Coordinator: 

Member of ASDVS:     Yes   ☐          No   ☐          

	Office Phone Number: 
	Fax Number: 

	E-mail Address: 


**USE INFORMATION FROM May 1, 2025 to April 30, 2026 FOR THE FOLLOWING:
	ACTIVE AUXILIARY MEMBERS
	OTHER VOLUNTEERS
	AUXILIARY HOURS
	OTHER VOLUNTEER HOURS

	Adults: 
	Adults: 
	Adults: 
	Adults: 

	Teens: 
	Teens: 
	Teens: 
	Teens: 

	                                            TOTAL AUXILIARY HOURS:     
TOTAL OTHER __________
***Number of adult auxiliary members is used by the District Treasurer to bill for District Dues***


TOTAL
ALL

HOURS

----------

	Total Dollar Amount of DONATIONS: (Include, but do not list, donations to hospital, annual events, scholarships, etc.)
                                             $_______________________


	Please check the state projects in which your auxiliary participates:
Alzheimer’s   ☐          HELP     ☐          Look Before You Lock     ☐        Scholarships     ☐ 
                                                                                                                  Food Insecurity ☐            Stroke Awareness ☐


	Name of Incoming President: 

	COMPLETE Home mailing address: 
E-mail address: 

	Home Phone Number:


	Cell Phone Number:



	Signature of President:                                                                                             DATE:
 

	Signature of Preparer if NOT by President:                                                           DATE:



2026









