ARKANSAS HOSPITAL AUXILIARY ASSOCIATION
HOSPITAL/AUXILIARY NAME CHANGE

In the event of a name change for your hospital or auxiliary, please fill out this form, sign and return it to your District Chair, AHAA Vice President, and AHAA Handbook Chair.

NAME CHANGED

FROM:________________________________________________________

                        (Hospital/Auxiliary Name)
TO:___________________________________________________________

                 (Hospital/Auxiliary Name as you want it to appear in the AHAA Handbook)
ADDRESS:__________________________________________

                  __________________________________________

_____________________________________________
Auxiliary President’s Signature                                               Date
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