WAYNE MEMORIAL HOSPITAL AUXILIARY

MEMBERSHIP FORM

We welcome any person 21 years of age or older to join us.

(Please Print)
NAME:_________________________________________________PHONE:________________________

ADDRESS:___________________________________________CITY:_________________STATE:_____
EMAIL:_____________________________________FAX:_______________________________________

OCCUPATION (CURRENT OR PREVIOUS)___________________________________________________

COMMUNITY MEMBERSHIPS/VOLUNTEER EXPERIENCE/ PROFESSIONAL ORGANIZATIONS:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SKILLS/HOBBIES/CRAFTS/SPECIAL INTERESTS:______________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Auxilians work on several projects each year.  Please check those you would be interested in helping with.
____Jewelry Sale



____Christmas Cookie Sale
____Uniform Sale



____The Other Shop




____Book Sale                            

____The Other Shop 2

____Raffles & Chances



____Every Penny Counts
____Attic Treasures



____Telephone Committee

____Gift Box




____Meeting Hostess

____Holiday Lovelites



____Special Gift Box Lobby Sales

____Charity Ball



____Craft Projects 

For more information about any of these projects, please contact:

Kathie Carlson 570-226-8115
Diane Popovich 570-253-0166
Dues: $5.00 annually (Payable from September 1 through December 31.  (Members in arrears two years will be automatically dropped from the Auxiliary membership.)

DATE: _____________
APPLICANT SIGNATURE: ________________________________________

Please send completed form along with dues (make check payable to Wayne Memorial Hospital Auxiliary).  Please enclose a self addressed stamped envelope to receive your Auxiliary Directory.
To: Kathie Carlson
      33 Tennis Club Circle

      Lakeville, PA 18438

4/25 MA
