FORM TWO (2)

PRESIDENT’S/REPRESENTATIVE’S ORAL/WRITTEN REPORT

FOR DISTRICT MEETING

	IMPORTANT:   If your healthcare group cannot attend the meeting to orally present this report, please mail this written report to the District Meeting Coordinator two weeks prior to the meeting date.  

After presenting your oral report, be sure to leave a copy with the District Meeting Coordinator or TAHV First Vice President.  Go to the TAHV Website(www.tahv.org) for addresses.
This report is important to TAHV in gathering statistical information.  


DISTRICT MEETING: _________ MEETING DATE: ______________

CITY: __________________ HOSTED BY: ________________________

YOUR HEALTHCARE FACILITY NAME: _______________________

_____________________________________________________________

HEALTHCARE FACILITY ADDRESS: __________________________
_____________________________________________________________

CITY: ____________________ TELEPHONE NO.:_________________

E-MAIL: _____________________________FAX:___________________
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FORM TWO (2) – continued
ORAL/WRITTEN REPORT

	IMPORTANT:

Oral report limited to only TWO MINUTES




YOUR NAME AND TITLE: ________________________________

NAME OF HEALTHCARE GROUP: __________________________

NOTE:  RECOGNIZE THOSE ATTENDING FROM YOUR      HEALTHCARE FACILITY BY ASKING THEM TO STAND AS A GROUP, NOT BY INDIVIDUAL NAMES.

I.
Number of Beds: ___________________

(For the following, use numbers based on a 12-month period.)
II.
Total number of Senior Volunteers:_________________________

Total number of Senior Volunteers hours worked: ____________

Total number of Junior Volunteers:_________________________

Total number of Junior Volunteers hours worked: ____________


Total number of Scholarships given: ________________________


Total dollar amount of Scholarships: ________________________
      2
FORM TWO (2) – continued
ORAL/WRITTEN REPORT 

           Name of Healthcare Group:








Amount of Cash Gifts to Healthcare Facility:_________________

Amount of Non-Cash Gifts (equipment, etc.) given


to Healthcare Facility: ____________________________________

III.
New In-Healthcare Facility Service: 

Community Outreach Services: 

IV.
Unique or Creative Fund-Raising Ideas:
--------------------------------------------------------------------------------------------
FOLLOWING FOR TAHV INFORMATIONAL PURPOSES:
A.
What do see as the greatest need of your volunteer organization:

B.
How can TAHV assist your volunteer organization:
C.
Would you be interested in having TAHV conduct a 
Traveling Topics program for your volunteers?
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FORM TWO (2) – continued

ORAL/WRITTEN REPORT

NAME OF HEALTHCARE GROUP:





 
NAME OF PRESIDENT:







 







          
ADDRESS: ___________________________________________________

                    ___________________________________________________

TELEPHONE: _____________________ FAX: _____________________
E-MAIL: _____________________________________________________

NAME OF TREASURER: ______________________________________

ADDRESS: ___________________________________________________

TELEPHONE:_____________________ FAX: ____________________

E-MAIL: _____________________________________________________

NAME OF DIRECTOR OF VOLUNTEER SERVICES/

VOLUNTEER COORDINATOR: 
_____________________________________________________________

ADDRESS: ___________________________________________________


                     ___________________________________________________

TELEPHONE: _______________________FAX: ___________________

E-MAIL: _____________________________________________________
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