VAVS
REPRESENTATIVE / DEPUTY REPRESENTATIVE

NOMINATION FORM

(Return to VAVS National Representative)

Representative:
First Name ______________________________ M.I. _____ Last Name __________________________________________________________

Membership Number ___________________________________________________________________________________________________

Street Address ____________________________________________ City ________________________________ State _______ Zip ________

Day Phone (      ) ______________ Evening Phone (     ) ______________ Cell (     ) __________________ Email _________________________

Assembly/Council Name & Number _______________________________________________________________________________________

Date Certified _________________________ Name of Hospital where Certified_____________________________________________________

Deputy Representative:
First Name ______________________________ M.I. _____ Last Name __________________________________________________________

Membership Number ___________________________________________________________________________________________________

Street Address ____________________________________________ City ________________________________ State _______ Zip ________

Day Phone (      ) ______________ Evening Phone (     ) ______________ Cell (     ) __________________ Email _________________________

Assembly/Council Name & Number _______________________________________________________________________________________

Date Certified _________________________ Name of Hospital where Certified_____________________________________________________

