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Name 
 
Accepted 
 

 
Alumnae Association of 

Hartford Hospital School of Nursing 
 
 

APPLICATION FORM FOR 
REINSTATEMENT OF MEMBERSHIP 

 
        Date:___________________ 
Name: 
Last ____________________Maiden__________________First____________________ 
   
Address_________________________________________________________________ 
 
 
E-mail Address___________________________________________________________ 
 
Date of Graduation __________________________  CT. Reg. No. _________________ 
 
 
I wish to apply for reinstatement of membership and enclose the yearly fee of $30.00. 
 
      Signed:_____________________________ 
 
Application form is to be filled out and returned with fee to: 
 

Membership Committee 
Alumnae Association of the H.H.S.N., Inc. 

 560 Hudson Street 
Hartford, CT 06106 

 
Checks may be made payable to Alumnae Association of the Hartford Hospital School of 

Nursing, Inc. 


