
 
 

Membership Application Form 

The membership fees are based on the bed size of the facility at the following rates: 

 

 

 

 

 

 
Proper Name of Auxiliary _________________________________________________ _______ 
 
Hospital Name:__________________________________________________________________ 
 
Hospital address: ________________________________________________________________ 
 
City: ___________________________Province:  __________________Postal:  ____________ 
 
Bed Size:  ________________________ Type__________________________________________ 
        (Acute, Rehab., etc) 
 
President of Auxiliary: ____________________________________________________________ 
 
Address: _______________________________________________________________________ 
 
City: ___________________________Province:  __________________Postal:  _____________ 
 
Telephone:  (      ) ___________________ Fax:  (      ) ___________________ Email:___________ 
 
Secretary of Auxiliary: _____________________________________________________________ 
 
Address:  ________________________________________________________________________ 
 
City: ___________________________Province:  __________________Postal:  ______________ 
 
Telephone:  (      ) ___________________ Fax:  (      ) ___________________ Email: ___________ 
 

(con’t…2) 
 

 

Hospital Auxiliaries Association of Ontario          FIRST AUXILIARY IN ONTARIO – 1865 
 

 
OFFICE:  ONTARIO HOSPITAL ASSOCIATION, 200 FRONT STREET WEST, SUITE 2800, TORONTO ON  M5V 3L1 

Hospital Auxiliaries Association of Ontario          FIRST AUXILIARY IN ONTARIO – 1865 
 

 
OFFICE:  ONTARIO HOSPITAL ASSOCIATION, 200 FRONT STREET WEST, SUITE 2800, TORONTO ON  M5V 3L1 

Category Bed Size of Facility Fee 

1 Associate members / 0 beds $140 

2 1 – 99 beds $150 

3 100 – 199 beds $300 

4 200 – 399 beds $500 

5 400 – 599 beds $700 

6 600 – 799 beds $800 

7 800 beds and over $900 

 



Membership Application Form … (cont’d from pg. 1) 
 

Treasurer of Auxiliary:  ______________________________________________________________ 
 
Address:  __________________________________________________________________________ 
 
City: ___________________________Province:  __________________Postal:  ________________ 
 
Telephone:  (      ) ___________________ Fax:  (      ) ___________________ Email: _____________ 
 
Date Organization Formed: ____________________________________________________________ 
 
Month of Annual Meeting: ____________________________________________________________ 
 
Total Members:  _______________ Active Members: __________Inactive Members:  ____________ 
 
Student Program:  ___________________________________________________________________ 
 
Membership Fee: __________________________        
 
Does Your Organization have Representation on your Hospital‘s Board Yes  No 
 
Is Your Organization Incorporated   Yes No 
 
Is your Organization a Registered Charity    Yes No 
 
 

Please Complete this form and mail with your payment to:   
HAAO, 200 Front Street, Suite 2800, Toronto, On M5V 3L1 

 
 

 


