
Chapter Meeting Host Form
Host Name: _________________________________________________
Date: _________________________ Time: ________________________
Facility Name: _______________________________________________
Facility address: ____________________________________________
Conference Room Name: ___________________________________
Parking information: ________________________________________
Speaker
Name: ________________________________________________________
Topic Name: _________________________________________________
Sponsor: _____________________________________________________
WIFI is available: ________Yes ________No
Pre-Approved CE by IAHCSMM: ____Yes ____NO
Pre-Approved CE by CBSPD: ______Yes _____No
Food: ____________________________________________
Please return this form to: President Leslie Kronstedt @ lkronstedt@gmail.com
5 weeks before the date of the chapter meeting.
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