
‌ 
‌ 

Networking‌ ‌Partner‌ ‌Form‌ ‌ 
‌ 
‌ 

Organization‌ ‌Name:‌ ‌____________________________________________________________‌ ‌ 
‌ 

Contact‌ ‌Person‌ ‌&‌ ‌Position:‌ ‌______________________________________________________‌ ‌ 

‌ 
Contact‌ ‌Number:‌ ‌______________________________________________________________‌ ‌ 
‌ 

Organization‌ ‌Representative‌ ‌&‌ ‌Number‌ ‌(if‌ ‌different‌ ‌than‌ ‌contact):‌‌ ‌  
‌ 

___________________________________________________________________________‌ ‌ 
‌ 

Will‌ ‌you‌ ‌be‌ ‌bringing‌ ‌information‌ ‌to‌ ‌give‌ ‌out?‌ ‌If‌ ‌yes,‌ ‌what‌ ‌type?‌     ‌__‌ ‌Yes‌                  ‌__‌ ‌No‌‌ ‌  
‌ 

____________________________________________________________________________‌ ‌ 

‌ 
‌ 
‌ 

Please‌ ‌return‌ ‌to‌ ‌Hope‌ ‌by‌ ‌‌June‌ ‌20‌ ‌ 
‌ 

Hope‌ ‌Pregnancy‌ ‌Care‌ ‌Center‌ 
167‌ ‌E‌ ‌Main‌ ‌Street‌ ‌ 

Phone:‌ ‌606.784.2488‌ ‌ 
Fax:‌ ‌606.784.2310‌ ‌ 


