
St. John West Shore Hospital Auxiliary Membership Form 

  

 

 

Name:  ____________________________________________________ 

Address: ___________________________________________________ 

City: _______________________________________________________ 

State: ________________________________         Zip: ______________ 

Home Phone: __________________________ 

Business Phone: ________________________ 

  

 

 

 

 

Send completed enrollment form along with check to:  

  

St. John West Shore Hospital 
Attn: Gift Shop/Auxiliary Membership 

29000 Center Ridge Road 

Westlake, Ohio 44145 
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