WALL OF HEROES NOMINATION FORM

VA Puget Sound Health Care System (VAPSHCS)
VETERAN PROFILE

Please complete the following information about the veteran being nominated for the VAPSHCS “Wall of Heroes”

Veteran’s Name:  _____________________________________________

Branch of Military Service: _____________________________________

Dates of Military Service: ______________________________________

Where did veteran serve? ________________________________________

Did veteran see combat?  _________________________________________

Please list the awards and citations the veteran received which are noteworthy:

____________________________________
_______________________________

____________________________________
_______________________________

____________________________________
_______________________________

____________________________________
_______________________________

Is veteran living?  
Yes

No

If the veteran has died, please indicate the date of death:  _________________

If the veteran died while in the military, was death battle-related?  Yes   No
THIS FORM WAS PREPARED BY:_______________________________________

ADDRESS:_________________________________________________________

CITY:__________________________________________ 
STATE: _________________  

ZIP CODE:  _________________________   TELEPHONE :__(_____)________________________
