
 
 

KHHRA Professional of the Year 
Nomination Form 

Due by June 1st 

 
 
 
NOMINEE INFORMATION 
 
Full Name 
___________________________________________________________________ 
 
Title 
___________________________________________________________________ 
 
Organization 
___________________________________________________________________ 
 
COMPENTENCIES 
HR Leaders must constantly evolve due to the needs of their hospital.  Share an 
example of how your nominee has evolved to meet your needs. 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
HR Leaders know that people are the heart of your organization.  Share with us 
when the nominee went above and beyond for your employees. 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 



HR Leaders extend beyond their professional roles and are steward of your 
organization.  Personal credibility is a must.  Share with us why the nominee is a 
good steward of your organization. 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
Please provide any additional information that you would like to share about your 
nominee. 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
 
 

NOMINATOR INFORMATION 
 
Full Name 
___________________________________________________________________ 
 
Title 
___________________________________________________________________ 
 
Organization 
___________________________________________________________________ 
 
 
 
SUBMIT NOMINATIONS TO:  Attn:  KHHRA Awards Committee  
      Kansas Hospital Association 
      215 SE 8th Avenue 
      Topeka, KS  66603-3906 


