=3 Washington Regional

Medical Foundation
General Donation Form

Donor Information

Name: (check all that apply) o Dr. o Mr. 0 Ms. O Mrs.

Organization:
Address:
City: State: Zip Code:
Phone: 0 Home o0 Work © Mobile Number:__ ( ) -
Email:
Gift Information
(Use next page for Gift-in-Kind Information)

For: 0O Area of Greatest Need 0 Cancer Support Home o Faith in Action o Cardiology Services

o Stroke & Neurology Services 0 Neonatal Intensive Care Unit 0 Hospice & Palliative Care

o Other:

Gift Type: o0 Cash o Check 0 Credit Card O Pledge Amount:

Credit Card Holder’s Name:

Credit Card Type: o Visa o Master Card o Discover 0 American Express

Credit Card Number: Expiration Date:

Pledge Installment Schedule: 0 Monthly o Quarterly o Annually o Other

Pledge Installment Amount: $ Start Date: End Date:

Memorial & Tribute Information

0 In Memory Of o In Honor Of

Please Send Acknowledgement of My Gift To:

Name:

Address:

City: State: Zip Code:

PO Box 356 ~ Fayetteville, Arkansas 72702 ~ 479-463-4483
Federal Tax ID: 71-0664685



=3 Washington Regional

Medical Foundation
Grateful Patient

By a Grateful o Patient o Family in honor of:

Grateful Patient Note:

Gift-In-Kind Information

In-Kind Donation Purpose:

Donor Value':

Donated Items & Quantity:

! Washington Regional Medical Foundation does not assign the value of in-kind donations.
PO Box 356 ~ Fayetteville, Arkansas 72702 ~ 479-463-4483
Federal Tax ID: 71-0664685
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