HOSPITAL FOUNDATION OF CRAWFORD COUNTY

Donation Form

GIFT AMOUNT

[[s25 [dss0 [1s100 [Js250 [1$500 [Jother
DONOR INFORMATION

[] click here if you wish to remain anonymous

First Name | Last Name |

Street Address |

City | State | Zip Code
Phone Number E-Mail |

Is this a memorial gift? () Yes O No

Name of person gift is in memory of |

Is this gift in honor of someone? O Yes O No

Name of person gift is in honor of |

The Hospital Foundation will notify the honor gift recipient, or next of kin for a memorial gift. The
Foundation will only provide gift notification and will not specify the amount of the gift.

[CJplease notify (Honor gift recipient or next of kin for memorial gift)

First Name | Last Name |
Street Address |

City | State | Zip Code
Phone

Please designate my gift for

O Unrestricted - use for greatest need O Endowment O Recruitment & Retention Program

O other|
Checks should be made payable to “Hospital Foundation of Crawford County.”
Please print this form and mail, along with check, to:

Hospital Foundation of Crawford County, 2020 1st Ave S, Denison IA 51442
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