
          Check this box if you want your donation to be _____in memory or ____in honor of someone.
          Print their name clearly on the back of this form and send it in with your donation

       I  WANT TO SHARE THE GIFT OF GOOD HEALTH!
     

  $500         $250        $100        $75       $50       $25        Other $_______       

Name________________________________________________________
Address_______________________________________________________
City____________________________State______Zip__________________
Phone (day)__________________________(eve)______________________
E-mail ________________________________________________________

P L E A S E  M A K E  C H E C K S  P AYA B L E  T O :  M A R I L L A C  C L I N I C ,  I N C .  •  2 3 3 3  N .  6 T H  S T.  •  G R A N D  J U N C T I O N ,  C O  8 1 5 0 1

 I want my donation to help with____Dental    _____Other Clinic Programs          

YES!

YOU CAN ALSO VISIT US
AND DONATE AT

 www.MarillacClinic.org

When you provide us with your E-mail address, you help save the Clinic money.  Thank You

1110 HL

VISA                           MC           

credit card account #                                                   expires

signature

If donating by credit card, please
print information clearly below.


