
 

RECOMMENDATION BY THE STATE. REGISTRATION # CH42034

GIFT AMOUNT

 Enclosed is my GIFT of :
 $50  $100  $250
 $500  $1,000  Other
 I am making a PLEDGE of :

$________________________________________ PER YEAR
to be given in equal

 MONTHLY   QUARTERLY   ANNUAL installments
for    1    2    3    5 YEARS    OTHER  

Comments:  ___________________________________________
____________________________________________________

Please make check payable to:

(727) 222-4616

Please charge my donation to my:

VISA  MasterCard  AMEX  Discover

Account Number:  _____________________________________
Exp. Date:                                               Security Code:  ___________
Signature:  ___________________________________________

I would like information on volunteer opportunities.

DONOR INFORMATION ■ Please change your records as indicated below:

We will send an acknowledgment to:

Name _______________________________________________
Address _____________________________________________
City __________________ State _______  Zip ______________

(Amount of gift will be kept confidential)

Name _______________________________________________
Address _____________________________________________
City ________________________________________________
State ___________________________ Zip ________________ 

Home Phone (     ) _____________________________________
Work Phone (     ) _____________________________________
Fax (     ) _____________________________________________
E-Mail  _____________________________________________

In memory of ______________________________________

In honor of ________________________________________

Birthday Anniversary Other ______________

HONOR MEMORIAL/SPECIAL GIFT INFORMATION
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RECOMMENDATION BY THE STATE. REGISTRATION # CH42034

GIFT AMOUNT

 Enclosed is my GIFT of:
 $50  $100  $250
 $500  $1,000  Other__________
 I am making a PLEDGE of:

$________________________________________ PER YEAR
to be given in equal

 MONTHLY  QUARTERLY  ANNUAL installments
for    1    2    3    5 YEARS    OTHER  
Comments:  ___________________________________________
____________________________________________________

Please make check payable to:

727-304-1547

Please charge my donation to my:

VISA MasterCard  AMEX Discover

Account Number: _____________________________________
Exp. Date:                                               Security Code:  ___________
Signature: ___________________________________________

I would like information on volunteer opportunities.

DONOR INFORMATION ■ Please change your records as indicated below :

We will send an acknowledgment to:
Name  _______________________________________________

Address  _____________________________________________
City  __________________ State  _______  Zip  ______________

(Amount of gift will be kept confidential)

Name  _______________________________________________
Address  _____________________________________________
City  ________________________________________________
State  ___________________________ Zip  

Home Phone (         )  _____________________________________
Work Phone  (         ) _____________________________________
Fax (     )  _____________________________________________
E-Mail  _____________________________________________

In honor of  ______________________________________

In memory of ________________________________________

Birthday  Anniversary  Other  ______________

HONOR - MEMORIAL/SPECIAL GIFT INFORMATION
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I would like to pay the 2% credit card convenience fee. 
I would like information on leaving a legacy gift.

Thank Y�!

Yes!  I am pleased to help The Dysaut��ia Pr�ect!
THE DYSAUTONOMIA PROJECT


