d
Vondation de I'Hopital de Lachine
Lachine Hospital Foundation

DONATION FORM
Thank you for supporting the Lachine Hospital Foundation
Donor contact
] Mr. O Mrs. 0 Ms.
Last name: First name:
Company name:
Address: City:
Province: Postal code:
Phone: E-mail:
Language of correspondence: ~ [J French [ English
Payment
Amount: 14§25 0§50 0875 [ $100 Other: $
(] Cash [J Credit card
O] Cheque (] Visa [J MasterCard
Made to 'the orde'r of Card number-
the Lachine Hospital
Foundation Expiry date: CVV code:

Name of the card holder:

Signature:

650 16th Avenue, Lachine, QCH8S 3N5  Tel: 514-637-2351x77333
www.fondationhopitallachine.com E-mail: fondation.chl@muhc.mcgill.ca

An official reciept will be issued for tax purposes for all donations of $20 and over upon receipt of your donation.

Registration number: 119001477RR001
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