. Fondation du Centre
» régional de santé ,

de North Bay | a ?V@

North Bay
Regional Health
Centre Foundation

Name: RE ID:
Address:

City: Province: Postal Code:
Phone: E-Mail:

I/'we wish to join the iGive Monthly Club with a donation of:

O0%10 0O%20 O%$25 [CI1$30 [I1$50 [$83.33 [OOther Amount
($1 a day) ($1,000 per yr) (specify)

[ 1 wish to give through payroll deduction

-or-

[J Please debit my bank account (attach void cheque) (Pre Authorized Debits processed on 15 day of each month.)

| may revoke my authorization at any time, subject to providing notice 10 days before the processing date — 15t of the month. To obtain a sample cancellation form, or for more
information on my right to cancel a PAD Agreement, | may contact my financial institution or visit www.cdnpay.ca.

I have certain recourse rights if any debit does not comply with this agreement. For example, | have the right to receive reimbursement for any debit that is not authorized or is not
consistent with this PAD Agreement. To obtain more information on my recourse rights, | may contact my financial institution or visit www.cdnpay.ca.

-0r-

[ Please debit my Credit Card (Credit cards processed the first week of the month.)

O Visa O MasterCard

Credit Card No. Expiry Date /
Please designate my giftto: O the Greatest Need Fund QOther

Date Signature

CONSENT

Testimonials

O I consent to being added to the Foundation’s list of potential testimonials

OR

QO  I'wish my name to remain anonymous. (You will not be added to the testimonial list).

Donor List

O Asaninspiration to others, | agree to allow my name to be added to the Foundation donor list and donor wall.
OR

QO  I'wish my name to remain anonymous. (Your name will not be added to any donor list).
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