Thank you for supporting Cincinnati Children’s!

O Single Gift Amount U Monthly Gift
Amount
(Charged to your credit card on the 157 day of each month.)

Your Name

Address

City, State, Zip

Daytime Phone Email
(We will not share your personal information with any other party.)

I am making my gift by:

Q  Check (payabie to Cincinnati Children’s Hospital Medical Center)
U Visa Account Number

O MasterCard

U Discover Expiration Date

O American Express

Authorized Signature

Please use my gift:
O Where it is needed most

U Other (please specify)

This contribution is:
O A general donation

U In memoty of

U In honor of

Please send notification of my contribution tO: (i amount is mentioned)

Name

Address

City, State, Zip

Please send your completed form to:
Cincinnati Children’s Hospital Medical Center

P.O. Box 5202

Cincinnati, OH 45201-5202

For more information, call 513-636-4561 or 1-800-344-2462 ext. 6-45061.

& Cincinnati
Children’s

change the outcome-



http://www.cincinnatichildrens.org/

