
A donation in the amount of  $____________ is given

In memory of ____________________________________________

In honor of ______________________________________________

I will commit to giving an annual donation of:        
$25        $50         $100        $250        $500        Other $___________

Name __________________________________________________

Address ________________________________________________

Your gift is appreciated.
Please return this information 
with your gift.

Return to:
Springfield Area Health Care Foundation
625 N. Jackson, P. O. Box 146
Springfield, MN 56087-0146

Springfield Area
Health Care Foundation


