FURNISH A ROOM CAMPAIGN
The McCausland Hospital’s Long-Term Care Project

20B Cartier Road, Terrace Bay, ON

P0T 2W0

(807) 825-3273 ext. 134
๐ Mr.      ๐  Mrs.     ๐  Ms.     ๐  Mr./Mrs.     ๐  Company       ๐  Other
Name or Organization_________________________________________
Telephone_____________________


Address___________________________________________________________________________________
City/Town____________________________ Province_____________ Postal Code_______________________
FURNISH A ROOM/DONATION TO DESIGNATED COMMUNITY ROOM
ROOM SELECTED:_____________________________________________________________________________
DONATION TOWARDS THE COMMUNITY ROOM:____________________________________________________
I pledge to the Furnish a Room Campaign the total amount of $_____________________________________

Payment Frequency and Duration

Please select one box for payment frequency and one box for pledge duration.

Payment Frequency: 

๐  One time donation    ๐  Each Payroll Period    ๐  Monthly    ๐  Yearly

Amount per period, month, or year $____________Pledge Duration: ๐  1 year   ๐  2 year   ๐  3 years
๐  4 years

My payments will start on ____/____/____ and finish on ____/____/____/




    MM     DD    YYYY

   MM     DD    YYYY

Method of Payment

(please select by checking one of the payment methods)
All deductions will be made according to the frequency and duration above.  In choosing credit card or pre-authorized debit, I understand that deductions will be made from my credit card or bank account as I have indicated.

๐ By Cheque or Debit  (Please make cheques payable to “The McCausland Hospital LTC Project”)
๐ By Credit Card

(Please select)
๐  Visa
๐  Mastercard
   Name(s) on credit card:__________________________________________________

    Credit Card Number:    ______  ______  ______  ______  Expiry Date: ______/______    __________ 3-digit










MM      YYYY         security code (back of card)
    __________________________________________________

                         Signature of Cardholder
๐ By pre-authorized deduction from my bank account
    Name of Financial Institution:__________________________________________________

    Account #:__________________________ Transit #:______________________________

   ๐ Chequing

๐ Savings

๐  Other

๐ By Payroll Deduction

    Payroll #______________________  Company____________________________________ 
Signature:  ____________________________  Date:___________________________

The McCausland Hospital does not sell, trade or exchange names.  All information provided is confidential.
