
~-

f} £J. £'1.IIIA!lfl!6~~kJ~~ VfNB¢:
C(J'\/I'IISSION AN/J IlfS(!E!T F(If: EVE/:m\'l;

DONATION/PLEDGE CARD

Name: _ Address: _

City: State:__ Zip: EI'-1ai1: _

Home Phone: Office Phone: Cell Phone: _

I would like to:

• Make a One Time Donation of $ _

• Make aMonthly/Quarterly Donation of $ 0 Monthy 0 Quarterly

• Provide Dental Care for One Patient PerMonth, $50.00 _

• Provide Medical Care for One Patient Per Month, $35.00 _

• Provide Vision Care for One Patient PerMonth, $40.00 _

• Provide Physical Therapy for One Patient PerMonth, $20.00 _

• Make an In-kind Donation: _

• Provide _

Fayette Care Clinic - 1260 Hwy 54 W - Suite 101 - Fayetteville, GA 30214
info@fayettecareciinic.com - www.fayettecareciinic.com - Ph: 770.719.4620 - Fax: 770.719.4622


