I: R O M T H E Show your love for East Toronto and be celebrated for

H EA RT your support of Michael Garron Hospital

I would like to make a fully $10,000 $15,000
tax-creditable donation: "
(51/2ug|ass Orb) (7 gIaSS Orb)
.ContaCt . NAME
information
MAILING
ADDRESS
CITY PROVINCE POSTAL CODE
TELEPHONE EMAIL
Method of .
Installments over ears
payment Full amount now | OR \' y (up to five)
Please contact me prior to each payment
Please automatically charge my credit card annually on:
| would like to pay by:
Cheque payable to Michael Garron Hospital Foundation
Credit Card
Gift of securities
EFT or Wire transfer
Recogr!ition I’d like my recognition engraving to read:
engraving

LINE 1 (up to 24 characters, including spaces)

Please clearly fill
out information.
You do not need
to use all of the
available lines
or characters.

LINE 2 (up to 24 characters, including spaces)

LINE 3 (up to 24 characters, including spaces)

Terms and conditions of engraving: The wording to appear on the glass orb must be within the limits of letters as
described above. Michael Garron Hospital Foundation will have final approval on engraved text copy. Placement of
individual orbs within the From the Heart art installation is at the discretion of Michael Garron Hospital Foundation.

PLEASE COMPLETE THIS FORM IN ITS ENTIRETY AND SUBMIT TO:

lltv‘geart MICHAEL
Michael Garron Hospital Foundation ~ Email: foundation@tehn.ca of the e FOSPITAL
825 Coxwell Ave, Office G1-203 Phone:416-469-6003 east FOUNDATION

Toronto ON M4C 3E7 Charitable registration # 11925 9448 RRO0OO]
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