
Memorial Regional Health Foundation
Pledge Card

Contributor’s Name: __________________________________
	 ■  Anonymous Contribution
	 ■  Memorial Donation

	 In Memory Of: _________________________________

Mailing Address: _____________________________________

	 ______________________________________________

	 ______________________________________________

	 Pledge Amount: ________________

Payment Method:
	 ■  Cash
	 ■  Check
	 Please bill me:	 ■  Quarterly	 ■  Monthly

Donor Signature: _____________________________________

	 Date: _____________________________________

	 Mail completed form to:
	 Memorial Regional Health Foundation
	 PO Box 1203
	 Craig, CO 81626

For Donor Wall levels of giving, please contact the  
Foundation Office at 970-826-2424. 


