
Donation Form
Name:............................................................................................................................................................................................................................................

Address:......................................................................................................................................................................................................................................

Phone: (BH)..........................................................	 (AH)............................................................... 	 Mobile:..................................................................

Email:............................................................................................................................................................................................................................................

I would like to make a donation of $........................................................... to:

	 Cancer and Wellness Centre	 	 Glanville Village Aged Care
	 Community Services	 	 Inpatient Palliative Care
	 Emergency Department	 	 Palliative Care at Home
	 Primary Mental Health	 	 To assist with the purchase 

	 & Wellbeing		  of new medical equipment

	 Other (please specify)......................................................................................................................................

This donation is in memory of (if applicable):...........................................................................
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Payment:
	 Cheque - Payable to Echuca Regional Health
	 Cash
	 Credit Card

Please charge my:    Mastercard        Visa      

Amount: $...............................................................................

Card Number:  

Expiry Date: ................/................

Signed:............................................................................................................................	 Date:................/................/................

Thank you for your support. Donations over $2.00 are tax deductible.
	 I require a receipt for my donation.
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