
quest to build healthy communities.

 My gift to the Foundation is...

 In Memory of __________________________________________________

 In Honor of____________________________________________________

 Please Notify:

 Name________________________________________________________

 Address______________________________________________________

 City/ State/ Zip ________________________________________________

Thank you for your support.  Our tax ID # is 94-3116070.
For more information, please call (650) 573-2655.

smchf.org

Enclosed check for $________________________
(Please make your check payable to San Mateo County Health Foundation)

Please charge my Visa/Mastercard/AMEX for $______________

Name:___________________________________________________

Card Number:________________________________VCode:______

Expiration Date:___________Signature:_______________________

I want to support the San Mateo County Health Foundation’s 

_________________________________________________________
NAME

_________________________________________________________
ORGANIZATION NAME

_________________________________________________________
ADDRESS

_________________________________________________________
CITY                                                      STATE             ZIP

_________________________________________________________
EMAIL ADDRESS			   PHONE NUMBER

Enclosed is my special gift in the amount of:
 __$1,000    __$500    __$100    _______Other

OR
Charge my credit card EACH MONTH:

___$200  ___$100    ___$50   ___$25

To be directed towards (check one):
____The Greatest Need
____The Keller Center for Family Violence Intervention
____The Ron Robinson Senior Care Center
____The Bundle of Joy Program


