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Pledge Form 

I want to help Boundary Trails Health Centre provide even more for our community! 

Contact Information 

Name:  ____________________________________________________________________________________ 

Address:  __________________________________________________________________________________ 

City: ________________________   Province: ___________________   Postal Code: _____________________ 

Phone: ______________________________________   Email: _______________________________________ 

Pledge Information 

I/We will give a total gift of: $______________________ 

 This is a one-time gift (paid in full)     

 I/We wish to pledge this amount over:  One Year     Two Years      Four Years 

My/Our first payment of $___________ is enclosed OR will be made on __________________ (DD/MM/YY) 

Subsequent payment on:  Anniversary of 1st payment   Other _______________________ (DD/MM/YY) 

Payment Information 

 Cheque (payable to Boundary Trails Health Centre Foundation)   Share Transfer   Credit Card (Visa, Mastercard) 

Please contact our office to provide your Credit Card information. 

To donate online, please visit bthcfoundation.com 

For Recognition Purposes 

 I/We wish my gift to be anonymous 

 I/We wish my gift to be listed as follows ______________________________________________________ 

__________________________________________________________________________________________ 

Name: _____________________________ Signature: __________________________  Date: ______________ 

to support the expansion of Boundary Trails Health Centre.
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