
 
 

Pledge To 
 

______________________________________________________ 
 

For Project/Program 
 

______________________________________________________ 

 
 

Please accept this pledge of $ ____________ to be paid over 

  one  year     

  two  years 

  three years   

  four years 

  five years    starting      ,   . 

                Month   Year 
Payments will be made: 

   Annually 

 Semi-annually 

 Quarterly 

 Other       

  

Donor Name(s)  __________________        
                (Please print as you would like to be listed for Donor Wall and/or publications)  

  
Address  ___________  ________________Phone      

 

City  _________________  State __ Zip   ________________ 

 

Email address             

 

Contact name if donor is Business or Organization    Phone    

 

 
  



Signature_____________________________________________Date____________ 

Greater Regional Healthcare Foundation, 1700 W Townline Creston, Iowa 50801 
greaterregional.org/healthcare-foundation 

Phone 641-782-3503 


