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Respite

Homeless Medical Recovery

Please print and mail this form to: The Center for Respite Care, P.O. Box 141301, Cincinnati, OH 45250
or fax to: (513) 621-1872.

Your gift will help those who are sick and homeless on their journey to being well and housed. Thank you for
your support!

My tax deductible gift of $ is enclosed via check payable to Center for Respite Care

____Please charge my gift of $ to my credit card. Charge as follows:

__ This is a one-time charge

__ Pleasecharge $__ per quarter for ____ quarters
__Pleasecharge $__ per month for____ months
Name
Street Address Apt/Suite
City State Zip Country
Home Phone Work Phone
E-mail

Credit card information:
()MC ()VISA ( )DISCOVER (select one)

Card number Expiration date

Name on Card

Signature

Recognition
My name, as it appears here, may be published in your list of donors.
____Please do not publish my name in your list of donors.

Gift Dedication
My giftis ( ) in honor of ( ) in memory of

(Enter name)

Please send notification of my gift to:

Name

Street Address Apt/Suite
City State  Zip Country

E-mail




