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                                     ABOVE & BEYOND Capital Campaign 

                                     Pledge Form 

DONOR INFORMATION 

Name: _________________________________________________________________________________________________ 

Address: _______________________________________________________________________________________________ 

City: ____________________________________  Prov: ________________________ Postal Code: ______________________ 

Phone: ____________________________________ Email:_______________________________________________________ 

GIFT/PLEDGE INFORMATION 

 YES, I (we) wish to support the Dartmouth General Hospital Foundation’s Above & Beyond Campaign 

I (we) pledge a total of $ ________________________________________________    Amount enclosed $_________________ 

I (we) wish to have this pledge paid over    2 years     3 years    4 years    5 years    other _____________________ 

METHOD OF PAYMENT 

I (we) plan to make my (our) contribution in the form of: 

 Cash          Credit Card          Cheque (payable to Dartmouth General Hospital Foundation)         Stock         Other 

Please charge my credit card:    Visa         MasterCard          AMEX  

Card number: ____________________________________________________________ Expiry: _________________________ 

Authorized Credit Card Signature: ___________________________________________________________________________ 

Please charge installments of $_____________  beginning _______________  and thereafter:   Monthly               Quarterly    
                                                                                                                  mm/dd/yyyy                                 Semi-Annually     Annually 
                                                     (Monthly donations will be processed on the 15th of each month) 
 Please send me a reminder when my next payment is due 

 My (our) gift will be matched by __________________________________________________________________________ 

 Matching gift form enclosed           Matching gift form will be forwarded to the DGH Foundation 

DONOR RECOGNITION (Donors will be recognized in campaign materials unless an anonymous gift is requested) 

Please use the following name (s) in all acknowledgements 

_______________________________________________________________________________________________________ 

 I (we) wish to remain anonymous 

DONOR SIGNATURE (S) 

________________________________________________________ Date: _____________________________________ 

Dartmouth General Hospital Foundation, 325 Pleasant Street, Dartmouth, NS B2Y 4G8 
Charitable Registration #: BN 12245 5611 RR0001 

For more information, please contact Adrienne Malloy at 902-465-8560 or Adrienne.malloy@dghfoundation.ca 


