
I wish to make 

  Monthly Donations to  

Lake of the Woods District 

Hospital Foundation 

21 Sylvan Street West  ∙ Kenora Ontario  ∙  P9N 3W7  ∙  tel. (807) 468-9861 x2469  ∙  fax. (807) 468-6051  

hospitalfoundation@lwdh.on.ca  ∙  www.lwdhf.com 

  
 

Charitable Registration (BN) #137105243 RR0001 

      Dr.        Mr.       Mrs.      Miss        Ms. 
 
Name:_______________________________________________________________________ 
 
Address:_____________________________________________________________________ 
 
City:____________________________ Province/State:_____   Postal/Zip Code:____________ 
 
Telephone:  _(____)_____________   Email: ________________________________________ 

  

  
 I would like to donate $________ to LWDHF each month for _____ months or 

Until I reach $________   or Until I notify you. 
        
   My payments will be made by Credit Card or Electronic Funds Transfer (EFT)                                                                  

∙  
Visa      MasterCard     Amex  

CC Number ______/                 /                   /                  Expiry        /___                         
 

OR 
 

I have attached a VOID cheque with my personal banking information for EFT 

        


