Center For Medicare Advocacy, Inc.

Here is my gift of:
$25 $50 $100 $250 $500

Name:

Other $

Address:

City: State:

Zip:

Phone: ( )

Email:

Charge my credit card:
______ Mastercard

___ Visa
_____American Express
Card Number

Expiration Date:

Signature:

If paying by check, please make your check payable to Center for Medicare
Advocacy, Inc. Contributions to the Center for Medicare Advocacy are tax

deductible to the full extent allowed by law.

Please complete this form and mail, with your donation, to:

Center for Medicare Advocacy, Inc.
Donations

P.O. Box 350

Willimantic, CT 06226

Thank you very much for your support.



