PLEASE PRINT CLEARLY

Donor Name(s)___________________________________________

Phone (

)_________________

Address________________________________________________________________________________
City______________________________________________ State________ Zip____________________
E-mail:______________________________________ ❍ I would like to receive Unity’s electronic newsletter
My gift is given ❍ In Honor of

❍ In Memory of_______________________________________________

If you would like us to notify someone of your gift, please complete the following:

Your financial gift supports Unity’s
programs in northeast Wisconsin.
Your unrestricted gift may help

(The gift amount remains confidential.)

fund Unity’s unique services such as

Name__________________________________________________________________________________

CommUnity Care, Compassionate

Address________________________________________________________________________________

Touch®, Prayer Shawl Ministry and

City______________________________________________ State________ Zip____________________

Same Day Medication Delivery.

❍ Unity is able to publicly share my name as a supporter.
❍ Unity is able to publicly share the amount of my gift.
❍ I would like my gift to remain anonymous.

Gifts to Unity are tax deductible

Please Use My Gift as Follows:
❍ No restrictions/where needed most
❍ Patient care
❍B
 ereavement
Provide support to families following the loss of a loved one

❍ J ack and Engrid Meng Residence
Support patients in need of room and board assistance

❍ Memorial

Gardens
Enhance Unity’s Memorial Gardens while supporting our care programs
❍ I want to contribute to the general garden fund.
❍ I want a Memorial Garden Brick.
______ 4”x 8” for $500 (includes 3 lines of inscription, 14 characters per line)
______ 8”x 8” for $1000 (includes 6 lines of inscription, 14 characters per line)
(You will be sent an inscription form.)
❍ Please contact me for other garden opportunities

according to law.

W

Please Accept My Gift of:
❍ $25 ❍ $50 ❍ $100 ❍ $250 ❍ $500 ❍ $1000 ❍ Other______________
❍ I am pledging $_________________ to be paid in _______ annual installments.
(may be pledged over 5 years)

❍ I would like to give a monthly amout of $______________
Payment Options
❍ Cash/Check enclosed (payable to Unity)
❍ Credit Card (Credit card payments can be processed by calling 800.990.9249)
❍ VISA ❍ MasterCard ❍ Discover ❍ American Express
Card#______________________________________________ Exp._______________
Signature___________________________________________ Date______________

Double My Gift
❍ I have included my company’s Matching Gift form.

A caring nonprofit partnership of Bellin Health,
HSHS St. Mary's Hospital Medical Center
and HSHS St. Vincent Hospital

Your financial gift supports
Unity’s end-of-life care
for patients and families

Your first-class
stamp helps
us stretch our
fundraising
dollars.

Unity | Strength at Your Side
2366 Oak Ridge Circle
De Pere, WI 54115

To learn more ways to support Unity’s mission,
call 800.990.9249 or visit www.unityhospice.org

