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              TEAM NAME_______________________________
Participant’s Name (please print) _______________________________________________________________

Street_____________________________________________________________________________________
City________________________________________  State______________  Zip Code___________________

Phone Number________________________________  Email________________________________________

             NAME



ADDRESS



              COLLECTED
1. ____________________________________________________________________________________

2. ____________________________________________________________________________________

3. ____________________________________________________________________________________

4. ____________________________________________________________________________________

5. ____________________________________________________________________________________

6. ____________________________________________________________________________________

7. ____________________________________________________________________________________

8. ____________________________________________________________________________________

9. ____________________________________________________________________________________

10. ____________________________________________________________________________________

11. ____________________________________________________________________________________

12. ____________________________________________________________________________________

                                                                                                           SUBTOTAL           _______________________
                                                                                MATCHING GIFTS (include forms)         _______________________
                                                                                                                             TOTAL          _______________________                                                                                                                                                                                         
Please charge my credit card (circle one):  MC,   VISA,   AMEX       Amount Charged ____________________________

Credit Card Number____________________________________________ CVV____________ Exp Date_____________

I am walking/running/riding in honor of or in memory of___________________________________________________
Make your tax deductible contribution payable to Stamford Hospital.  Mail this form with your sponsor money to

Stamford Hospital Foundation, 1351 Washington Blvd., Ste. 202, Stamford, CT  06902.  Participant’s name and address required in order to acknowledge appropriately.

Stamford Hospital Foundation           1351 Washington Blvd, Suite 202, Stamford, CT  06902                     (203) 276-5900
