
         Donor Information Form 

 

              First Name: ________________________    Middle Name: _______________ 

              Last Name: ________________________ 

Organization Name: _____________________________________________________ 

                        Title: _____________________________________________________ 

       Street Address: _____________________________________________________ 

                                 _____________________________________________________ 

                         City: ________________________ 

                       State: ________________________  Or  Province: _________________ 

                 Zip Code: ________________________ 

                     Phone: ________________________  Fax: ________________________ 

        Email Address: _____________________________________________________ 

 Ethnic Background: _____________________________________________________ 

      Topic of Interest:         Cancer Control                               Hepatitis B 

                                          Tobacco Control                            Osteoporosis Intervention 

                                          Diabetes                                        Hypertension 

                                          Patient Navigator Training             Scholarship 

                                          Other: _______________ 

              Comments: _____________________________________________________ 

                                 _____________________________________________________ 

Thank you for your support. Please finish the form and mail with your 

check payable to: 

ACHC  
1106 Buttonwood Street, Unit A 
Philadelphia, PA 19123 
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