Mail-In Donation Form

P R H Physicians for Mail this completed form, a:cong with your check or
. money order to Physicians for Reproductive Health
N~ Reproductive Health (mailing address below). Thank you for your donation!

Donor Information:

First Name:

Last Name:

Organization Name (if applicable):

Address:

City: State: Zip Code:

Email:

___Yes, | want to receive email updates from Physicians for Reproductive Health.

Payment Information:

Donation Amount: $

____ My check or money order is enclosed. All checks or money orders should be made
payable to Physicians for Reproductive Health. Please do not send cash as a donation.

Your Signature:

Please mail your gift to:
Physicians for Reproductive Health
PO Box 35
Hartsdale, NY 10530-0035

Questions?
Contact us at engagement@prh.org or 646-649-9904.

Please note for your records that Physicians for Reproductive Health is a 501(c)(3) nonprofit
organization. Your contribution is tax deductible to the fullest extent allowed by law and no goods or
services were exchanged for this support.





