
Foundation Donation Form-Website 

        
 
  
Your Name: __________________________________________________  
 
 
Home Address: _________________________________________________ 
 
 
City, State Zip: __________________________________________________ 
 
 
 
The gift is   □ in memory of    □ in honor of: __________________________________ 
                     (your gift amount will remain confidential) 
 
Please notify: Name __________________________________________________ 
 
  Address ________________________________________________ 
 
  City _______________________________ State _________ Zip ______ 
 
 

I WISH TO SUPPORT THE 
FOLLOWING PROGRAM 

 
□    Naeve Health Care Foundation   
 
□    Fountain Centers 

□  Garth Barker Memorial 
Scholarship Fund 
□  Dr. Mark Donaldson-
Fountain Centers Patient 
Support  Fund 
 

□  Crossroads Community Hospice 
 
□  Albert Lea Cancer Center 

 
Total gift $ ___________________ 
 
□ Cash- make check payable to: 
 
       Naeve Health Care Foundation 
      404 W. Fountain Street 
      Albert Lea, MN 56007 
 
 
□ Master Card/Visa # ______________________ 
 
  Expiration Date ; ____________________ 
 
 
   Signature: 

 
Please make my gift to Albert Lea Medical Center anonymous:  □ 
 
Contributions are tax-deductable to the extent of the law. 

Thank you for supporting  
Albert Lea Medical Center. 

Fill out and mail to 
Naeve Health Care Foundation 

404 W. Fountain Street 
Albert Lea, MN 56007


