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WINDSOR REGIONAL HOSPITAL
FOUNDATION

Windsor Regional Hospital Foundation
Circle of Care Campaign

PLEDGE ALTERATION FORM

Date:

Name:

Department:

Phone Ext:

Action Requested: (please check below)

1 ADJUSTMENT: | wish to change my current payroll deduction from
$ per pay to $ per pay.

1 CANCELLATION: I wish to cancel my contribution.

Reason?

Comments:

Signature:




