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Medical Services Monthly Donation Form

MEXFEL  FHEZBRRE TR ERE 1 2R RE = REEN R FEZ2559 6835 (BIEEE A BRE L 15 BMETERE -
Please send the completed form to Fund-raising Division, Tung Wah Group of Hospitals, 12 Po Yan Street, Sheung Wan or fax to 2559 6835. Please tick the relevant box(es). * Please delete where inappropriate. )
¥ X & & ¥ Donor’ s Information

% Name of Donor (FX) S/ Zt//MB*  (English) Mr./ Ms./ Miss*
BB ETE Tel it 4= B 8 Date of Birth ED Am BE Email

#h3ik Address

HEABRERIE RS Name and Donor ID of Referee

18 7 & ¥ Donation Information

BALBRRUOT » AZFRE=PBEERI | would like to make a donation to support the medical services of Tung Wah Group of Hospitals:
[ @ B & ##5% Monthly Donation % 583 &# Monthly Donation Amount : I HK$1,000 [ HK$800 [1HK$500 [IHK$200 [ HK$
[ 8 n3e5a948 B $88K Increase my monthly donation amount

RIEHNE A EHBRE HKS$ + NS HKS S A ERBRE HK$

Existing monthly donation amount Increased amount New monthly donation amount

[0 —Z%& #3588 One-off Donation —X #3185 €48 Monthly Donation Amount : 1 HK$1,000 [ HK$800 [ HK$500 [ HK$200 LI HKS

8 ® = Donation Method

D ﬁ F m} § H é ﬁﬁﬁﬁﬂgg Bank Monthly Auto- Pay Authorlzatlon Form 3&2"5&@?&%@?2Eﬁ&%ﬁ%ﬂfﬁﬁgﬁtsre if you increase your monthly donation amount.

& ° Only original is accepted, any require si

W2 —75(Z# A) Name of Party to be credited (The Beneficiary) $R4T4R9% BankNo. | D1T4R%E Branch No. | W(KBRF 23518 Account No. of Party
3R E = TUNGWAH GROUP OF HOSPITALS 004 002 250553001
KA/ BE ZR1TR 51T 2 BT My/Our Bank Name and Branch $R1T4RSE BankNo. | 21T4R%% BranchNo. | R A/E % 28R F3%HE My/Our Account No.

RN/ BEELEE /1718 L4282 2 5L BT My/Our Name as recorded on Statement/Passbook | B 5 ¥ 2 & {23555 My / Our Hong Kong Identity Card No.

RAN/BEZ 2% % My / Our Signature(s)

HEVAR BT (%) ZFO%E7T2ERE © Same as the signature(s) of your bank account.

1. ANESRERANBEZLRBT BEZIEATREFANBERTZETR)  ARAANEBESZRFAEERT LMFZE A o I/We hereby authorize my/our above named Bank to e ect transfer from my/our account to that of the above named beneficiary in accordance with
such instructions as my/our Bank may receive from the beneficiary from time to time.

2. ANESRBANESZRTREARRZSARBAREFCRFAA/ES © /We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us.

3. MEZSEMNSAA/ESZRFEREX (RLRABZEZEM) » AA/ESRAHARRMBRIHM 2 IR o I/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s).

4. AANEERBAANEEZRFUSRANEXAREREEER AABFE2RTERTTER  BRTTWRIER ZHA o I/We agree that should there be insu cient funds in my/our account to meet any transfer y ized, my/our Bank shall be entitled, in its
discretion, not to affect such transfer in which event the Bank may make the usual charge.

5. RANBEEAE  ANESEERENFEEEZOMEL  EXSAUAIRZIANBESEZRT - UEEEMN AR A - 1/We agree that any notice of cancellation of variation of this authorization which Iwe may give to myfour Bank shall be given on 24th of sach month
and at the same time such notice shall be given to the beneficiary.

6. KA (%) BRAA (%) EUtRELNEBRFA (%) AUSRNF OHERAR - ZFH&ﬁ#ﬁllﬁﬂﬂi%{ﬁEﬁﬂé&i'ﬁﬂ!ﬁ BRAEMIRITS OB ERBUE XM o We conf i this formis/are th he si of my/our
Bank. i bove. Until further notice, I/We Y ize Tung Wah Group of Hospital: y/our account from time to time.

O f5MAF CreditCard OWVISA O MASTERCARD
{5558 Card no. - - - B EHZE Expiry date

¥+~ AR Cardholder’s name ¥+ A%E Cardholder’s signature

1. BEMEAR BT (%) 2FNEER2MER - KLY ; $3 ° Please ensure that the signature used is the same as that on your credit card, way

2. ANFEEFE=—GRHRAZGHEFRSAESN B?J:ﬁzﬁ’l; Ei?\ TEABLE - FARBEEEERAAZEAFENPEREART FREEEY  IHASTHRRAE - NEATMENELFREE - BrER4BRNIEEBENRE= R -
|We hereby authorize Tung Wah Group of Hospitals to charge my/our card acoount for the relevant amounts specified above. This authrization shall have effect until further notice. /We agree that this authorization shall have sffect after the valid date of the credit card or replace-
ment of the credit card, and no autharization form will be submitted again. 1/We agree that any natice of cancellation or variation of this authorization shall be given on 24th of each manth such cancellationivariation is to take effect.

3. EAFBRTMNE 25596835  WHARABTRRN - URAEEMMRIBHK

RBAR—REAW - BIGTTIAE [RE=f| - FEFRIEZ 2 RIEFEIAR - LAMES BT -

For One-o Donation. Please mark your crossed cheque payable to “Tung Wah Group of Hospitals”and send
D i = C th ue S.Z 5’5 5 Cheque No. together with this completed form for issuing donation receipt.

B W Donation Receipt

[[J &= Please issue donation receipt  J8ZXUIEF % Name on receipt : SE4EMr/ ZEMs / /M BMiss*
(MEEE R AR If di erent from donor’s name)

SABRERRBERESFRAFTE » WELHFIRBIRK © For monthly donation, an annual receipt will be issued in May to help you pursue your tax return.

0 585&8THEAX - RFTERFUIE <To save administration costs, no donation receipt is required.

153 Z 8 Acknowledgement Arrangement

BERBBRBE 10,000 TR L - KRGHRRE=FRFERISH2ITEB) - FRETSIRHZH © Your generous donations will be acknowledged

in TWGHs Annual Report for accumulative donation of HK$10,000 or more in a year, please select your preferred acknowledgement arrangement:

[ 18 #5% Name to be acknowledged: [0 A’ Acknowledgement arrangement is not required.

RE=R ((A5) FRR (BARE GLR) KB HRETRERHEENHEARS  ETROS=HUER / RRACHEARS - ARREASHEARE (EF - bl - BiF - SBRER) UMEREBE - K7 SEEDH/ JIRREIREZRSRTAR - RELHER - FRTEBLNBAR

BARLRAR - WETEE - WEATERAMNL VS - CEREREORREN - EASERFLEALNEAERELRERAR lﬁﬁﬁ A ABRSRIZLE 1878333 © TheTung Wah Gvoup of Hospitals ( ”TWGHs"J shall comply with the Personal Data (Privacy) Ordinance in handling and keeping

your personal data, TWGHs will not sell and/or provide your personal data to any third party. TWGHs intends to use your p d: address, teleph ), email and fax no) for‘ ctivities, training , conducting survey, or other related promotional

purposes. TWGHs will not use your pe for the above purp less you give your consent. If you do not ags th your pe data for the ab dicate by putting a tickin the box below. You have the right to access, correct and request TWGHS to stop using your personal data for the
above purposes at any time and at no charge by calling 1878 333 during o ce hours.

O FARYRE=FREAROBEAERE LR © | object to the use of my personal data by TWGHs for the above promotional purposes.

FACHM  TRRKIEARE=RAMUE  EARBHEAREHEL © 1 have read, and accepted regarding the collection, use and provision of personal data by TWGHs.
§§ B ERBY MRE=RAR)
Signature: Date: Donor No. (To be filled in by TWGHs)
RE=[REA For TWGHs use
Received on Receipt Issued on Donation A/C name FMD
Receipt no. R Receipt/TYL senton Amount (HKS)




