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Monthly Donation Authorization Form 
 

Donor Information 

Full Name: _________________________________________________________________________________ 

Mailing Address: ___________________________________________________________________________ 

City: ______________________________ Province: ________________ Postal Code: _________________ 

Phone: _____________________________ Email: ________________________________________________ 

 

Donation Details 

I authorize Strathroy Hospice to withdraw a monthly donation of: 

☐ $10   ☐ $25   ☐ $50   ☐ $100  ☐ Other: $______________ 

on the 1st day of each month, starting on _____  / _____  / _______  (DD/MM/YYYY). 

This donation will be used to support the charitable programs and initiatives of Strathroy Hospice.

 

Payment Method 

☐ Bank Account (Pre-Authorized Debit - PAD) 

Please attach a void cheque or provide banking details below: 

Bank Name: ________________________________________________________________________ 

Branch (Transit) #: ___________ Institution #: ___________ Account #: ___________________ 
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You have certain recourse rights if any debit does not comply with this agreement. For example, you 
have the right to receive reimbursement for any debit that is not authorized or is not consistent with 
this PAD Agreement. To obtain more information on your recourse rights, contact your financial 
institution or visit www.payments.ca. 

Authorization 

I authorize Strathroy Hospice and the financial institution or credit card issuer designated above to 
process monthly donations as indicated. This authorization remains in eMect until I notify Strathroy 
Hospice in writing to cancel or change it, allowing a reasonable amount of time to act upon my 
request (typically 30 days). 

Signature: ____________________________________________ Date: _____  / _____  / _______  (DD/MM/YYYY) 

 

Privacy Statement  

Your personal information is collected and used by Strathroy Hospice solely for the purpose of 
processing donations and issuing charitable tax receipts. Information will not be shared with any 
third parties except as required by law. 

Charitable tax receipts will be issued annually for the total amount donated. 

 

Please return this completed form to: 
treasurer@strathroyhospice.com 
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