
American Patient Rights Association 
 
Thank you for supporting the American Patient Rights Association! As the leading patient rights 
organization our mission is to fight for fair, safe, transparent health care on behalf of consumers. By 
giving what you can today, you are making a direct impact on our ability to fulfill our mission. 
 
Gift Amount (circle one) 
 

$25 $50 $100 $250 $500 $1000 $2500 $5000 Other $___________ 

 

Method of Payment (mark one)   

___ Check enclosed (payable to: American Patient Rights Association) 
 
Or 

AMEX   DISCOVER ___ Credit Card (circle one)   VISA   MASTERCARD 
 
PLEASE PRINT LEGIBLY.  

 

Credit Card #_____________________________________________ Expiration Date_____________ 

 

Signature________________________________________________________ Amount $____________ 

 

Print Name_____________________________________________________________________________ 

 

Address________________________________________________________________________________ 

 

City________________________________________ State__________ Postal Code________________ 

 

We respect your privacy. We will never share, sell, rent or lease any of your information. 

 

___ I prefer to make my donation anonymously. 

 

___ Please add me to your email list for Patient Alerts.   
 
___ Please add me to your email Newsletter list. 
 
I wish to volunteer to help with ____ fundraising   ____ other (indicate on next line):  
_______________________________________________________________________________________ 

 

My email address is ___________________________________________________________________ 

 

Please send this form with your contribution to: 
 

American Patient Rights Association  
P.O. Box 2073  

Mount Dora, FL 32756-2073 
All contributions and donations to APRA are considered charitable donations for tax purposes. 


