
the

Yes, I want to promise $ ________ to support Prestera.

Name(s) 
Address 
City     State         Zip 
Phone(h)           (w)

Email 

Membership Levels
     Benefactor   $1000+
     Patron   $500-999
     Advocate   $250-499
     Associate   $100-249
     Friend   $25-99

Full Payment Option
     Check Enclosed       MasterCard       Visa

Card Number 
Name on Card 
Exp Date                 Signature 

Payment Plan Option
       Bill my credit card
         Quarterly       Semi-Annually       Annually for _____ year(s)
       (select credit card and include information above)

       Bill me at the above address:
         Quarterly       Semi-Annually       Annually for _____ year(s)

Please mail form to:     Prestera Foundation
   Post Office Box 2672
   Huntington, WV  25726
   (304) 414-3061

       American Express       Discover

Prestera Foundation for Behavioral Medicine, Inc. is a not-for-profit 501(c)(3) organization.  Contributions are tax-deductible as permitted by law.

Please send me details about NIP Tax Credits.


