
 

 

DONATE BY CHECK 
 

First Name: ______________________________________ 
 
 

 

Last Name: ______________________________________ 
 
 

 

Phone: __________________________________________ 
 
 

 

Email: __________________________________________ 
 
 

Suggested Donation Amounts [ Check only one box or the amount of the check ]  
 

           $25.00 
 

 

           $50.00 
 

 

          $100.00 
 

 

          $250.00 
 

 

          $500.00 
 

 

        $1000.00 
 

 

 

            YES! I would like to become a CARE Partner, making this a recurring 
 

 

Check Payable to:  CARE Scholarship Foundation 

Send to  

P. O. Box 114124 

North Providence, RI 02911 

 


