’ C.S. MOTT CHILDREN'S HOSPITAL

MICHIGAN MEDICINE

Donor Information

First Name:
Last Name:
Group:
Address:

City:

State:

Zip:

Email:
Donated items:

Est. Value of Donation:

Date:

Please complete form and attach to your donation when dropping it off. You may also email
completed forms to mottcommunityrelations@umich.edu 1 day prior to your scheduled donation
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