Name………………………………………….

(IN BLOCK LETTERS PLEASE)

Address..................................................................................................................................…….........

……………………………………………………………………………………………Post Code……………….

Doctor………………………………………………………………..

Patient Name(s)......................................................………………………………...

I wish to become a Friend of West Byfleet Health Centre and

[image: image1.wmf]
   enclose my cheque payable to the Friends of West Byfleet Health Centre for 

           £100            £75           £50               £25               £10                Other £        .         
[image: image2.wmf]
prefer to pay by Standing Order

Bank/B.S. 

Branch                                                                         Sort   Code                   -             

Postal

Address

and

Postcode

Account Name                                                              Acc. No. 

Please pay  £…………… on                       and monthly/quarterly/annually thereafter until further notice.

                                                 dd/mm/yyyy

To the Friends of West Byfleet Health Centre

CAFCASH Ltd. 

Kings Hill, 

West Malling.

ME19 4TA

Sort code 40-52-40    A/c No. 00008492     (Ref:                                 )

I confirm that I am a UK tax payer and that the tax that I pay will at least  equal the tax that the charity may reclaim in this donation. Please 

treat all donations that I may make to the Friends of West Byfleet Health Centre from April 2000, until further notice, as Gift Aid donations.

(Please delete if not applicable)

Signature.                                                       Date.

Please return to -  Treasurer, FWBHC, Freepost SCE14005, West Byfleet. KT14 6BR
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