Ul Health Care In-Kind Donation Form

Date* Time Form Completed By

Name of Organization

(if applicable)

Name*

Parent or Guardian

(if donor is under 18 years of age)

Mailing Address*

City, State, Zip*

Phone* Email

Donation Description*®

(include quantity, estimated hours for homemade items)

# of ltems Estimated $$ Value # of Individuals Involved
(if applicable)

Drop-off Location/Additional information

For more information about in-kind donations, call 319-467-8087
or visit our website at uihc.org/kind-donations.
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