My Name

EPILEPSY
iy A FOUNDATION

Minnesota

it RISE ABOVE
Team Name SEIZURES WALK

Donor Name Donor Address or Email Phone Donation Amount

Company Matching Donation
(Please include necessary forms and other information)
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TOTAL CASH ENCLOSED
TOTAL CHECKS ENCLOSED
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TOTAL AMOUNT ENCLOSED
EMFN WILL CALCULATE YOUR GRAND TOTAL ON THE DAY OF THE WALK.

DO NOT INCLUDE ANY ONLINE DONATIONS ON THIS FORM.

Please make checks payable Attn: Rise Abcve Seizure Walk
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o P o Donation Collection Envelope
1600 University Avenue West, Suite 300, Saint Paul, MN 55104
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