
 
 

 

PRE-AUTHORIZED DEBIT (PAD) AGREEMENT 
 

 

I want to support the Valley Regional Hospital Foundation through monthly donations. Please debit my bank 

account:    $50        $25        $20        $15        $10        Other Amount $_________ 

* Your donation will be processed on the 1st business day of each month 

 

 

Signature  Date  

 
Donor Information: 

 
Name on Account 

 

 
Address 

 

 
Town 

 
Province 

 

 
Postal Code 

 
Phone #  

 
eMail 

 

 
Bank Account Information: 
 

                     
         Transit Number        Bank Code                                         Account Number 

 
Financial Institution   
 

Branch Address  

 
I may revoke my authorization at any time subject to providing notice of 30 days to the Valley Regional Hospital 
Foundation.  To obtain a sample cancellation form, or for more information on my right to cancel a PAD Agreement, I may 
contact my financial institution or visit www.cdnpay.ca. 
 

I have certain recourse rights if any debit does not comply with this agreement.  For example, I have the right to receive 
reimbursement for any debit that is not authorized or is not consistent with this PAD agreement.  To obtain more 
information on my recourse rights, I may contact my financial institution or visit www.cdnpay.ca. 
 
We respect your privacy. We do not sell, rent or trade our mailing lists. 
 
 

Valley Regional Hospital Foundation 
150 Exhibition St 
Kentville, NS  B4N 5E3 
Phone: 902-678-5414     Fax: 902-678-0055 

  Email: angela.mansfield@nshealth.ca 

Donate online: www.vrhfoundation.ca 
 

Charitable Registration No: 119280808 RR0001 
 

http://www.cdnpay.ca/
http://www.cdnpay.ca/
mailto:angela.mansfield@nshealth.ca
http://www.vrhfoundation.ca/

