
SPRING TIME SPLENDOR
TOOTH FAIRY GARDEN PARTY

         ___ I cannot attend but would like to be a Tooth Fairy. Please accept my donation 

               of $___________.

LUNCHEON & CONTINUING EDUCATION DENTAL SEMINAR
         ___ First Guest from Practice $175

         ___ Additional Guests from Practice $150

GUESTS

_______________________________________       _______________________________________

_______________________________________       _______________________________________

_______________________________________       _______________________________________

_______________________________________       _______________________________________

_______________________________________       _______________________________________

COMMUNITY DENTAL FOUNDATION IS A 501( C) 3 ORGANIZATION

Tables for 10
___ Magic Wand Presenting Sponsor $10,000

___ Bright Smiles Sponsor $5,000

___ Fairy Wings Sponsor $3,000

___ Hosted Table $1,000

Individual Tickets
___ Magic Wand Ticket $1,000

___ Bright Smiles Ticket $500

___ Fairy Wings Ticket $300

___ Luncheon Ticket $125



GUEST INFORMATION

_________________________________________________________________________________________
Name

_________________________________________________________________________________________
Company Name

_________________________________________________________________________________________
Address                                             City/State/Zip

_________________________________________________________________________________________
Telephone                            Fax        E-mail Address

PAYMENT INFORMATION

___ Check for $___________ enclosed (please make payable to Community Dental Foundation)

___ VISA       ___ MASTERCARD       ___ AMERICAN EXPRESS

_________________________________________________________________________________________
Card Number    Card Expiration Date                  Card ID Number

_________________________________________________________________________________________
Name as it appears on Card (please print)

_________________________________________________________________________________________
Signature

For further information contact Dottie Kobik at 480-730-6075
Mail to:  Community Dental Foundation, 2375 E. Camelback Road, Suite 500, Phoenix, AZ 85016


