
 

 

        

I WOULD LIKE TO MAKE A GIFT OF   
 

$_____________ 
 

to support The David Christopher Brooks Cerebral Palsy Fund at Washington 
Universi ty School of Medicine.  

      
 
Name             Date:     

Address               

City      State    Zip     Phone      
 
 

~ METHOD OF PAYMENT ~ 
 
 

_______ A check payable to Washington University is enclosed for $    . 

_______ Please charge my credit card in the amount of $    . 

____ Mastercard ____Visa ____Discover     _______ American Express 

Card Number           Expiration date __________ 

Signature              

      

THANK YOU! 
Gifts should be made payable to Washington University and are tax deductible 

 as provided by law.  
 
Address Information: 
        After June 1: 
David Shearrer      David Shearrer  
CB 8509       CB 1247 
Washington University School of Medicine   Washington University School of Medicine 
4444 Forest Park, Blvd., Suite 6500    7425 Forsyth Avenue 
St. Louis, MO  63108-2212     St. Louis, MO 63105-2161 

 
 
If you have any questions, please contact David Shearrer in the Office of Medical Alumni and 
Development Programs at (314) 286-0027, e-mail:  shearrer@wustl.edu  
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