
 

 
 

 
 

NAME: ________________________________________________________________________ 
 
ADDRESS: _____________________________________________________________________ 

 
CITY: ________________________________ STATE: _______________ ZIP: ________________ 
 
PHONE: ______________________________________ FAX: ____________________________ 
 
EMAIL: _______________________________________________________________________ 
 
SPECIFY FUND YOU ARE DONATING TO: ____________________________________________ 
 
 
PAYMENT METHOD:  
 

  Credit Card Payment 

□ Visa  □ MasterCard       Exp. Date: ________________ 

Credit Card Number: 
_______ - ________ - ________ - _________ 

 

Signature: 
X____________________________________________________ 

 

 

 

Or make checks payable to SAMS Foundation 
Please accept my check  
Amount: $________    Check #: _______ 
 
Mail check to SAMS Foundation: P.O.Box 1015   Canfield, OH. 44406 

SYRIAN AMERICAN MEDICAL SOCIETY 
 
P.O.BOX 1015 CANFIELD, OH. 44406 

PHONE: (866) 809-9039 FAX: (330) 319-8989 

WEBSITE: WWW.SAMS-USA.NET 
 EMAIL: samsconference@gmail.com 

 

http://www.sams-usa.net/

