
The Guardian of Care Program
provides patients and their loved

ones with a heartfelt way to
recognize a physician, nurse, staff
member, or volunteer who made a
lasting impact during their care.

When a donation is made in
someones honour, that individual is
acknowledged as a Guardian of Care

and receives a personalized note
along with a guardian pin to wear

proudly within our healthcare
facilities.
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About the Discovery Healthcare Foundation

Since 1989, the Discovery Health Care Foundation has been committed
to raising funds for health care facilities located on the Bonavista

Peninsula and in Clarenville. The Discovery Health Care Foundation
partners with Eastern Health. We are governed by a volunteer Board
of Directors. Our Mission is to promote quality health care by raising
funds and awareness to assist the health care facilities in our region.
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If a staff member at one of our healthcare locations made a real
impact on your care, we’d love for you to recognize them through
our Guardian of Care Program. Your donation directly funds the

vital resources and life-changing services that help patients
throughout our community.



Guardian of Care Order Form
Please provide us with as much information as possible

Name of Guardian of Care:________________________________________________________________

Title & Department:______________________________________________________________________

Reason for Honouring your Guardian of Care:
(Attach extra information if needed)
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_____________________________________________________________________________________________

I give the Discovery Healthcare Foundation 
permission to publish my name and message 
in marketing related material__________________________________

I wish to remain Anonymous___________________________________

Signature: ______________________________________________________

Personal Information:
Name:_____________________________________________________________________
Address:___________________________________________________________________
Telephone:________________________________________________________________
Email:______________________________________________________________________

Payment Information:
(Please note: minimum $30.00 donation)
 
         $30.00                $50.00                $100.00                 Other: $______

Please make cheque payable to:
The Discovery Health Care Foundation
or provide credit card information:
Mastercard/Visa:____________________________________________
Expiry Date:____________   CVC: _________  



Serving the following Clarenville & Bonavista Healthcare Facilities:

Bonavista Peninsula Health Care Centre
Golden Heights Manor
Bonavista Dialysis Unit

Bonavista Bungalows Protective Community Residence
Dr. G.B. Cross Memorial Hospital
Dr. O’Mahony Memorial Manor

Clarenville Dialysis Unit
Clarenville Protective Community Care Residence

Contact Us:
67 Manitoba Drive

Clarenville, NL  A5A 1K3
1 (709)466-5231

dhc.foundation@nlheatlhservices.ca


	Guardian of Care
	Program
	A Special Way
	to Say “Thank you”

	Guardian of Care
	Program
	About the Discovery Healthcare Foundation

	Guardian of Care Order Form
	Name of Guardian of Care:________________________________________________________________
	Title & Department:______________________________________________________________________
	Reason for Honouring your Guardian of Care:
	(Attach extra information if needed)
	________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	I give the Discovery Healthcare Foundation
	permission to publish my name and message
	in marketing related material__________________________________
	I wish to remain Anonymous___________________________________
	Signature: ______________________________________________________

	Personal Information:
	Name:_____________________________________________________________________
	Address:___________________________________________________________________
	Telephone:________________________________________________________________
	Email:______________________________________________________________________

	Payment Information:
	(Please note: minimum $30.00 donation)
	$30.00                $50.00                $100.00                 Other: $______

	Please make cheque payable to:
	The Discovery Health Care Foundation
	or provide credit card information:
	Mastercard/Visa:____________________________________________
	Expiry Date:____________   CVC: _________
	Serving the following Clarenville & Bonavista Healthcare Facilities:


	Contact Us:
	67 Manitoba Drive
	Clarenville, NL  A5A 1K3
	1 (709)466-5231
	dhc.foundation@nlheatlhservices.ca


