Contribution Request for Patient Assistance
Programs

Date: [Insert Date]

[Your Name]

[Your Address]

[City, State, Zip Code]

[Email Address]

[Phone Number]

[Donor's Name]

[Donor's Title]

[Donor's Organization]

[Organization's Address]

[City, State, Zip Code]

Dear [Donor's Name],

I hope this message finds you well. I am writing to you on behalf of [Your Organization], a
nonprofit organization dedicated to providing critical assistance and support to patients in need.
Our Patient Assistance Programs are essential in ensuring that individuals facing health
challenges can receive the treatment and care they require.

We are reaching out to request your support in the form of a financial contribution to our Patient
Assistance Programs. Your generosity will enable us to continue providing vital resources such
as medication, transportation, and emotional support to patients who may otherwise be unable to
afford them.

Every contribution, no matter the size, makes a significant impact on the lives of those we serve.
We would be honored to partner with you in this important endeavor to improve patient
outcomes and provide hope to those in need.

If you have any questions or would like to discuss this opportunity further, please feel free to

contact me at [Your Phone Number] or [Your Email Address]. Thank you for considering our
request, and we hope to hear from you soon.



Warmest regards,
[Your Name]
[Your Title]

[Your Organization]



