
 
 

Bear Request Form 
 
 

Parents Name: 
 
Mailing Address: 
 
Single or Multiple Birth: 
 
Name of Child (ren): 
 
Sex of Child (ren): 
 
Date of Passing: 
 
Weeks Gestation: 
(If prior to birth) 
 
Age of Child: 
(If after birth) 
 
Cause of Passing: 
 
Name of Facility Loss Occurred at: 
 
Treating Physician: 
 
Would you like to include your child (ren) on Our Angels Memorial Wall:   YES ____ NO ____ 
 
I would like to make a donation to Bears For Bereaved Mommies in memory of my child (ren) in 
the amount of: 10.00____ 20.00____ 50.00____ 100.00____ OTHER____ 
 
Please know that your generosity allows Bears For Bereaved Mommies to continue to reach out 
to those who experience pregnancy & infant loss in a time of maternal bereavement. 
 
Please make payment to: Terra-Lynn Coggan C/O Bears For Bereaved Mommies 
 
Comment Here: 
 


