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Campaign for Methodist Hospital Gift Pledge Form Complete & return to Methodist Health Foundation, PO Box 7168, Indianapolis, IN 46207
Name _____________________________________________________Employee ID# _______________
Company _____________________________________________________________________________
 

(if not a Clarian employee) 

Hospital _________________________Building __________________________ Room # ____________
Home address_________________________________________________________________________
Telephone _________________________________E-mail______________________________________
Gift Opportunities Choose one of three options below.
· 1. BEACON CLUB – I wish to pledge 1 hour of pay per month – hourly rate will be divided evenly over each pay period; beginning ___________, for _____ years. Total pledge $________.
        (mm/dd/yy) 

· 2. I wish to make a gift of $_________. My gift is (mark appropriate circle) 
· A one year commitment of $_________per pay period for 26 pay period beginning ____________ Total pledge $_________.     

           (mm/dd/yy)
OR

· A multiple-year pledge of $____________ per year for _________ years.  Total pledge $_________ (amount will be evenly distributed over 26 payments each year of pledge).
· 3. I wish to make a one-time gift of $________ via (mark appropriate circle)
· Payroll deduction, beginning ____________.

                                                             (mm/dd/yy)
OR
· Credit card or check (if credit card, complete information below). 

Card # Visa___________________MasterCard___________________Discover___________________
3-digit Security Code (VCN)________________________Expiration Date________________________
Gift Allocation How you want your gift to be utilized. 
· Critical Care Bed Tower


· Nursing Endowment & Education
· Physician Endowment


· Other____________________

Recognition How your name is to be listed for recognition purposes.

Name___________________________________________Date ________________________________________

                                      (mm/dd/yy)

Payroll Deduction Authorization Information

Employee authorizes Clarian Health to deduct and withhold payroll from each bi-weekly pay until entire gift amount has been paid. Employee may revoke authorization at any time by providing written notice to Clarian Health Payroll Department (950 N. Meridian Street, Suite 1200, Indianapolis, IN 46204). 
