BROADLAWNS MEDICAL CENTER FOUNDATION

Yes! I wish to support the Broadlawns Medical Center Foundation.

Gift amount: $

Name

Please print your name(s) as you would like to be recognized.

O This gift is anonymous. Donors checking this box will not be listed on the plaque.

Address

City, State, Zip

Phone Email

Gift or Pledge  The total amount shown above is O an outright gift OR Oa pledge

Designate this gift toward:

Pledge Payment Pledges to be paid over a

Schedule
-year period. Balance to be paid as follows:
(a 3-year maximum) Year Amount
Total pledge $
Paid herewith $
Balance due $
I would like to receive a pledge payment reminder in the following month(s) (please circle):
JAN FEB MAR  APR MAY  JUN JUL AUG SEP OCT NOV  DEC
Honorary or | would like to pay special tribute to the person below: Jin memory of  [Jin honor of

Memorial Gift

Name (please print)

Please make your | want to make my gift or pledge payments using my credit card:
check payable to

I:l MasterCard I:I VISA D American Express DDiscover
Broadlawns o )
. Expiration date Security Code
O andation LLLITTTTITTITIT0] M- LT
Foundation
Signature Date

Broadlawns Medical Center Foundation - 1801 Hickman Road * Des Moines, IA 50314 ¢ (515) 282-2496
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