
I/We are pleased to support Med Center Health Foundation’s initiative(s).
PLEASE CHECK ONE

q UNRESTRICTED - Designated at the discretion of the Foundation for future healthcare initiatives

q RESTRICTED - Designated Fund Choice: _______________________________________________

q I/We wish this gift to be anonymous.

q In Honor of:________________________________________________________________________________

q In Memory of: ______________________________________________________________________________

We recommend you check with your tax advisor regarding the deductibility of your gift.

MY PLEDGE IS FOR A TOTAL OF $_____________ TO BE PAID AS FOLLOWS:

	 1ST QUARTER	 2ND QUARTER	 3RD QUARTER	 4TH QUARTER

2025	 ________________	 ________________	 ________________	 ________________

2026	 ________________	 ________________	 ________________	 ________________

2027	 ________________	 ________________	 ________________	 ________________

2028	 ________________	 ________________	 ________________	 ________________

2029	 ________________	 ________________	 ________________	 ________________

PLEASE PRINT ALL INFORMATION:

Company/Name(s): __________________________________________________________

Address:________________________________________________________________________

City: ____________________________________________________  State: ______   Zip: _____________ 

Work: (____) _________   Cell: (____) _________   Home Phone: (____) _________ 

Email: __________________________________________________________________________

Special instructions: ____________________________________________________________________________

As you wish it to be 
listed for recognition

q I/We have enclosed our first payment of $________________

q Payroll deduction beginning on______________ $__________ per pay period

I/WE PREFER TO PAY $_____________ BY (CHECK ONE):

q VISA  q MasterCard  q American Express  q Discover  q Electronic Funds Transfer (EFT) .

q Annually  q Bi-annually  q Quarterly  q Monthly

Account/Card Number: _______________________________________  Expiration Date: ________________
q Please automatically charge this account when future pledge payments are due.

Signature(s): ____________________________________________ Date: ________________

Payable to Med Center Health Foundation

Pledge Form
 800 Park Street • Bowling Green, KY 42101 • 270-745-1535 • ColeKM@mchealth.net • mchealth.foundation

We will need a voided check


