M AT H E R “We embrace your commitment to help

: us continue the tradition of excellence
|H OSPITA L| by building for tomorrow’s healthcare.”

DONATION FORM
DONATION INFORMATION
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[1 pkefer to give $

Please direct my gift to:
mefer to direct my donation to:

(your program of choice)

[ Thik gift is in Memory / in Honor / in Celebration of:

(please circle one)

Name and address of bereaved family / person being honored or celebrated:

Lvd L[mbk. [md [ Mibs

Name:

Address:

City: State Zip Code
Telephone: Fax: Email:

mcheck/money order is enclosed, made payable to the JTM Foundation.
[ ipkfertouse my: [Vida [ MisterCard [Adex [ Dibcover

Cardholder’s Name:

Card Number:

Exp. Date: Cardholder’s Signature:

Please fax this form to the JTM Foundation at (631) 476-2792, or mail this form with a check to:
The JTM Foundation, 75 North Country Rd., Port Jefferson, NY 11777

For more information, please call (631) 476-2723 or e-mail publicaffairs@matherhospital.org

Legal name and Charitable Registration Number Legal Name: The JTM Foundation, Tax Identification Number: 11-271-4670
John T. Mather Memorial Hospital Tax Identification Number: 11-163-9818



