
Yes! I want to help Knox Community Hospital grow to meet the needs of this community!

D O N O R  I N F O R M AT I O N

Name to be listed for recognition _____________________________________________________________________________ 

Mailing address  _______________________________________________________________________________________________ 

City  _____________________________________________________________    State/Zip  __________________________________ 

Phone ____________________________________________     Email   ____________________________________________________ 

MY GIFT $___________________ 

G I V I N G  O P T I O N S  

 Check enclosed payable to: The Foundation for KCH 

 Please contact me about planned giving. 

 Please invoice me. 

 Credit card gift—please complete section below. 

  __  American Express   __ Visa 

  __  MasterCard   __ Discover 

Name on Card _______________________________________________ 

Account #____________________________________________________ 

Exp. Date ____________________  Security Code  ______________ 

Signature  ____________________________________________________ 

Please sign/print this form then mail to the address listed below. Thank you.
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