
 Commitment Form

Donor Information

Gift Commitment Details

Name(s): _______________________________________________________________________________

Organization (if applicable): _______________________________________________________________

Mailing Address: _________________________________________________________________________

Phone Number: ________________________________

Email Address: _________________________________

Total Pledge Amount: $___________________________________________________________________

Pledge Duration (up to 5 years): ____________________________________________________________

Payment Schedule: Preferred Payment Method:
[   ] One-time gift 
[   ] Annual installments
[   ] Quarterly installments
[   ] Monthly installments

[   ] Check
[   ] Credit Card
[   ] Stock Transfer
[   ] IRA/Retirement Distribution
[   ] Other: __________________________

Recognition Preferences

Name(s) as you wish to be recognized: _______________________________________________________

[   ] I/we wish to remain anonymous

Naming Opportunities (if applicable): ________________________________________________________

Matching Gifts

Will your employer match your gift? [   ] Yes [   ] No

Employer Name: _________________________________________________________________________

Signature

Donor Signature: ______________________________________________________________

Date: ______________________________

Co-signer/Spouse Signature (if applicable): _________________________________________

Legal & Tax Information

This pledge is a statement of intent and not a legally binding obligation.
Saratoga Hospital Foundation is a 501(c)(3) organization. Contributions are tax-deductible to the extent
allowed by law.
EIN: 14-1775218


