
I would like to contribute through Payroll Deduction.
This pledge form serves as authorization for Doylestown Hospital to make payroll deductions as indicated below.

Please deduct the following amount from my bi-weekly pay:

$3.85 $7.70 $10.00 $23.08 Other: $_______________

I would like to continue deducting this amount per pay period for:

1 year/26 Pay Periods 2 year/52 Pay Periods 3 year/78 Pay Periods

4 year/104 Pay Periods 5 year/130 Pay Periods

Please deduct the following one-time gift from my next paycheck:

$25 $50 $100 $250 Other: $______________

I would like to contribute by making an Outright Gift.

My check (made payable to Doylestown Health Foundation) for $___________  is enclosed.

Please charge $_________ to my credit card.

DiscoverVisa Mastercard American Express
Quarterly AnnuallyCharge: Once Monthly

Recurring gifts will be processed when the gift is received unless otherwise notified.

Name on Card __________________________________________

Card Number ___________________________________________

Expiration Date ________________    Security Code ___________

Please direct my contribution to the following:

Fund for Doylestown Hospital
Supports priority capital needs of Doylestown Hospital.

Other: ________________________________________________________
To learn if there is a Doylestown Health Foundation Fund for the program or service line 
you would like to support, please call 215.345.2009.

Contact Information:

Employee Name ___________________________________________________

Associate ID # ___________________    Dept. __________________________

Home Address ____________________________________________________

_________________________________________________________________

Phone Number ____________________________________________________

Email Address _____________________________________________________

Signature ______________________________________   Date _____________

I would like this gift to remain anonymous.
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