
University of Missouri-Columbia 
Department of Family and Community Medicine

Name ______________________________________________________________________________________________________________________

MAILING ADDRESS ____________________________________________________________________________________Check one:  pWORK    pHOME

CITY ______________________________________________________________________ STATE _________ ZIP CODE __________________

telephone (WORK) ______________________ (HOME) ______________________ e-mail __________________________________________

Please deposit my gift to the (check one):
		 		 	 p future of family medicine Endowment 
		 		 	 p JACK AND WINIFRED COLWILL ENDOWED CHAIR
		 		 	 p WILLIAM C. ALLEN ENDOWED PROFESSOR 

p Please accept my pledge of $_____________ (Total Contribution)  I pledge to give $_________ for  p Two Years   p Three Years   p Five Years   p Ten Years   

OR   

p Please accept my GIFT of       p $25,000        p $20,000         p $15,000        p $10,000       p $5,000         p $1,000         p $500       p OTHER $___________

Please provide payment information:
	 p Check enclosed  (Please make checks payable to:  mu FAMILY MEDICINE ... THEN add NAME OF the ENDOWMENT.) 

 	 p CREDIT CARD  (Please provide credit card number, expiration date, and your signature.)  Please use one of these cards:   p MASTERCARD     p visa      p discover             

          

CREDIT CARD NUMBER ____________________________________________ exp. date _______ signature __________________________________________________  

recognition name(s)  (Indicate how you would like your name listed on our department honor rolls.)  

_______________________________________________________________________________________________________________________________________________________________

	 	
Please complete this form and send it with your donation to:

MU FAMILY AND COMMUNITY MEDICINE 
M226 Medical Sciences Bldg, DC032.00   —   Columbia, MO  65212 


