
Date: 

Name:        Employee ID Number:

Department:       Title:

Address: 

City:      State/Zip:

      Yes! I would like to make a gift to Methodist Hospitals’ programs through the employee giving program.  

Employee Giving Program  

Please select your payment method and gift level.

Payroll Deduction - Complete the front and back of this form and return it to the Foundation Office.

Credit Card - I want to make a one-time contribution
by credit card in the amount of $____________

Check One:        Visa        MasterCard         AmEx         Discover

Check/Cash - I want to make a one-time contribution
in the amount of $_________

Check One:  $______ Cash    $_____ Check / #________

Payroll Deduction Examples:
  $1 per Pay Period ($25 per year)

  $5 per Pay Period     ($130 per year)

  $10 per Pay Period   ($260 per year)

  $25 per Pay Period   ($650 per year)

  $40 per Pay Period   ($1,040 per year)

  ___ Your Preferred Amount (Amount x 26 = $_____ per year)

Name: 

Card Number:     Exp. Date: 

Today’s Date: 

Signature: 

Please make your check payable to Methodist Hospitals Foundation regardless of giving designation.

I wish to designate my
donation as follows:

*As part of the “Everyone Matters” 
Employee Giving Program, you may 
choose to support your co-workers 
during a time of personal need by 
making a donation.  

06/21

___ Methodist Family
       Angel Network*
___ Nursing at Methodist
___ Area of Greatest Need
___ Other:
       Specify ___________________
       __________________________
       __________________________
       __________________________



Payroll Deduction Authorization
“Everyone Matters” Employee Giving Commitment

Date: 

Name:        Employee ID Number:

Department:       Title:

Address: 

City:      State/Zip:

      Yes! I would like to make a gift to Methodist Hospitals’ programs through the employee giving program.  

I hereby authorize the payroll deduction as indicated above and on the reverse side of this form for the 
Everyone Matters Employee Giving Program.  I understand that this form constitutes a declaration of
my intent to pay and may be revised upon request if my circumstances change or if I instruct otherwise.

Employee Signature         Date 

Methodist Hospitals Foundation Executive Director     Date

Please select your payroll / gift level.

  $1 per Pay Period ($25 per year)

  $5 per Pay Period     ($130 per year)

  $10 per Pay Period   ($260 per year)

  $25 per Pay Period   ($650 per year)

  $40 per Pay Period   ($1,040 per year)

  Your Preferred Amount (Amount x 26 = $_____ per year)

  Opt-Out Confirmation

I, ________________________________________________ (Employee Name), would like to

cancel my automatic payroll deduction from my paycheck

________________________________________      ____ /____ / ______     ________________

 

Please return completed form to Foundation Office, Northlake Room S102 
or email to: mdiaz@methodisthospitals.org

Signature Date Employee Number


