
2016 Donor Pledge Form 

Date: __________________________ Employee ID: ________________________ 

First Name: __________________________________ Middle Initial: ______ Last Name: ________________________________ 

Address: _________________________________________________________________________________________________ 

City: _____________________________________ State: ______________________ Zip: __________________________ 

Email: __________________________________________________________________ Phone: _________________________ 

Initial to Remain Anonymous: _________________ 

Payroll Deduction – I authorize my employer to withhold: 

$_________Per Pay Period x 26 pay periods to make a total pledge of $__________________

New Hire Only: $________Per Pay Period x ______to make a total pledge of $____________ Starting Date:_______________

$_________ One Time Payroll Deduction

__________Direct my pledge to Community Health Charities to use in supporting all of our member charities. 

Direct my pledge to the following agencies: 

Agency ID: _______________ Amount: _______________ Agency ID: _______________ Amount: _______________ 

Agency ID: _______________ Amount: _______________ Agency ID: _______________ Amount: _______________ 
Agency ID: _______________ Amount: _______________ Agency ID: _______________ Amount: _______________ 
Agency ID: _______________ Amount: _______________ Agency ID: _______________ Amount: _______________ 
One time check in the amount of ________________ made payable to Community Health Charities. 

Credit card donation: All card donations are processed by our secure giving site, www.givingmatters365.org/ccgifts  Please 
be sure to include the name of your company in the comments section to ensure your gift is added to the total campaign 
report. 

Changing Lives. Health Matters. Join Us. Thank you for joining us in changing the lives of our neighbors in need. 
Would you like to receive an email acknowledgement of your gift? Yes: _____ No: _____ 
I give Community Health Charities permission to share my information with my designated charities. Yes: _____ No: _____ 

Signature: _________________________________________________________ Date: __________________________________ 

IMPORTANT TAX INFORMATION:  Per IRS Notice 2006-110, please retain a copy of this pledge form for your tax records.  For payroll deduction gifts, this 

pledge form and a copy of your check stub should meet IRS requirements.  Consult your tax professional for circumstances that relate to your specific case. 

About You

Pledge/Billing Information

Processing Information and Authorization

SCOTT COUNTY

http://www.givingmatters365.org/
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