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Thank you for making a donation to Calhoun Liberty Hospital, serving the residents of Calhoun and
Liberty counties, as well as the surrounding areas. This hospital is the heartbeat of our community, and
we appreciate your support.

Payment information:

D Check enclosed $ DCharge to my credit card $

(Payable to Calhoun Liberty Hospital Association) | |visa| | MasterCard [ | American Express| | Discover
Name on Credit Card:
Card Number: Expiration Date: CVV:

(CVV: 3 digits on the back of card for Visa, MasterCard, or Discover and the 4 digits on the front of American Express.)

D My Employer offers a matching gift program.

(Name of Employer)

DHOW would you like your name to be published?

(Social media, print media, etc.)

DI would like my donation to remain anonymous?

Personal Information/Authorization:

Name: Phone:
Address:

Email:

Signature: Date:

Submit to: (Please print and complete form before submitting.)

Via Mail: Calhoun Liberty Hospital, 20370 NE Burns Ave Blountstown, FL 32424
ATTN: Donations

Via Email: donation@calhounlibertyhospital.com

Via Fax: (850)674-1649

We respect your privacy! Please know that personal information will not be shared with any other organizations.

CONTRIBUTIONS MAY BE TAX DEDUCTIBLE TO THE FULLEST EXTENT OF THE LAW. CALHOUN LIBERTY HOSPITAL
ASSOCIATION IS A 501(C)3 NOT-FOR-PROFIT CHARITABLE ORGANIZATION REGISTERED IN THE STATE OF FLORIDA UNDER THE SOLICITATION OF CONTRIBUTIONS
ACT (REGISTRATION CH 12718). A COPY OF THE OFFICIAL REGISTRATION AND FINANCIAL INFORMATION MAY BE OBTAINED FROM THE DIVISION OF CONSUMER
SERVICES BY CALLING TOLL-FREE 800-435-7352 WITHIN THE STATE. REGISTRATION DOES NOT IMPLY ENDORSEMENT, APPROVAL OR RECOMMENDATION BY THE
STATE. EIN: 59-3051173
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