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Marshfield Clinic
Health System
Foundation




Donor Information:


Name: ___________________________________________________________


Address: _________________________________________________________


Phone Number: ____________________________________________________


Email Address: ____________________________________________________


Best Time/Place to Contact: __________________________________________

Intended Art Donation:

Please describe the item(s) you are interested in donating to Marshfield Clinic Health System Foundation. Attach a photo if available. Please include dimensions, media type, whether framed or unframed, etc. as applicable.  ________________________________________________________________

________________________________________________________________


________________________________________________________________


________________________________________________________________

Use of Donated Artwork:


Artwork being donated for:    display       sale    (circle one)

Value of Donated Artwork: ______________________________________________


If appraisal available, please attach a copy.
Other:

Please indicate if gift given in memory or honor of someone.  Describe special circumstances of this gift or the donor’s relationship to Marshfield Clinic Health  System Foundation that should be noted on recognition piece to be provided by Marshfield Clinic Health System Foundation.   

________________________________________________________________

________________________________________________________________

________________________________________________________________

Signature of Donor: _____________________________________________________

Date form Completed: ___________________________________________________
Email completed form to giving@marshfieldclinic.org or mail to:  
MCHS Foundation, 1000 N. Oak Avenue 1R1, Marshfield, WI 54449

For Internal Use Only:
Form Received by: ________________________________  Date: __________________
Reviewed by Art Committee on: _________________________

Action of Art Committee: 
________________________________________________
REQUEST TO DONATE ARTWORK TO MARSHFIELD CLINIC HEALTH SYSTEM FOUNDATION








