
Name _______________________________________________________
Agency______________________________________________________
Address _____________________________________________________
City _____________________State ____ Zip ____County __________
❏ Home   ❏ Work   ❏ Cell Phone _______________________________
Email _______________________________________________________
❏ Please do not publish my name as a contributor.
Please note that MACMH does not sell or share its mail list.

This gift is       ❏ in memory of         ❏ in honor of   
Name _______________________________________________________

Please notify the individual(s) below about this donation.
Name _______________________________________________________
Address _____________________________________________________
City _____________________________State _____Zip ____________

Select your level of donation
❏ $1000      Mover & Shaker
❏ $500        Advocate
❏ $100        Partner
❏ $50          Supporter
❏ $25          Friend
❏ $_____    Surprise us!

❏ Check enclosed (payable to MACMH) 

❏ Please charge my gift to:
❏ Visa    ❏ Mastercard

Name (on card) _______________________________
Card # ___________________________________
Exp _______Billing Address ____________________
________________________________________

City _________________State ____ Zip ________
Signature _________________________________
MACMH thanks you and will mail an acknowledgement for your donation.  Your con-

tribution is tax deductible in accordance with the law. 
Please check with your employer regarding a Matching Gift Program.

Minnesota Association for Children’s Mental Health
Donation Form

Please return your completed donation form and payment to:
MACMH • 165 Western Avenue N, Suite 2 • St. Paul, MN 55102

651-644-7333 • www.macmh.org

❏ Please use my 
donation to support
O p e n • U p
MACMH’s new arts-
based community
outreach.


