UNIVERSITY OF ARKANSAS FOR MEDICAL SCIENCES
U AMS OFFICE OF INSTITUTIONAL ADVANCEMENT
AUTHORIZATION FOR ELECTRONIC BANK WITHDRAWAL
UMNIVERSITY OF ARKANSAS ; ; :
SO AEEICAL SCRCRS Gifts are to UA Foundation, Inc d/b/a UAMS Foundation Fund

For the UAMS Program Designated by the Donor
(Tax Exempt Foundation under 501(c)(3) - ID # 71-6056774)

Donor Name (include maiden name if applicable):

Home Address: City:

State: Zip Code: Email: Cell Phone Number :

Current UAMS Employee? : |:| NO |:| YES - Department:

UAMS Graduate? |:| NO |:| YES - Class of Graduation:

Giving Details:

Please designate my gift for:

Please withdraw, the 15th of every month in the amount of $

Start Date: Ending Date : This gift is beingmade:
|:| In Honor of |:| In Memory of

Send Notification of honor / memorial gift to : Name:

Address:

Electronic Bank Draft Authorization
Please enclose a voided check to process this authorization for verification purposes.

Name of the Account Holder(s):

Bank Name : City/State:

Bank Routing Number: ( on far left side of check):

|:| Checking Account |:| Savings Account Account#:

L, hereby, authorize University of Arkansas for Medical Sciences to draw drafts on my O Checking Account OR

OSavings Account gg stated above. If I wish to stop the withdrawals on an earlier date than stated above,
I will notify UAMS in writing at the address below.

Signature: Date:

Signature: Date:

Thank you for your gift! Please return completed form with your signature to:
UAMS Institutional Advancement : 4301 West Markham Street, Slot# 716, Little Rock, AR 72205

Contact information - 501.686.8200 or FoundationAdministration@uams.edu

Please keep a copy of this form for your records.

In January of each year in which you are enrolled in the electronic bank withdrawal program for your gift payments, you will receive a
receipt reflecting the total of your charitable gifts made through the automatic withdrawals.
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