
*Restrictions and endowment funds are established and managed according to policies governed by the PFC Board of Directors. The PFC Board reserves the right to 

modify or remove any restriction in the event there is a frustration of its purpose or if the purpose become unreasonably burdensome.  

 

 

Donations 
 

Thank you for wanting to make a difference!  It is only through tax-deductible donations from people like you 

that we are able to continue our efforts to promote the safe and effective use of medications.  
 

I would like to contribute: 

�    President’s Circle ($5,000+) $________          �    Executive Level ($1,000-$4,999)           $________ 

� Director Level ($250-$999)      $________   �    Benefactor Level ($100-$249)               $________ 

�    Donor Level ($1-$99)               $________   �    Other             $________ 

 

�    This Donation is a Tribute to/In Memory of:__________________________________________________ 

 

If you wish, you may restrict your contribution to one of the following areas:* 

� PFC Operating Fund        

� Outreach/Education        

        � Patients & Caregivers  

        � Pharmacists & Healthcare Professionals 

� Donald & June Salvatori CA Pharmacy Museum  

 

 
 

� Awards/Scholarships - please specify if desired. 

� Jane Boggess Advancement of Pharmacy Practice 

Award 

        � Michelotti Public Health Prize 

        � Robert C. Johnson Student Scholarship^ 

        � Max & Bess Stollman Excellence in Patient  

 Consultation Award^

^These programs are supported by income from endowments.  If you would like your donation to not be directly spent on funding or administering 

these awards but instead be added to the permanently restricted endowment fund, please initial here:________.* 

 

Name _______________________________________________________________________________________ 

Address _____________________________________________________________________________________ 

City __________________________________________________ State _______________ Zip ______________ 

Phone _________________________________________ Email _______________________________________ 

                           

� I’d like to donate by CREDIT CARD.  (Please complete the following and fax this form to (916) 779-1411) 

     This is a:     � MasterCard    � Visa      � AmEx 

Card# _________________________________________  Expiration Date  _______/_______/_______ 

Card Holder’s Name (if different from above) ______________________________________________ 

Card Holder’s Billing Address (if different from above)______________________________________ 

_______________________________________________________________________________________ 

Card Holder’s Signature _________________________________________________________________ 

OR 
 

�    I’d like to donate by CHECK. Please mail this form with your check to:  

Pharmacy Foundation of California, 4030 Lennane Drive, Sacramento, CA 95834 
 

If you would like you contribution to be considered an anonymous donation, please initial here______.  

Otherwise you will be recognized as a donor on PFC’s website and relevant publications. 


