
Bo s t o n Un iv er s it y School of Medicine 
Whitaker Cardiovascular Institute 

Do n a t io n Fo r m 

Date :_ _ _ _ _ _ _ _ _ _ _Abo ut Yo ur Gif t:

This contribution is in support of the Whitaker Cardiovascular Institute Gift Fund 

□ in Memory of  _______________________________________
□ in Honor of      _______________________________________ 

Person’s name  

Name and address of the person whom we 
should send a letter acknowledging the gift: 

Can we mention this gift in our center’s newsletter? Yes No 

Abo ut Yo u: 

_______________________________________________________________________________________________ 

First Name     Last Name 

_______________________________________________________________________________________________ 

Address          Apt # 

_______________________________________________________________________________________________ 

City     State Zip/Postal Code 

________________________________ ____________________________________

Telephone Number  Email Address 

Abo ut Yo ur Paym e n t: 

Gift Amount $ ____________________ 

Method of Payment:  

□ Credit Card see below

I authorize Boston University to collect my gift from a credit card account, as specified below (select one): 

□ Single Payment of the total gift amount above
□ _____ Equal Monthly Payments starting in ______ / 20__ and ending in __________.

Credit Card Type (circle):  Visa      MasterCard      American Express Discover  

Credit Card Number: ____________________________________ 

Expiration Date:  _______ / ________   Name on Card: _________________________________ 

□ Check  Please make payable to: Trustees of Boston University and in the memo section note: Whitaker 
Cardiovascular Institute Gift Fund

Please mail to: Nancy Clinton, MBA Whitaker Cardiovascular Institute 700 Albany Street, Boston, MA 02118

 For questions please contact: nclinton@bu.edu or call (617) 358-8202

Thank you! Your generous gift will help support our mission to fight cardiovascular disease 




