
Brookhaven Memorial Hospital Development Office, 101 Hospital Road, Patchogue, New York 11772

If you would prefer to make your donation by mail, please complete the form below and mail it with your
check to the address above.

Last Name ____________________________________   First Name ____________________________________ 

Address ____________________________________________________________________________________ 

City ________________________________________   State __________________   Zip ___________________ 

Phone ___________________________________   E-mail ____________________________________________ 

Frequency (please choose one) Annual Gift      Monthly Gift      One-Time Gift

Donation Amount (US) $ _______________________________________________________ 

Credit Card Type (please choose one) Visa      MasterCard      American Express 

Credit Card Number __________________________________________  Expiration Date ____________________

The following section is optional.

Type of Donation (optional) Honor Donation      Commemorative Giving

Gift in Honor/Memory of (optional) _______________________________________________ 

Please send notice of this gift to the following person. (optional)

Last Name ____________________________________   First Name ____________________________________ 

Address ____________________________________________________________________________________ 

City ________________________________________   State __________________   Zip ___________________ 

Phone ___________________________________   E-mail ____________________________________________ 

Generous community support has enabled the Medical Center to maintain its high quality, compassionate medical care
for nearly forty years. Each contribution is vital to our mission and each one helps us provide services for our communi-
ty. If you are interested in exploring additional planned giving opportunities or if you would like additional information
please call us at 631-654-7759.


