
Donor levels:		

 $100	  $500	  $1,000     $5,000 

	Other amount_____________________________

Enclosed is my (our) gift of $___________________

If you’d like to support a specific area, 
choose one below:

	Cataracts

	Macular Degeneration

	Glaucoma

	Early Youth Eyecare (EYE) Community Initiative

	Transportation Service

	Other_ __________________________________

	 _ _______________________________________

 Please contact me about a planned gift  
to the Phillips Eye Institute Foundation.

p h i l l i p s  eye    i n stit    u te   
f o u n d a tio   n 

The Phillips Eye Institute Foundation, a legacy of the former 
Mount Sinai Hospital Foundation, is committed to advancing 
Phillips Eye Institute’s clinical and research goals. 

The Foundation supports:
•	Improving access to the latest in advanced eye care—all within a single 
hospital dedicated to preserving, protecting and restoring vision

•	Acquiring leading-edge technology to enhance patient care
•	Promoting ophthalmic medical education and research
•	Advancing eye health in our community

The Phillips Eye Institute Foundation is a 501(c)(3) non-profit organization operating solely for the 
purpose of furthering the mission and values of the Phillips Eye Institute. Donations to the Phillips 
Eye Institute Foundation are tax-deductible to the full extent of the law.

For more information, call 612-775-8758 or visit phillipseyeinstitute.com. 
2215 Park Avenue

Minneapolis, MN 55404
612-775-8758

Investing 
in Sight

 Yes! I want to support the Phillips Eye Institute through the Foundation.
Name (as you would prefer to be acknowledged):

________________________________________________________________________________________

	Please let my donation remain anonymous.   

  Please send me additional donation forms.

Address __________________________________________________________________________________

Phone ______________________________ Email _______________________________________________

	Check enclosed (payable to Phillips Eye Institute Foundation).

	My employer will match my contribution. 

	 Contact information for employer___________________________________________________________

	Please bill my credit card:

	Visa     Mastercard     Discover    American Express

Card number ______________________________________________________ Exp. Date_______________

Signature ________________________________________________ Phone___________________________

I would like this gift to serve as a tribute in honor/memory of:

________________________________________________________________________________________

Please acknowledge my gift to:

Name____________________________________________________________________________________

Address__________________________________________________________________________________
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