The Doctors Company M atching Gift Program
Application for Matching Contribution

Employee Name:

Employee #:

*Name of Eligible Organization Receiving Contribution:

Address:

City:

State:

Zip:

Amount of Contribution: $
Proof of contribution is required (canceled check, receipt, etc)
(Contributions made by spouse, significant other or othersresiding in the household do
not qualify for the Matching Gift Program)

Company Matching Contribution: $

| certify that the above organization is an eligible organization per The Doctors Company
Matching Gift Program Guidelines and | have made the gift | am asking to have matched.

Print Name Signature Date

IRS Tax-Exempt ID# (Required for Approval)

RETURN FORM TO:
Alina Gomez
Government Relations
Agomez@thedoctor s.com
(707) 226-0184

* To confirmthe appropriate | RS status of an organization, contact Alina Gomez at ext.1184



