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Pledge form for the Tim McFarland Memorial Scholarship Endowment
In consideration of the gifts of others, I/we pledge the sum of $
.

My/our gift will be matched by:

Amount of match:   $




(Company)
Payment enclosed $

$3600- $60/month for 60 months starting on 
Balance to be paid as follows:
Month

Year

Amount


   

  

$






$






$






$

___ Please send me a reminder




$

Direct Payment Plan:  Complete the other side of this form to authorize the Foundation to make electronic transfers from your checking/savings account.

Other payment plan 

Please designate my gift as follows:

$

Purpose (please specify) Tim McFarland  Memorial Scholarship Endowment
_____ You have my/our permission to publish my/our gift and the amount of my/our gift.

_____ I/we prefer my/our name and the amount of my/our gift not be publicized.

Name    


Spouse’s Name    


Address     


City  


State 

 Zip  

Home Phone 

Business Phone  

Email


Signature  

Date 

Signature  

Date 

Please make checks payable to The University of South Dakota Foundation and Mail to:

USD Foundation – P.O. Box 5555 – Vermillion, SD  57069-5555

(The USD Foundation is a tax-exempt foundation for federal income tax purposes.)
1-800-521-3575 Fax (605) 677-6717 
If paying by check you are authorizing the USD Foundation to make a one-time electronic debit from your checking account in the amount of your check.  If you do not want your check converted electronically or you have questions, call the USD Foundation at 1-800-521-3575 or 605-677-6703.
AUTHORIZATION FOR DIRECT PAYMENT

I authorize The University of South Dakota Foundation and the financial institution named below to initiate entries to my checking/savings account.  This authority will remain in effect until I notify you in writing to cancel it in such time as to afford the financial institution a reasonable opportunity to act on it.  I can stop payment of any entry by notifying my financial institution 3 days before my account is charged.

   (Name of Financial Institution)                                              (Branch)                                

   (City)                                                        (State)                        (Zip Code)
                      (Signature)                                                                        (Date)

(Name—Please Print)

(Address—Please Print)

Account No. ____________________________       Checking ___________       or Savings 


Designation of Gift: 


Frequency and Payment Amount:    Monthly $_________       Quarterly $_________       or

                                                         Other $


Total Amount of Payments $________________  

Begin Date ________________          Payments will be processed on the fifth day of the                                                                                 

                                                      month by the Foundation Business Office.  

End Date _________________ 

Financial Institution Routing Number _________________________________________________

                                         (Between these symbols |:    |: on the bottom left of your check) 

Staple Voided Check to this Form

