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Cradle Club Footprint Wall

[J $50 - Includes 1 infant footprint on Cradle Club Wall

[ $75 - Includes 1 infant footprint on Cradle Club Wall &
1 infant footprint ornament for your home.

[] Other amount:

My gift is made: [Jin honor of []in memory of

IN SUPPORT OF:

TINY STEPS
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technological advancement and exemplary care to patients, while
St. Anthony’s Charitable Foundation
10010 Kennerly Road ¢ MOB-A, Suite 150
phone: 314-525-7330 e fax: 314-525-7376

employees opportunities to partner with St. Anthony’s in bringing
serving the needs of the uninsured and underinsured.

St. Anthony’s Charitable Foundation is a nonprofit 501(c) (3)
tax exempt organization that was founded in 2007 to provide
patients, individuals, businesses, foundations, physicians and

L
PARENT'S NAME (parental authorization required)

PARENT’S DATE OF BIRTH

Request the release to St. Anthony’s Charitable Foundation's staff the
footprint in the medical record of:

BABY'S NAME

NAME OF CHILD (only first/middle names will appear)

BIRTH DATE BOY OR GIRL
[J Please imprint with a general footprint
ST. ANTHONY'S ..OR
haritable
Foundation

BABY'S BIRTH DATE

I understand that this is Protected Health Information and will be used for the single use and purpose of
imprinting a commemorative ornament(s) that will be displayed publicly. All paper copies other than the
original footprint/record will be destroyed within 30 days of this authorization. I understand that I may
receive a copy of this authorization upon request. I understand that I may revoke this authorization at
any time by notifying St. Anthony’s Medical Center in writing, but that any such revocation will not have
any effect on any actions taken before receiving the revocation.

SIGNATURE DATE




t. Anthony’s Family Birth
Center offers exceptional services

to every baby entrusted to our

Donor generosity also enables St. Anthony’s to be the only
medical center in the St. Louis area to provide a free
follow-up visit to more than 1500 babies every year.
These visits ensure that our infants are thriving at home and
provide one-on-one lactation counseling to nursing mothers.

care, from the earliest stages of in-utero
development through the critical first
weeks following their births.

The Cradle Club gift you make today directly impacts

the continued health, nutrition and safety of St. Louis’
newborns by allowing St. Anthony’s to provide expertise

driven care unique among area hospitals.

Celebrate a new
life by adding a
footprint on the
Cradle Club Wall
or making a gift
in honor of a:

« Baby

e New Parent
» Grandparent
o Caretaker

Cradle Club contributions ‘ﬁ N w
allow St. Anthony’s Family ! <

Birth Center to maintain a state-of-the-art Perinatal Center

that supports high-risk pregnancies, as well as an

advanced Special Care Nursery, with neo-natal specialists to

help our most vulnerable patients overcome respiratory
difficulties, cardiac distress, premature birth and

other special care needs.

Cradle Club Pricing:

¢ $50 -1 infant footprint on Cradle Club Wall.

e $75 -1 infant footprint on Cradle Club Wall &
1 infant footprint commemorative
ornament for your home.

e Tax deductible honor gifts of any size
are welcome and appreciated.*

*St. Anthony’s caregivers recognized by an
honor gift receive a lapel pin acknowledging
their excellent service.

ly Birth Center
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NAME (As you would like to be acknowledged)

St. Anthony’s Charitable Foundation

10010 Kennerly Road - MOB-A, Suite 150 - St. Louis, MO 63128

ADDRESS

[J I would like to purchase a footprint to be displayed on the

ZIp

STATE

CITY

cradle club wall (please provide required information on reverse side) OR

[J T would like to make a gift of: (Please fill out information below)

0] $25

PHONE EMAIL ADDRESS

0$

1 $100

[1$50

[] Enclosed is check (made payable to St. Anthony’s Charitable Foundation) OR

[] Please charge my credit card (Please fill out information below)

] Visa

(Nurse, physician, staff, department(s), parent(s), grandparent(s), or baby).

IN HONOR OF

[] AMERICAN EXPRESS

] DISCOVER

] MASTERCARD

Send notification of this gift to: (optional)

NAME ON CREDIT CARD

NAME

EXP. DATE

CREDIT CARD #

ADDRESS

SIGNATURE

Z1P

STATE

CITY



