
Please complete this entire form and mail with donation.   
Make a copy of the form for your records. 

 
 
 
Honoree Information  
* Honor Gift Type: Required Honor gift type is required.    

 
 
 

Choose the memorial gift only if the person you are honoring is deceased. 
 
In Memory of___________________________    
 
In Honor of ____________________________ 
  
Honoree Title:   
 Mr., Mrs., Dr., Ms.: ______________ 
  
* Honoree Name: Required Honoree name is required.   
 
 ________________________________________________ 

  
Gift Information  

Select A Gift Amount:  
  $35.00 __________ 
  $60.00 __________ 
  $120.00 _________ 
  Enter an Amount : __________     

             
Optional Gift Notification  
 Recipient Title: Enter the name of the person that should be contacted regarding this gift.   
 
 ___________________________________________ 

  Message Body: This message will be sent to the notification recipient.   

 
 

______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 

Check this option to include the amount of your gift in the message.  
  
Yes, include the gift amount in the message. __________ 
 
 No, do not include the gift amount in the massage. ________ 

   
 



Please complete this entire form and mail with donation.   
Make a copy of the form for your records. 

 
  Recipient Street:   

 _______________________________________________________ 
 
 
  Recipient City:   
 _______________________________________________________ 
  
  Recipient State/Province:   
 _______________________________________________________ 
  
  Recipient ZIP/Postal Code:   
 _______________________________________________________ 

 
 

 
Donor Information: 
 
Name: __________________________________________________ 
 
Address: ________________________________________________ 
 
City, State, Zip: __________________________________________ 
 
Company/Business: _______________________________________ 
 
Phone: _________________________________________________ 
2nd Phone Contact: ________________________________________ 
 
Make Checks Payable to: Kern Autism Network-Autism Society Chapter 
Mail to: Kern Autism Network-Autism Society Chapter 
15401 Lake Berryessa Court 
Bakersfield, CA 93314 
 
A receipt thank you letter will be sent for tax deduction purposes. 
   
 
The Autism Society Chapter -Kern Autism Network (KAN) is a non-profit organization 
of parents, grandparents, professionals, and other individuals that have an interest in 
Autism. Our mission statement sums up our goals: "Autism Society Chapter Kern Autism 
Network provides support, awareness, information and education to families, 
professionals and the public throughout Kern County. We work towards cooperation, 
coordination and the creation of services between individuals and agencies. We strive for 
the advocacy of research, education and inclusion for individuals challenged with 
Autism." 
 
FOR FURTHER INFORMATION CONTACT: (661) 588-4235 
FAX: (661) 588-4235  
Email: kernautism@gmail.com  
Website: www.kernautism.org 
FACEBOOK: Kern Autism Network 
Tax Id: The Autism Society is a not-for-profit 501(c)(3) organization. Donations are tax-deductible. Our 
federal tax ID number is 77-0451608. 


