
 

Mahalo nui loa!  
If you have any questions please contact  

Kylie Arrell | Phone (808) 547-8141 | Cell (808) 292-1105 | Email karrell@stfrancishawaii.org 
St. Francis Healthcare Foundation of Hawaii | Tax ID #99-0240060 | 2228 Liliha Street, Suite 205 Honolulu, Hawaii 96817  

Phone (808) 547-8031 | FAX (808) 547-8034 
www.stfrancishawaiievents.org 

 

St. Francis of Assisi Spirit Award Gala 
Hilton Hawaiian Village, Coral Ballroom  

Saturday, July 21, 2018  
 

Table Sponsor Form 
 $25,000 Saints Sponsor   We  are not able to attend but would like to provide 

 $20,000 St. Marianne Cope Sponsor      St. Francis Healthcare System with a gift of: 
 $15,000 St. Francis of Assisi Sponsor       $2,000    $1,000    

 $10,000 St. Clare of Assisi Sponsor      $500        $100    

 $5,000 St. Anthony of Padua Sponsor  Other:_______________________________ 
 

PLEASE REPLY BY: Friday, June 15, 2018 

Name (As you wish to be recognized in collateral materials):  
 
__________________________________________________________________                    Date:______________________ 
Table/ 
Host Name:____________________________________________________ Title:______________________________________ 
Contact Name: 
If different from Table Host____________________________________________________________ Title:______________________________________ 

Signature: ________________________________________________________________________________________________________ 

Phone: ________________________________________________________ Email:_____________________________________ 

Mailing Address:___________________________________________________________________________________________ 

City:_____________________________           State:_____________ Zip Code:__________________________________ 
 

Payment Information 
 Please send an invoice for the amount of  $__________________ 

 Check 
Enclosed is my check made payable to St. Francis Healthcare Foundation 
in the amount of $___________ 

 Credit Card Please charge my credit card in the amount of  $__________________ 

      Type:    VISA              MasterCard            American Express              Discover 
Name of 
Cardholder:__________________________________________________ Expiration Date:________________________ 

Credit Card Number: _______________________________________ Security Code:___________________________ 
Billing Address 
If different from above:_______________________________________________________________________________________________ 

City:_____________________________           State:________________ Zip Code:_________________________ 

Signature:_____________________________________________________________________________________________ 
 


