
U C  I R V I N E  H E A lt H  G A l A

HEALERS&HEROES
Celebrating the People of Orange County’s  

Only Comprehensive Cancer Center

SAtURDAy, APRIl 26, 2014

GUESt NAMES
Please check the box for any guest who prefers a vegetarian meal.

_______________________________________________________________________________    �

_______________________________________________________________________________    �

_______________________________________________________________________________    �

_______________________________________________________________________________    �

_______________________________________________________________________________    �

_______________________________________________________________________________    �

_______________________________________________________________________________    �

_______________________________________________________________________________    �

_______________________________________________________________________________    �

_______________________________________________________________________________    �

�  Special dietary needs:  ___________________________________________________

___________________________________________________________________________________

� Hero: $500,000 
� Healer: $250,000 
� Innovator: $100,000 
� vIsIonary: $50,000 
� UnderwrIter: $30,000 
� sponsor: $12,500 
� Individual tickets $1,000 x ______________ (total number)

� I/we are unable to attend, but wish to make a contribution of  

$___________________________

If applicable to the sponsorship level, please list company or individual name(s) in gala materials: _____________________________________________________________________

�  I/we wish to remain anonymous. 

I/we would like to support Healers & Heroes at the following level:

Full name ____________________________________________________________________________

Company name _____________________________________________________________________

Mailing address _____________________________________________________________________

City/State/ZIP _______________________________________________________________________

Daytime phone _____________________________________________________________________

Email _________________________________________________________________________________

Contact/assistant’s name __________________________________________________________

� My check for $ __________________ is enclosed. Make check payable to: 

UC Irvine Foundation (Memo line: UC Irvine Health Gala)

� Please charge $ _________________

to my: � Visa    � MasterCard    � American Express    � Discover

Card number ______________________________________________ Expires_________________

Name as it appears on card________________________________________________________

Billing address_______________________________________________________________________

City/State/ZIP _______________________________________________________________________

Signature ____________________________________________________________________________

For more information, contact Rhonda Halverson at rhonda.halverson@uci.edu or 714-456-6178.

Value of goods and services: All contributions exceeding the value of the dinner ($75 per person) may be tax-deductible to the maximum amount 
allowed by law. Please consult your tax advisor. If you wish to have your name removed from future Health Advancement fundraising requests, 

please email us at OptOutHealthAffairs@uadv.uci.edu, or call us toll-free at 855-824-3768.

Funds raised benefit the health of our community through
investment in UC Irvine Health cancer research and patient care.

� My contribution will support cancer research and patient care, 
wherever the need is greatest.

I would rather my contribution support the following area:

� UC Irvine Medical Center – Patient Care
� UC Irvine School of Medicine 
� UC Irvine Health-Department and/or Physician
__________________________________________________________________________________
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