
 

The Imagine Guild of Seattle Children's Hospital  

Children’s Ride 17 Sponsorship  

 

I N V O I C E 

 
Please circle the amount of your desired sponsorship level.  Complete the form and return 

with payment in the envelope provided or to the address noted below. 

 
$10,000 $5,000 $2,500 $1,000 

 

Corporation Name_________________________________________________________ 

 

Contact Name____________________________________________________________ 

 

Address_________________________________________________________________ 

 

City_________________________________  State_________  Zip Code_____________ 

 

Phone (____)______________   Email ________________________________________ 

 

Payment Options: 

Personal/Business check payable to: The Imagine Guild 

 

Credit Card Payment: 

 

MasterCard _______ Visa _______ Discover _______ American Express ________ 

 

Account Number: _____________________________________  Exp. Date __________ 

 

Signature: ________________________________________________ Date  __________ 

 

 

 

Mailing Information: Seattle Children's Hospital Guild Association  

    Attention:  Wendy Funicello 

    PO Box 5371  

    Mail Stop S-200 

    Seattle, WA  98145 

 

 

 

 


