
fAPM Donation Form 
Foundation of the Academy of Psychosomatic Medicine 

5272 River Road, Suite 630 
Bethesda, MD 20816 

Foundation Contact: Tina Lehman  
clehman@paimgmt.com 

 
_____________________________ _____ ____________________________________ 
First Name               M.I. Last Name 
________________________________________________________________________ 
Street Address 
__________________________________ _____ ______________________________ 
City      State Zip/Postal Code 
__________________________________ ____________________________________ 
Country     Telephone 
__________________________________ ____________________________________ 
Email address     Fax number 
 
Check Amount ____________   
 
Credit Card Amount in US Funds  _______________ 
________________________________ _____/_____ _______________________ 
Credit Card Number (Visa, MC, Amex) Exp. Date Security Code 
________________________________________________________ 
Name on Card 
________________________________________________________ 
Signature 
 
Is the donation in honor of someone?  If so, please fill out the following section: 
 
Name of honoree ________________________________________________________ 
 
Occasion (Optional) ______________________________________________________ 
 
Name & address where the acknowledgement should be sent: 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 
 
 
 

Thank you for your donation. 
Please mail this form to the address above or fax to (301) 656-0989. 


