
2022 Annual Meeting & Healthcare Awards 

Institute of Medicine of Chicago Sponsorship Contract 

Yes! I would like to become a sponsor 
Company Name__________________________________________________________________________  

Address ________________________________________________________________________________  

City __________________________State/Province _____________Country___________ Zip Code ______  

Phone_______________________________ Website___________________________________________  

Contact Person______________________________________Title________________________________  

Direct Phone____________________Email___________________________________________________  

Sponsorship Level (Please choose one) 

Leader $100,000___              Benefactor $50,000___     Partner $25,000___   

Friend $10,000___                 Innovator +/or Virtual Sessions $7,500___    

Supporter $5,000___            Colleague $1,000__       Table of  Eight  $2,500 ___  

Identify session number, if applicable_______________________________________________ 
Other (briefly describe) ___________________________________________________________________ 

Payment Information  
____Check enclosed, payable to: Institute of Medicine of Chicago  

Credit Card:         ___ American Express  ____Master Card   ____Visa  ____ Discover  

Credit Card #____________________________________________ Exp. _____/____Security Code ______ 

(3‐4 digits on the back of the card if using Master Card or Visa; or on the front of the card if using American Express.) 

Name on Card___________________________________________________________________________  

Mailing Address (if different from above)_____________________________________________________ 

City___________________________ State/Province_____________ Country___________ Zip__________  

Authorized Signature ___________________________________________________Date______________ 

Please print form and complete all information. 

Send your completed form to iomcstaff@iomc.org  or mail your completed form and check to the Institute of 
Medicine of Chicago, P.O. Box 11793, Chicago, IL  60611. Contact us at 312.709.2685  or send a message to 
iomcstaff@iomc.org if you have any questions. 


