
Anchorage Museum Donation Request Form 
Please complete and return this form for consideration of your request for in-kind sponsorship or donations. 

Mail: 625 C St. Anchorage, AK 99501 - Fax: 907-929-9290

 Today’s Date: ______________         Date of Event: ______________________ 

 Name of Event: ________________________________________________________________________________ 

 Organization Name: ____________________________________________________________________________ 

 Mailing Address: ________________________________ City, State: ______________________ ZIP: __________ 

 Contact Phone: _______________________    Contact E-Mail: _______________________ 

 Name and Title of Organization Contact: ________________________________________________________ 

Type of 
organization:

 Arts &Culture

 Education

 Tourism/Travel

 Social Services

 Other (describe)

 Please provide your federal tax exempt identification number: ____________________________________ 

 Brief description of organization: _________________________________________________________________ 

 _________________________________________________________________________________________________ 

 How many people will be affected by your organization or this event: ______________________________ 

 Have your received support from the Anchorage Museum in the past? _____________________________ 

  If so, who, and in what capacity? _________________________________________________________________ 

Are Anchorage Museum employees involved in your organization?   Yes  No

  How will the Anchorage Museum be recognized for its support? ____________________________________ 

  __________________________________________________________________________________________________ 

  Signat re _________________________________________ u Internal Use Only
Date Reviewed: 
 Approved  Not Approved

E-mail: sbellah@anchoragemuseum.org Phone: Stephanie Bellah, 907-929-9271
Please note that all requests must be received at least 30 days prior to your event.




