
PLEASE RSVP BY OCTOBER 4TH                                                                                                                                      
Friday October 9, 2026 ~ KCMS Paint, Sip, Shop & Talk                                                                                                                                                 

The Doctors Clinic 2011 NW Myhre RD, Silverdale – Located top floor event space                                                             
KCMSMED@GMAIL.COM – 360.689.2928 

 

Name________________________________Cell Phone #________________________________ 

Address__________________________________________________________________________ 

Email:____________________________________________________________________________ 

TICKETS         QUANTITY      TOTAL 

$25.00          _________    $___________ 

SPONSORSHIP                        

$250.00               EVENT SPONSOR                  $___________    

Event Sponsor Name/Business: _________________________________________________                                                                                                                                                     
EVENT SPONSORS RECEIVE FOUR EVENT TICKETS, THEIR LOGO ON THE EVENT SIGNAGE, IN THE COMMUNIQUE AND 
RECEIVE AN INCLUSION OPPORTUNITY IN THE GUEST GIFT BAG 

SILENT AUCTION OR RAFFLE DONATION 

 YES! I would like to donate a basket of gift certificate to help with the silent auction 
 I will mail my donation to: KCMS FND – PO BOX 490, Silverdale WA 98383 
 Please pick my item up at the below address on or before October 1, 2026 

 
Name of Auction Sponsor:                                                                                                                                                                                                                           
Address for pick up of auction item: 

 

IF PAYING BY CHECK: PLEASE MAKE PAYABLE TO: Kitsap County Medical Society Foundation or KCMSF                                                                                                              
IF PAYING BY VISA MC DISCOVER OR AMEX: 

Name on Card:_____________________________________________________________________ 

ACCOUNT #____________________________________________________EXP DATE__________  

CVV____________BILLING ZIP____________                 TOTAL TO BE CHARGED: $____________ 
 

Please provide the name of each person you are purchasing a ticket for: 

 

 

 

mailto:KCMSMED@GMAIL.COM

