A AdvaMed PAC

We hope you will be able to approve AdvaMedPAC for solicitation purposes and return this to us as soon as
possible. Under the Federal Election Campaign Act, the Federal Election Commission requires that we keep this
form on file in order to send you election-related information. Your company may not permit the solicitation of your
employees by any other trade association during the calendar year covered by your approval. We will NOT solicit
any of your employees without obtaining your permission in advance. Once you have given us approval you
will receive information on the benefits of AdvaMedPAC membership. Please consider returning, even if you
have previously authorized.

The purpose of this form is to provide the authorizations required by the Federal Election Campaign Act in order for
the Advanced Medical Technology Association Political Action Committee to solicit personal contributions from
the executive, administrative and professional personnel who are employed by corporations that are members of the
Advanced Medical Technology Association. Prior approval does not affect the ability of the company to solicit its
own employees, but corporations may grant prior authorization to only one trade association per calendar year.

Name/Title Date
Company

Address

City State Zip
Phone Email

Contact name (if other than yourself)

| HEREBY AUTHORIZE THE ADVANCED MEDICAL TECHNOLOGY ASSOCIATION POLITICAL
ACTION COMMITTEE TO SOLICIT CONTRIBUTIONS DURING THE CALENDAR YEARS INDICATED:
To avoid re-authorization on a yearly basis, please consider signing ALL lines below

Authorized Signature and Title 2023
Authorized Signature and Title 2024
Authorized Signature and Title 2025
Authorized Signature and Title 2026
Authorized Signature and Title 2027

Please email to:
AdvaMed PAC
Email: pac@advamed.org

Contributions are not tax-deductible. Contributions from foreign nationals are prohibited.
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