( “) Shriners Hospitals
for Children* APPLICATION FOR TREATMENT

To be comp."ered by parent or guardian (please print). Application Date (Today's dafe):

Chiid's Las: Name" Child's Flrst Name“ Child's Middle Name Child's Sufiix

Child's Date of Birth* {mmiddfyyyy) Gender* OMale [JFemale | Primary Language Interpreter
[dNe [J Yes
] Unknown Needed?
Child's Home Address” City™ State / Province™
Zip / Postal Code* Country County Is home address the [  Yes
mailing address? O No
Child's Permanent Mailing Address (if different than home address)* City* State / Province*
Zip / Postal Code* Country Who does child live with7* [ Mother [ Father O eoth
[ Cther, relationship:
Primary Phone Number* [home  [Jcell Alternate Phone Number 1 [ home O cell Alternate Phone Number 2 O home  [Jeell
Owork O no phone 0O work O pager 0O work O pager
[ other: [0 other: [ other:

—

27 Widical Infarmation (Requirod)

What is your child's medical problem or dlagmsts?’ Pieasa fee[ free to atl;ach any photogrephs thai may betler depld your child's mnditton

[ Before Birth (congenital) [ Since Birth [ Onset of walking [ Developed recently
O Injury, Date: O Injury, date unknown [ Other, describe:

What medical care or services are you looking for from the Shriners Hospitals for Children®7?*

Onset of problem*

What previous treatments have been provided?* (Treatments and surgeries, dates etc. )

Are X-Rays [JNo Date of most recent X-ray | Date last seen by physician? | > Please alfach any other medical information you have regarding this
Avzilable? [ Yes problem such as & physician referral letter, or past medical records

Referring Physician's Last Name* Referﬁng Physician's First Narne" Referring Physician's Specla

Referring Physician's Office Address City* State / Province*
Zip / Postal Code Country Phone Number with Area Code

S ————————— [EE—— B —

4 Primary Care Physician (PCP) information. ~ . Jl} Same as rofeming physician .~ MINoPCR . | 70 |
PCP Physician's Last Name* PCP Physician s First Name* PCP Physician's Spedalty

PCP Physiciar's Office Address City* State / Province®

Zip / Postal Code Country Phone Number with Area Code
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At least one of sections 5, 6 or T must be completed. Child's Name:

Mother's First Name*

Mother's Home Address City* State / Province®
Zip / Postal Code* Courdry County Marital [ memied [ divorced
Status* [ single O widowed
[ seperated
Primary Phone Number* [ home O cetl Alternate Phone Number 1 [ home [ cel Date of Birth* (mm/ddiyyyy)
O work [ ne phone [ work O pager
0] other [ other

57 Father's Information.
Father's Last Name*

Father's First Name®

Father's Middle Name | Fathier's Suffix

Father's Home Address* City* State / Province*
Zip / Postal Code* Country County Marital [ married O divorced
Status* [ single O widowed
cw b [ separsted
Primary Phone Number* 0 home O cell Alternate Phone Number 1 [ home O cel Date of Birth* (mmiddsyyyy)
O work O nophone - O work 0O pager
O other: O other:

7. Legal Gliardian's Information (if different krom parent) . Ml Not applicable . 0 1 000 00
Legal Guardian's Middie Name

¥ rquirsd fizids]

Legal Guardian's Last Name* Legal Guardian's First Name* '- / Maiden Name
Legal Guardian's Home Address* City* State / Province*
Zip / Postal Code* Country ) County Relationship to Child*
Primary Phone Number* - Ohome  Decell Alternate Phone Number 1 [J home Ocell Date of Birth* (mm/dd/yyyy)
O work O no phone O work O pager
[ other:

—— , ____'r;qﬁvédﬂqldi
Suffix / Maiden Name

B. Othier Relative with Custody s 07 = M Nolapplicable.
Other Relative's Last Name* Other Relative's First Name*

Otner

S AT T e b 2
Relative's Middle Name

Other Relative's Home Address . City* State / Province*

Zip / Postal Code* Courtry County Relationship to Child

Primary Phone Number* Ohome  [Ocell Alternate Phone Number 1 [J home O cell Date of Birth* (mm/ddAyyyy)
O work O no phone O work O pager
O other: [ other:

Temple Name Sponsoring Shriner Last Name

L2y

Snring Shriner First Name

Sponsoring Shriner Address City State / Province

Zip / Postal Code Country Child's ambulatory status?

30. How did you boar about Shiiners Hospitals §or Chilaren®?

[ Billboard [ Newspaper 0 school / Teacher O Website / Internet
0 Bumper sticker O Physician O shrirer O Unknown

[ Family Member / Self O Other healthcare provider O Television O Other, describe:
[ Friend (non-Shriner) [J Poster / Flyer [ Wiaits line
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