K.I.D.S. Family Information Form

CLIENT INFORMATION:

MEDICAL FACILITY: O The Children’s Hospital, Ft. Myers, FL 0 Sarasota, FL. [ St. Joseph’s, Tampa, FL

O All Children’s Hospital, St. Pete, FL O Tampa Children’s Hospital, Tampa, FL

(Please check) [0 St. Louis Children’s Hosp., MO [ Cardinal Glennon Hosp., MO [ St. John’s, MO
O St. Jude’s, TN O Other

Patients Full Name OM OF Age Date of Birth

Diagnosis Date of Diagnosis

Physician Treatment Plan

Street Address City State Zip

Home Phone # ( ) Parent’s E-Mail Address

FAMILY INFORMATION:

Sibling Full Name Sex Age Date of Live in same

Birth household

1) M F ] Yes No

2) M F ] Yes No

3) M F ] Yes No

4) M F ] Yes No

5) M F ] Yes No

6) M F ] Yes No

7) M F ] Yes No

Mother’s Name

Employer

Work Phone ( )

Other Phone ( )

Father’s Name

Employer

Work Phone ( )

Other Phone ( )

Does ill child live with both parents? Y or N If not, who has legal custody?

Additional Information:

Signature of Legal Guardian/Parent Date

Mail this form to your nearest HIS KIDS office: Midwest P.O. Box 412 * Highland, IL 62249

Florida P.O.Box 19355 * Sarasota, FL 34276




