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"for local children with life-threatening
illness & severly life-altering injuries"




Date ______________________
Child’s Name ________________________________________________

Child’s Age ____________________________________ 
 Male or Female
Child’s illness or brief description of injury

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician (if possible) _____________________________________________________

Child’s Parents ___________________________________________________________

Address ________________________________________________________________


_________________________________________________________________

Phone ___________________________     Cell ______________________

Referral Person ___________________________________________________________

Phone ___________________________

Additional Comments

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
After completion of this form you may email it to …

www.heidi_anderson@childrenswishesanddreams.org
or

call our office with the information at (509) 452-8312

