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' CHILDREN'S Apprbete

When your child needs a hospital, everything matters™ Appt Time:

Pre-Adoption Post Return Adoption 6 Month Follow Up

M-Last Name: First Name:

D- Last Name: First Name:

Address:

City: ST: Zip:
Child’s Name:

Date of Birth: D Male D Female

Country Adopted From:

Date of Return: (should be scheduled within 2 weeks of return)

Interpreter Needed: D Yes D No Language:

Attended our Pre-Adoption Clinic: D Yes D No

Name of Primary Care Physician:

Pre-Adoption fee of $400.00 enclosed D (make checks payable to Nationwide Children's Hospital)

Please mail this form and check to:

Nationwide Children’s Hospital
Primary Care Administration
Attn: Kim Davis, Director
Timken Hall, 3" Floor, H322
700 Children’s Drive

Columbus Oh, 43205



