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REGISTRATION FORM

Child's Name: /
Last Name First Name

Resident Island/Territory:
O QOahu

Maui

Molokai

Lanai

Big Island Hawaii

Kauai

Guam

.. Birth date: / / Age: Sex: MO FO

Date of Diagnosis: ___/___/ Type of Cancer:

(T s Y |

 Parent(s) or Guardian(s):

Please Print Names

4
@
@ . : -
3 Address: City & Zip:
4

Home Phone: Work: / Cell: /
Mother Father Mother Father

Email Address:

Doctor's Name: Phone: . Hospital:

Insurance: Policy #:

Emergency Contact: Relationship: Phone:

Special Accommodations: Specific Dietary Needs:

NOTE: List immediate family members ONLY,
i.e. Mother & Father or Guardians, Siblings (18 and under only); list t-shirt sizes
: Child Adult
Names of Family Members Relationship Age |[XS|S|M|L]JS ML |XL|2X|3X
(patient)

Parent/Guardian Signature: Date:

Childhood Cancer Programs Director
American Cancer Society Hawai'i Pacific, Inc.

@oéjoEﬁo@o@oé)o%oE;)o@oé:)osgoé.jo@o@o'.ggoEgoé;)o@osﬁo@o@o@ogﬁoi)o@o@csﬁoé}ozﬁozﬁo;oi)oé)o@ogﬁjo@o@osﬁogﬁa.&o@oé)of_o@og})o )og‘gjoé)ozjogo Jo Joq.)o@oafjo@og‘jozjoiog‘)o@o@o@cé)e@o;o@o@oé}oéjoio@oé‘)o

o

PRRLRVVRRVRVRRRRRRRRDDDRODDR R DD

o o o o )

PTRRLLLDPRRYDPDDRDRRDDDRRD D

£)o



