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Family Advisor
Cincinnati Children's Hospital Medical Center
2010 FAMILY APPLICATION FORM

Please complete this form if you are interested in giving back to Cincinnati Children’s Hospital Medical Center as a family advisor.
Name:_________________________________________
Home Phone:_____________________​​​​​​​​​​__________
Address:_______________________________________
Work/Cell Phone:___________________________
City/State/Zip:__________________________________
Email:_____________________________________  

What is the best way to contact you and when?_______________________________________________________
What is your relationship to the patient?     FORMCHECKBOX 
Mother     FORMCHECKBOX 
 Father     FORMCHECKBOX 
Self     FORMCHECKBOX 
Other:______________________

Patient birthdate/s:______________________________________________________________________

How would you like to help the hospital as family advisor? (Check all that apply.)

 FORMCHECKBOX 
 Review items via email     FORMCHECKBOX 
 Attend regular meetings     FORMCHECKBOX 
 Attend occasional meetings      FORMCHECKBOX 
 Join a committee  
Thank you for taking the time to complete this application to become a family advisor for the Cincinnati Children's Hospital Medical Center. Please write brief but descriptive answers to the following questions in the spaces provided.

1. Why are you interested in partnering with the hospital as a family advisor?

2. What types of experiences have you had at Cincinnati Children’s?

 FORMCHECKBOX 

Occasional outpatient visits (therapies, clinic appointments, tests)

 FORMCHECKBOX 

Regular outpatient visits (therapies, clinic appointments, tests)

 FORMCHECKBOX 

Emergency Department

 FORMCHECKBOX 

Urgent care
 FORMCHECKBOX 

Primary Care (PPC or Fairfield)

 FORMCHECKBOX 

Same-Day Surgery
 FORMCHECKBOX 

Psychiatry


Critical care

 FORMCHECKBOX 

PICU


 FORMCHECKBOX 

CICU


 FORMCHECKBOX 

RCNIC

Inpatient

 FORMCHECKBOX 

Liberty


 FORMCHECKBOX 

Main Hospital


 FORMCHECKBOX 

College Hill 
3. Tell us about yourself and your family.

All information contained on this form is considered confidential and is intended for use by the Cincinnati Children's Family Advisor Selection Committee only. We will contact you by phone or email to arrange a time to meet you, talk more about your interests, and discuss the opportunities to get involved. Depending on the committee or project you are selected for, you may need to pass a background check.

Thank you! 
Please email this document to fac@cchmc.org, fax it to 513-636-7273, or mail it to:

Kay Fricke, Co-chair, Family Advisor Selection Committee

Cincinnati Children's Hospital Medical Center

3333 Burnet Avenue, ML 3007
Cincinnati, OH 45229-3039
