CHILD LIFE DEPARTMENT

PATIENT ENTERTAINMENT CONTRACT

Name of Group __________________________________________Date _______________________

Contact Person ______________________________________________________________________

Daytime Phone __________________________________________ FAX________________________

Mailing Address ______________________________________________________________________

___________________________________________________________________________________

Type of Activity or Presentation __________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________

Number in Group ____________________Participant Ages (if under 18)_________________________

Space and Equipment Needs___________________________________________________________

__________________________________________________________________________________

Length of Performance________________________________________________________________

Scheduling Preferences please note dates and times ________________________________________

___________________________________________________________________________________References:   Name ________________________________ Phone number______________________

                      Name ________________________________ Phone number______________________

Please read and sign: As a representative of the above named organization, I have read the Patient Entertainment Guidelines and affirm my group’s willingness to adhere to these guideline.

__________________________________________________________________________________

Signature

Please mail completed contract to:

Childrens Hospital   

Attn: Lina Lewis

The Child Life Department - Mail Stop 2C-1

4800 Sandpoint Way NE., Seattle WA 98105

Phone# (206) 987-4133  Fax (206) 987-5012
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