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Doctor Information 
 

Doctor’s 
Name:    
 Last First  

Your Name 
Person 
Nominating    
  Last                                                                                                            First  

    
 Title   

Phone: (         )                   FAX: (         ) 

E-mail:  

 

Miracle Child Information 

Full Name:    
 Last First M.I. 

Child’s 
Illness or 
Injury   
 Please describe  

    
    

Child’s Age:             Male       Female      Ethnic Background     

 
Miracle Family/Guardian Information 

Full Name:    
 Last First M.I. 

Address:   
 Street Address Apartment/Unit # 

    
 City State ZIP Code 

Primary Phone: (         ) Alternate Phone: (         ) 

Relationship 
to Child:  

 
Miracle Child Medical History 

Child’s Age at time  
of initial diagnosis 
or accident:        

Dates of primary or 
initial treatment     

 
What is the medical prognosis for this child? 
 
 

Please describe 
Is the child currently undergoing treatment? 
 
 

Please describe 
 
 
 
 

 
Nominate a Miracle 
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Miracle Child Personality, and Interests – Additional Information 

 
 

1. What is the specific name of the child’s illness or injury?  If injury was due to an accident, or if the 
condition is unusual or complex, please provide a detailed explanation/description. 

 
 
 
 
 
 
 
 

2. Describe the treatment the child has received, plus rehabilitation (if any).  Please note whether there 
was anything unusual about the course or severity of the illness/injury; how the illness/injury 
responded to treatment; and whether there are any permanent effects or ongoing treatments. 
 
 
 
 
 

 
 
 

3. What does this child do to make him/her stand out from the crowd?  How is the child/family dealing 
with his/her illness or injury and making a difference in his/her daily life and the lives of others? 
 
 
 
 
 

 
 

 
4. Briefly describe the child’s personality, both in and out of the hospital, including strengths, attitude, 

notable characteristics, favorite sayings or expressions, musical or other talents, school activities, 
sports, future goals, hobbies/interests, etc. 

 
 
 
 
 
 
 
 

Thanks for completing the nomination!  
Please submit this form to your department manager  

or FAX it to the Children’s Miracle Network at 913.588.9101.  
Please E-mail us at cmn@kumc.edu if you have any questions. 

 

 
Children’s Miracle Network 

2100 W. 36
th

 Avenue, Suite 116 
Kansas City, KS 66103 

Tel. 913.588.9100 
 

mailto:cmn@kumc.edu
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