
Date of application ____________________ MKI Case No. __________________

Mending Kids International Medical Information Form 

(Must be completed by the Referring Physician)

Child’s Name___________________________________________________________ Birth Date____________ Sex_____
                         Last        First                                 Middle                               M/D/Y                       M/F

Primary Medical Diagnosis being referred to MKI__________________________________________________________

How was Diagnosis Confirmed? __________________________________________________________________________

Other Past and Present Medical Problems (Indicate if resolved):

Head and Neck (include dental caries)______________________________________________________________

Lungs_________________________________________________________________________________________

Heart_________________________________________________________________________________________

Abdomen (include intestinal parasites/worms) _______________________________________________________

Kidney/Bladder_________________________________________________________________________________

Bones/Joints (include spine problems/scoliosis) ______________________________________________________

Hair/Skin/Nail (include scabies, head lice, ringworm) _________________________________________________

Behavior/Development (include bedwetting, ambulation problems) _____________________________________

Allergies_______________________________________________________________________________________

Current Medications,  Dosage, and Indication:

1._____________________________________________________________________________________________

2._____________________________________________________________________________________________

3._____________________________________________________________________________________________

4._____________________________________________________________________________________________

5._____________________________________________________________________________________________

Most Recent Physical Examination:

Date_______________________    Age_________________________    Weight_____________________________

Significant Physical Findings:                                      If Heart Disease,   O2 sat in Room air __________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
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Name of Child ___________________________

Immunizations:

Vaccine Date Given Date Given Date Given Date Given

: : : :

Hepatitis A : : : :

: : : :

Hepatitis B : : : :

Diphtheria : : : :

Tetanus : : : :

Pertussis : : : :

: : : :

Polio : : : :

: : : :

Measles : : : :

Mumps : : : :

Rubella : : : :

: : : :

Varicella : : : :

: : : :

H. influenza B : : : :

: : : :

Others : : : :

TB Skin Test Date and Result ____________________________________________________________________________

Chest Xray if (+) TB Skin Test,  Date and Result ____________________________________________________________

HIV antibody screening test _____________________________________________________________________________

If no or incomplete Hepatitis B Vaccines,  Date and Result of

           HepB surface Antigen __________        HepB surface Antibody __________     HepB coreAntibody ___________

If  child did not receive immunizations, please indicate reason ________________________________________________

Other medical information that MKI, Hospital, and Host family need to know about the child _____________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

I certify that the above information is correct.

____________________________________________

Name, Signature of Physician, Date signed

Address:

Telephone Number:

In order to process this application, MKI will need medical records in the form of doctor’s reports, xrays, echocardiogram,

laboratory results, and pictures, in order to determine whether the child qualifies for our program.


