
Clayton Dabney Medical Determination Form – 06/18/2018 
Submit completed application to: lauren@claytondabney.org or via efax at (888) 374-0131 

Clayton Dabney for Kids with Cancer 
Medical Determination of Qualification 

 
 
Name of Patient: _______________________________________________________________________________________________________________ 
 
Name of Parent(s) or Guardian(s): ___________________________________________________________________________________________ 
 
Name of Referring Physician: _________________________________________________________________________________________________ 
 
Physician’s Email Address: ____________________________________________________________________________________________________ 
 
Referring Office Address: ______________________________________________________________________________________________________ 
 
Office Telephone Number: _____________________________________________________________________________________________________ 

(Physician may attach business card for above information) 
 
 
I, ____________________________ (Name of Referring Physician), have personal knowledge of the case  
 
of ______________________________________ (Name of Patient). 

 
It is my opinion based upon this knowledge along with my evaluation of his/her medical 
records, that as of the date set forth below  
 
________________________________________________ (Name of Patient) will NOT SURVIVE his/her CANCER. 
This information is intended only for the internal use of Clayton Dabney for Kids with Cancer and shall be kept confidential. 

 
 
 
Signed this    day of  ___, 20____ . 
 
 
 
______________________________________________________________ 
Signature of Physician 
 
 
______________________________________________________ 
Printed Name of Physician 
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