
Return this form and 
documentation to:  
Kennedy Krieger Institute  

Phone: 1-443-923-9414   
Fax: 1-443-923-9455  
Email:  international@kennedykrieger.org  

Baltimore, MD  21205 USA  
 

Patient Appointment Request Form 

  
  
  
DEMOGRAPHICS  
  
Patient Last Name __________________________Patient First Name _________________________________________  
  
Father’s Last Name _________________________Father’s First Name_________________   DOB _________________  
  
Mother’s Maiden Name ______________________Mother’s First Name_________________   DOB_________________ 
 
Patient’s Date of Birth (Month) ______ (Day) ______ (Year) ______          Gender   Male     Female    
   
Race    Asian      Black      Hispanic              White             Other__________________________  
            
Address ______________________________________________________  City _________________________________  
  
State _______Postal Zip Code ________________ Country __________________ Citizenship _ ______________________  
  
Home Phone _______________________ Fax ____________________ E-mail ____________________________________  
  
In order to assist you with translation needs, please check one of the following:  
 Fluent with English  
 Somewhat fluent with English  
 Will need translation services for the following language ____________________  
 
 
Availability for Appointment (Please specify time period) ____________________________________ __________________ 
  
MEDICAL INFORMATION      Recent Medical records sent    Yes    No      Sent on____________________  
  
     Recent Radiology films sent     Yes    No      Sent on________________  
  
Diagnosis and/or medical issue(s) to be addressed (please describe in the box below):    
 
 
 
 
REFERRED BY  Physician   Embassy   Corporation        Other____________________________________ 
  
Referral Name__________________________ Phone _____________________E-mail_________________________  
  
  
 

Contact _______________Phone____________________E-mail________________Cell________________________  
  
  

FINANCIAL INFORMATION    Method of Payment    Insurance     Self Pay     Embassy   ______________ 
 
If your method of payment is insurance, please provide a copy of the front and back of your insurance card.  
  
 

 

 

 

 


