


Artist’s  Name       Date of Birth

Parent’s/Guardian’s Name       

Address / Apt #      City   State              Zip

Parent’s/Guardian’s Phone Number    Parent’s/Guardian’s Email Address 

Dialysis/Medical Facility Name                    Phone Number

Dialysis/Medical Facility Contact Name and Title

Address       City               State   Zip 

Title of Drawing

Artist’s  Signature                    Date 

I, (Parent’s/Guardian’s Name) ____________________________ have agreed to allow the American Kidney Fund 

to use (Child’s Name) ________________________‘s name, photo, drawing, story and information about his/her 

kidney disease for the purpose of public relations, education and fundraising. I also agree to have my name, 

my child’s name and my child’s photo provided to local and/or national media for a possible interview and/or 

story. I agree to have my child’s drawing and photo become the property of the American Kidney Fund, and I 

understand that neither my child’s drawing nor photo will be returned. 

Parent’s/Guardian’s Signature                   Date

ARTIST’S INFORMATION

ENTRY INFORMATION

SUBMISSION DEADLINE IS FEBRUARY 18, 2012  |  Please mail completed form, drawing and photo to:

American Kidney Fund, 6110 Executive Blvd. Suite 1010, Rockville MD 20852

MEDICAL FACILITY INFORMATION

Artist is Currently:

Kidney Disease Patient:
____________________ (type)
Hemodialysis Patient
Peritoneal Dialysis Patient
Transplant Patient 
Other: _______________ (list)
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