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The Forever Trinity
Drearn Foundation

Making Dreams Happen





Dream Request Application

5801 Nathaniel Dr. Fort Worth, TX 76179

817-975-8070 

Dear Parent or Guardian:

Greetings and salutations from The Dreamland at The Forever Trinity Dream Foundation!! We are excited to have the opportunity to assist in making your child’s Dream’s a reality! It is our goal to give your child the opportunity to Dream without limitations. 

Please take your time in reviewing the information below. Once you have completed the following application please return it to our office at the address listed above. We will contact you once we receive your application to discuss the full details of your child’s request. 

You may also contact our office at anytime should you have any questions regarding your child’s Dream and or your application. If we are not available please, leave a good daytime and evening phone number so that we are able to return your call.

The following criteria MUST be met prior to completing this application. Our guidelines are as follows:

1. Be diagnosed with a terminal illness.

2. Be between 0 and 18 years of age when this form is received.

3. Have a medical release from his/her physician stating permission. 

4. Reside in the Dallas/Fort Worth Metroplex.

5. Be a U.S. Citizen or lawfully reside in the U.S.

6. Demonstrate financial need. 

Applicants that meet the above criteria will be eligible for consideration.  Dreams to be granted will include but are never limited to family vacations, weekend getaways, celebrity meetings, shopping sprees, spa days, dream careers and extreme sport opportunities (sky diving, swimming with sharks, motor cross, etc.).  

Dreams will only be granted when the application is filled out in its entirety and all information is verified.  Please give us as much information as possible so we can help in the most effective ways.  Please be aware that cash will not be an option for assistance.

We are so glad you have chosen The Forever Trinity Dream Foundation to make your child’s Dream a reality!
Date: _______________

                                        Child’s Information

Child’s Name: _____________________________________________________________________

Date of Birth: ___________________________
    Age: ___________
       Sex: _______________






Home Address: ___________________________________________________________________

City: ___________________________
 State: ________________
 Zip Code: _______________



Favorite color(s): ___________________________________________________________________      

Favorite music: ____________________________________________________________________

Favorite movies: ____________________________________________________________________

Favorite hobbies/things to do: _________________________________________________________

Favorite games (including game systems): _______________________________________________ 

Favorite Outing: ___________________________________________________________________

Child’s Medical Information

Physician’s Name: __________________________________________________________________    

Address: _________________________________________________________________________

City: ____________________________
  State: ________________
  Zip Code: ______________

Phone number: (____) _____________________    
Fax number: (____) ___________________

Treatment Facility: _________________________________________________________________

Child Life Specialist: ___________________________
Phone number: (____) ________________

What illness is your child suffering from? _______________________________________________

When was your child first diagnosed? __________________________________________________

Please tell us what treatments your child has received and how they are doing now:

Please tell us about any future treatment plans:

Emergency Contact

Emergency Contact:

Name: ____________________________________
Phone Number: ______________________

Family Information

Mother’s name: ___________________________________________________________________

Date of Birth: ______________________________


Age: ___________________




Address (if different from above): _____________________________________________________

City: ____________________________
  State: ________________
  Zip Code: ______________



Home Phone Number: ____________________
         Alt. Phone Number: ____________________


Email Address: ____________________________________________________________________

Drivers license number: _____________________________________________________________

(Please attach a copy of license and insurance card).
Employer: ________________________________________________________________________

Occupation: _______________________________________________________________________

Employer Address: _________________________________________________________________

City: ____________________________
  State: ________________
  Zip Code: ______________


Supervisor name and contact information: _______________________________________________

Father’s name: ___________________________________________________________________

Date of Birth: ______________________________


Age: ___________________




Address (if different from above): _____________________________________________________

City: ____________________________
  State: ________________
  Zip Code: ______________



Home Phone Number: ____________________
         Alt. Phone Number: ____________________


Email Address: ____________________________________________________________________

Drivers license number: _____________________________________________________________

(Please attach a copy of your driver’s license and auto insurance card).
Employer: ________________________________________________________________________

Occupation: _______________________________________________________________________

Employer Address: _________________________________________________________________

City: ____________________________
  State: ________________
  Zip Code: ______________


Supervisor name and contact information: _______________________________________________

Does child live with both biological parents?      ( Yes       ( No  

If not please specify: ___________________________________________________________

If child lives with a court appointed guardian please attach a copy of guardianship papers. 

Siblings

Name, age and sex of all siblings under the age of 18 living at home.  (Please include additional pages if necessary). 

Child’s Name: __________________________________________________________________

Child’s Date of Birth: _______________________
Age: ___________
Sex: _________


Child’s Name: __________________________________________________________________

Child’s Date of Birth: _______________________
Age: ___________
Sex: _________


Child’s Dream Request Form

Have you contacted any other organizations concerning your child’s Dream(s)? If yes please specify the organization name and their response to your requests. Please also attach any letters of denial.  

Please describe your child’s Dream(s) (Be as specific as possible). 

Is your child’s Dream needed immediately? ( Yes  ( No

Please explain: __________________________________________________________________________

Physician’s Statement & Authorization

I am aware that the named child has requested a Dream from The Forever Trinity Dream Foundation. This child is currently receiving treatment for a terminal illness. I have read the information provided and feel comfortable in authorizing this child to participate in his/her requested Dream. I understand this permission may be revoked at any moment if the child’s health conditions or medical needs change and I will contact The Forever Trinity Dream Foundation in such event. I am aware that this authorization is only valid for 90 days following the date of consent and written re-approval may be necessary after that date. I also give medical consent for this child to travel by airplane or boat if needed to fulfill his/her Dream. 

Physician’s Signature: _________________________________        Date: ________________________

Name of Child’s Condition: _______________________________________________________________        

Date of Diagnosis: ______________________________________________________________________

Medical Requirements: (Please check all that apply or attach additional paperwork)

Oxygen: ( Yes  ( No   

Wheelchair assistance: ( Yes  ( No   

Other: _________________________________________________________________________________

Dietary Requirements: 

______________________________________________________________________________________

______________________________________________________________________________________
Medical Release

Upon the receipt of your application, The Forever Trinity Dream Foundation must contact your child’s physician to obtain information regarding his/her medical condition(s),  in order to serve your child to the absolute best of our abilities. Please sign below authorizing your child’s physician the ability to provide this information. You will receive a “Auththorization for Use/Disclosure of Protected Health Information” aka “HIPPA” upon acceptance of Dream granting. 

I/We authorize my/our child’s primary care physician to provide any necessary information needed to make his/her Dream a reality to The Forever Trinity Dream Foundation. I am the legal parent or guardian of __________________________ with authority to execute this authorization to The Forever Trinity Dream Foundation. I/We also release, indemnify, and hold completely and totally harmless The Forever Trinity Dream Foundation as well as its volunteers, officers, agents, servants, and or employees from any damages, claims, causes of action, losses or liabilities that may arise as a result of activities between The Forever Trinity Dream Foundation and our family. 

BOTH PARENT/LEGAL GUARDIAN(S) MUST SIGN BELOW AND HAVE THEIR SIGNATURES WITNESSED.

Signature: _____________________________________
Date: ___________________

Signature: _____________________________________
Date: ___________________

Witness Signature: ______________________________
Date: ___________________
Media Release

The Forever Trinity Dream Foundation asks your permission to share your child’s story and photographs with our media resources, at local events, on or with promotional items and educational materials. This not only is used to raise awareness but to aid in raising funds so that more of our children may be assisted.   Please indicate in the statement below whether or not you grant your permission for us to share your story and photographs.

I/We hereby   ( Give
( Do Not give permission for The Forever Trinity Dream Foundation to share our child’s story and or photographs in any and all media, promotional and educational materials. 

BOTH PARENT/LEGAL GUARDIAN(S) MUST SIGN BELOW AND HAVE THEIR SIGNATURES WITNESSED.

Signature: _____________________________________
Date: ___________________

Signature: _____________________________________
Date: ___________________

Witness Signature: ______________________________
Date: ___________________
Please mail this form to:

The Forever Trinity Dream Foundation

5801 Nathaniel Drive

Fort Worth, Texas 76179

