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TURGUTLU SOK. NO:30 GAZİOSMANPAŞA/ANKARA, TURKEY
PHONE: +90 312 447 06 60 FAX: +90 312 666 68 33
 international@losev.org.tr

APPLICATION REQUIREMENTS FOR THE
18TH INTERNATIONAL WEEK FOR CHILDREN WITH LEUKEMIA
MAY 25 – MAY 31 2019
1. Please read the application requirements attached to this form to see if all requirements are met.
2. Fill in the application form COMPLETELY (Given information should be legible) and have both parents sign it. Please type or use block letters while filling out the form.
3. Send this form to LOSEV by e-mail or fax.  You may also give the form to the Turkish Embassy/Consulate in your country  
 For further information about LOSEV and the 18TH International Week for Children with Leukemia (IWCL) you may visit www.losev.org.tr  or e-mail international@losev.org.tr
I. PARTICIPATING CHILD’S INFORMATION
NAME / SURNAME: ______________________________________________________________________
GENDER: 	MALE 		FEMALE 
DATE OF BIRTH: ____________________________ (DD / MM / YY)
E-MAIL: __________________________________
FOREIGN LANGUAGES SPOKEN: 	Advanced	  Intermediate		Beginner 	
1. ________________________	
2. ________________________
3. ________________________
T-SHIRT SIZE: 		XS	        S		 M	   	    L			XL
II. PARTICIPATING MOTHER’S INFORMATION
NAME / SURNAME: ______________________________________________________________________
HOME ADDRESS: ____________________________________________________________________
CITY: ____________________________________ COUNTRY: _______________________________
HOME PHONE: _______________________________ CELL PHONE: ________________________________ 
E-MAIL: _____________________________________
DATE OF BIRTH: ____________________________ (DD / MM / YY)

FOREIGN LANGUAGES SPOKEN: 	Advanced	  Intermediate		Beginner 	
1. ________________________	
2. ________________________
3. ________________________
T-SHIRT SIZE: 		XS	        S		 M	   	    L			XL
III. CHILD’S HEALTH INFORMATION
LEUKEMIA PATIENTS ONLY
DIAGNOSIS:				TREATMENT STATUS
   ALL	:				Date of Treatment Started	(date: …/…../…..)	
   AML	: 				Maintenance Treatment 
   CLL	: 				Remission Induction 

   CML	:				Treatment Over-Control Period
   OTHER: ____________________	Relapse 			(Date: …/…../…..)
____________________________	Date of Treatment Started	(Date: …/…../…..)
MEDICATION USED PRESENTLY: _____________________________________________________________
ALLERGIES: ______________________________________________________________________________
PHYSICAL RESTRICTIONS: __________________________________________________________________
[bookmark: _GoBack]OTHER MEDICAL ISSUES WE SHOULD BE AWARE OF: ____________________________________________
IV. HOSPITAL/INSTITUTION INFORMATION (WHERE TREATMENT IS RECEIVED)
NAME OF MEDICAL CENTER: _______________________________________________________________
ADDRESS: _______________________________________________________________________________
CITY: ____________________________________ COUNTRY: _______________________________
TELEPHONE: _________________________________	FAX: ______________________________________
PHYSICIAN’S NAME, SURNAME: _____________________________________________________________
TELEPHONE: _________________________________	FAX: ______________________________________
E-MAIL: __________________________________	URL: ____________________________________
CONTACT PERSON’S NAME, SURNAME: ______________________________________________________
TELEPHONE: _________________________________	FAX: ______________________________________
E-MAIL: __________________________________
V. ORGANIZATION INFORMATION (SUPPORT GROUP/FOUNDATION/PUBLIC INSTITUTION ETC.)
NAME OF ORGANIZATION _________________________________________________________________
ADDRESS: _______________________________________________________________________________
CITY: ____________________________________ COUNTRY: _______________________________
TELEPHONE: _________________________________	FAX: ______________________________________
CONTACT PERSON’S NAME, SURNAME: ______________________________________________________
TELEPHONE: _________________________________	FAX: ______________________________________
E-MAIL: __________________________________  	URL: ____________________________________

VI. PERMISSION TO PARTICIPATE 
I hereby grant permission for my child (Name/Surname of Child) _______________________________
 to participate in the 18th International Week for Children with Leukemia (18th IWCL) and release LÖSEV and everyone involved of any liability or claims in association with the media coverage if such takes place.
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PARENT/GUARDIAN’S 
NAME / SURNAME: ________________________
RELATION: _______________________________
DATE: ___________________________________
SIGNATURE: ______________________________
PARENT/GUARDIAN’S 
NAME / SURNAME: ________________________
RELATION: _______________________________
DATE: ___________________________________
SIGNATURE: ______________________________


VII. PHOTO/AUDIO VISUAL/MEDIA RELEASE
I hereby grant permission for my child to participate in any audio visual event including photos and videos to be used by LÖSEV that may take place in regard to IWCL the International Week for Children with Leukemia and release LÖSEV and everyone involved of any liability or claims in association with the media coverage if such takes place.
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PARENT/GUARDIAN’S 
NAME / SURNAME: ________________________
RELATION: _______________________________
DATE: ___________________________________
SIGNATURE: ______________________________
PARENT/GUARDIAN’S 
NAME / SURNAME: ________________________
RELATION: _______________________________
DATE: ___________________________________
SIGNATURE: ______________________________


VIII. PRESS INFORMATION
Unfortunately, incidence rates for most cancers are increasing. With the purpose to raise awareness and consciousness towards cancer, there’s a need to attract attention to the issue. Thus, we would like to publicize the 18th IWCL and your organization. For this reason, please provide the information of the leading press and media contacts in your country.
1. NAME OF NATIONAL NEWSPAPER: ________________________________________________________
ADDRESS: _______________________________________________________________________________________
CITY: ____________________________________ COUNTRY: _______________________________
TELEPHONE: _________________________________	FAX: ______________________________________
E-MAIL: __________________________________	URL: ______________________________________
NAME, SURNAME OF JOURNALIST/ CORRESPONDENT: __________________________________________
TELEPHONE: _________________________________	FAX: ______________________________________
E-MAIL: __________________________________	
2. NAME OF NATIONAL NEWSPAPER: ________________________________________________________
ADDRESS: _______________________________________________________________________________________
CITY: ____________________________________ COUNTRY: _______________________________
TELEPHONE: _________________________________	FAX: ______________________________________
E-MAIL: __________________________________	URL: ______________________________________
NAME, SURNAME OF JOURNALIST/ CORRESPONDENT: __________________________________________
TELEPHONE: _________________________________	FAX: ______________________________________
E-MAIL: __________________________________	
3. NAME OF NATIONAL NEWSPAPER: ________________________________________________________
ADDRESS: _______________________________________________________________________________________
CITY: ____________________________________ COUNTRY: _____________________________________
TELEPHONE: _________________________________	FAX: ______________________________________
E-MAIL: __________________________________	URL: ______________________________________
NAME, SURNAME OF JOURNALIST/ CORRESPONDENT: __________________________________________
TELEPHONE: _________________________________	FAX: ______________________________________
E-MAIL: __________________________________	
image1.jpeg
LOSEV

COUNDATION FOR CHILDREN WITH LEUKEMIA




