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        ROOM REQUEST/APPLICATION 
FAX FORM 

 
To:   House Manager     Date: ______________________________                                            

                                                                        Time: ______________________________ 
Fax #:  (314) 773- 2053  
 
First Date of Need: _______________________ # in Party: ______________________ 
 
Patient Name: _________________________________________________ 
                             Last Name                              First Name                             Middle 
 
Patient’s Age: ___________     Sex:  _______          Patient’s D.O.B.: ______________ 
Patient’s Address: (Min. of 50 miles):________________________________________ 
 
• No one under the age of 18 may stay at the House without a parent/ guardian. 
 
 (      ) ______________)       (      )  ________________       (      )  __________________     

Area code  ( Home Phone #)                Area Code  (Work Phone #)                       Area Code  (Cell Phone #) 
 
Do you have transportation?  Y   N _________________________________________ 
     Automobile Yr.              Make             Color            License Plate  # 
 
Social Worker:__________________________________________________________ 
Contact Person (if different from S.W.)_______________________________________ 
Hospital:  _____________________________________ Room #: __________________ 
Diagnosis: ______________________________________________________________ 
Guest Name &Contact #: _________________________________________________ 

 
GUEST NAME, RELATIONSHIP, AND D.O.B TO PATIENT: 

 
_______________________________________________________________________ 
Name                                                       Guest/Patient/Legal Guardian                              D.O.B. 
 
 
Name                Guest/Patient/Legal Guardian                   D.O.B. 
 
 
Name                 Guest/ Patient/ Legal Guardian                                     D.O.B. 
 
Elevator: _____ Wheelchair Access: ______   Crib:  ______ Other: ______________ 
 
Is anyone in the family Immunosuppressed?   Yes  ____________   No  ___________ 



Page 2 

 
 
The undersigned accepts responsibility for understanding the Ronald McDonald House 
Occupancy and Room Request Guidelines and has confirmed that this family meets the 
requirements for temporary lodging at the RMH.  All requests will be placed on the 
Wailitng List in the order received.  When a room becomes available, the Guest, Social 
Workers, or Contact Person listed above will be notified.  If a family has been offered a 
room and they decline, their room referral needs to be resubmitted in the form of a fax in 
order for them to be put back on the list.  Requests are taken no earlier than 3 working 
days in advance of first day of need, which includes the first day of need. 
  

For Monday – fax on Thursday  For Thursday – Fax on Tuesday 
 For Tuesday – Fax on Friday  For Friday – Fax on Wednesday 
 For Wednesday – Fax on Monday   
 
Social Worker’s Signature: _______________________________________________ 
 
 
TO CHECK ON A ROOM REQUEST PREVIOUSLY, CALL (314) 773 -1100 
 
 


