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The HSC Pediatric Center
1731 Bunker Hill Road, NE Washington, DC 20017    202-832-4400
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Dear Friend of The HSC Pediatric Center:

Thank you for your interest in our patients and our center. We often receive requests from groups who wish to plan parties and other recreational activities for the children, and we are very grateful for each generous offer. However, because our patients include children with disabilities and those who are medically at risk, we must carefully screen and select events that are most appropriate for our patients.

Please read and complete the attached forms and return to us at least two weeks in advance of the date you have requested for the event. When we receive the completed Patient Event Form and Agenda, we will confirm all proposed.

For questions, please call Denice Bess at (202) 635-6191. Please return forms to the above address, or email them to dbess@hospsc.org .  Your interest is genuinely appreciated.

Sincerely,

Denice Bess

Volunteer Services 
dbess@hospsc.org
Enclosures:

1. Patient event guidelines

2. Patient Event Form

3. Agenda
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Patient Event Guidelines

I. Suggested Activities
1. We encourage activities in which the children can actively participate. We suggest the following, but the staff is always willing to explore other possibilities.

· Seasonal parties





· Games, Arts and Crafts

· Choir groups, other Musical Activities (dancing)

· Demonstrations (mime, karate, etc.), Dramatic productions

2. We must receive the Patient Event form two (2) weeks before the scheduled event.

3.   Please give us three (3) possible dates and times to schedule a tour of the Hospital before the

      event. At least one person from your group should take the tour.

4. The contact person listed on the form is responsible for the group and must be present for the entire event.

5. Persons under the age of 16 years of age are not permitted to attend or participate in patient

events, except in performances where there is no interaction with the patients. Performers must be at least 13 years of age.

6. Please limit the number of people attending from your group to ten, unless special 

      arrangements have been made.

7. It is important that your group submit a proposed agenda for the activity, with preparation and

      starting times, equipment needed, and the specific activity and time needed.

II. Refreshments
1. If a formal meal (such as a picnic) is planned, special arrangements must be made. Please 

contact the Supervisor.

2.   Please do not bring chocolate, nuts, hard candy, popcorn, coconut or citrus fruits.

3.   Store-bought items are preferred over homemade items for patient consumption.

III. Timing of the Event*
1.   Because of Center and patient schedules, the best times for an event are from:

· Saturday, 10:00 am  - 11:30am, and 2:00 pm – 4:00 pm and

· Wednesday, 5:30 pm – 7:00 pm

2. Weekends are prime times for special events, but this does not mean that special events can

never be scheduled for a weekday.

3. Holidays seem to be prime time for many to plan special events, however, we must limit 

activities during these periods. We encourage interested persons to arrange events during non-

holiday periods.

IV. Gifts or Favors
1. Please check in advance with the staff for the safety and suitability of any gifts or favors you 

plan to present during the event. 

* For operational reasons, the Center must limit special events sponsored by volunteer groups,

 organizations and/or individuals to no more than two per year.
Patient Event Form

Your Organization_____________________________________________________________________________

Contact Person/Person Responsible________________________________________________________________

Address _____________________________________________________________________________________

Telephones (Day) ________________________________               Evening ______________________________

Proposed Event Date and Time ___________________________________________________________________

Event is planned for this (children’s) age range: _____________________________________________________

Number of persons attending - please list full names and titles, if applicable:

	Name
	Title

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


******  Entertainment (please complete and return the attached Agenda Form)  ******

Refreshments (please be specific) _________________________________________________________________

____________________________________________________________________________________________

Please give one reference:
Name/ organization _________________________________________________  Phone ____________________

Address______________________________________________________________________________________

Who referred you to HSC? _______________________________________________________________________

Additional Information _________________________________________________________________________

The Child Life/Recreation staff will confirm all plans by mail or phone, and will assign a HSC  Pediatric Center contact person for the event. This person will make the final arrangements and will be present for the entire event to give any assistance needed to ensure a successful event.
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Proposed Agenda Form
Patient Event

Type of Activity _____________________________________________________________________________

Starting time _____________________________ 
Preparation time ___________________________________

Length of time needed for the activity:  (1 hour limit) 
         10:30 am – 11:30 am     or     2:00 pm – 4:00 pm

Activity Description (please give specific details) ____________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Will any gifts or favors be given? ____________ If yes, what kind? Please describe: ________________________

*** Sorry, we cannot accept stuffed animals due to infection control precautions. ***

Equipment needed, please check all that apply:    _____tables
                 _____ VCR


_____ other (describe) _________________________________________________

It is necessary for us to adhere strictly to the guidelines in order to provide an atmosphere conducive to both health concerns and the patients enjoyment. Thank you so much for your interest.

Reviewed and approved _________________________________________________Date ___________________

Director of Nursing ____________________________________________________ Date ___________________


Location of event ______________________________________________________________________________

Event discussed with:
Nursing _______________________________________ Security _______________________________________ 

Housekeeping __________________________________ Therapies______________________________________

Volunteer Services ______________________________  PR ___________________________________________

Community Relations ____________________________ Other _________________________________________

Supervisor for the event _________________________________________________________________________
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To Be Completed By Child Life/Recreation
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