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State ofl!linois 
Department of Children and Family Services Appendix:D 

WRITTEN CONFIRMATION OF SUSPECTED CHILD ABUSE/NEGLECT REPORT: 
MEDICAL PROFESSIONALS 

NOTE, !Iospitals and medical personnel engaged in examination, care, and treatment of persons are required by the Abused and Neglected Child Reporting Act to 
report to the Illinois Department of Children and Family Services all suspected cases of child abuse or neglect. The Act provides that anyone participating in 
this report shall be pre,;umed to be acting in good faith and in so doing shall be immune from liability, civil or criminal, that otherwise might be incurred or 
imposed. 

Child'sName --------------- - - - - - ------------- - -----

Su _____ _ Ag, _ __ _ _  _ 
Address _______________ _ 

(Street) (City) (Zip) (County) 

Parent's/Custodian's Name ------------------------------------ - -
Address _______ _ _ __ _ ___ _ 

(Street) (City) (Zip) (County) 

Where first seen ________ _ _ _ _ _ _ __________ _ Date 

Brought In by _____________ _ _ _ _____ _ Relationship ____________ _ 

Nature of child's condition: 

Evidence of previous suspected abuse(s)/neglect: 

Reporter's immediate plan for child including whereabouts: 

Remarks: 

Person presumed to have abused/neglected child: 
D Father □ Mother 0 Stepfather D Stepmother 0 Sibling □ Other

PERSON MAKING REPORT PERSON MAKING REPORT (Check Appropriate Box) 

□ Attending Physician 0 Podiatrist 
USurgcon lJ Chiropractor 

!Name (Please Print) □ Hospital Administrator 0 Christian Science Practitioner 
□ Medical Examiner 0 Social Worker 
□Coroner □ Social Services Administrator 

Medical Facility 0 Reglilered Nurse Cl Registered Psychologist 
0 Licensed Practical Nurse D Psychiatrist 
□Qentist 0 Advanced Practice Nurse 

Address □Osteopath □Other

Signature 
Date 

(MAILING i'NSTRUCTIONS ON REVl!RSE SibE) 
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