
                                                                                              
 

 

TO BECOME A PARENT MENTOR 

 
 

 

______________________________________  ______________________________________  _________________________ 

First Name                                                            Last Name                                                             Primary Phone 

 

 

_________________________________________  __________________________________  _________  ________________       

Street Address                                                            City                                                               State             Zip Code 

 

_____________________________________________________  _________________________________________________ 

E-mail                                                                                                 Occupation 

  

_________________________________________    ___________________________ 

Name of child with health needs/experiences              Child’s Date of Birth                                

 

_______________________________________________________________________________________________________ 

Child’s Diagnosis (primary/secondary) 

 

To help us coordinate the best match, please share any additional medical information or experiences (ie. tracheostomy, feeding 

tube, pump, surgeries, equipment, community resources, social/emotional, other) 

 

________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________ 

 

Do you have other children with health needs/experiences?    _____Yes      _____No 

 

_________________________________________    ___________________________    

Name of other child with health needs/experiences     Child’s Date of Birth                                 

 

________________________________________________________________________________________________________ 

Child’s Diagnosis (primary/secondary) 

 

Do you have additional children in the home?    _____Yes      _____No 

    

What Children’s Mercy clinic(s) has your family used? ___________________________________________________________ 

 

________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________ 

 

Why do you want to be a Parent Mentor? ______________________________________________________________________ 

 

________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________ 

 

 

Name of a Children’s Mercy staff member we may contact as a reference:  ____________________________________________ 



 

 

 

 

 

 

                                                            

Parent Mentor Training  

 

All volunteer parent mentors are required to participate in training either in person, online or over the phone.  Training 

focuses on confidentiality, code of conduct, boundaries, communication skills and hospital resources.   

 

 

 

Annual Online Education 
 

In addition to the initial parent mentor training, all Children’s Mercy volunteers are required to complete annual online education.  

 

 

 

Background Check 

 

To assure the safety of our patients, families, staff and volunteers, Children’s Mercy will run a background check upon  

initial enrollment in the parent mentor program.  Additionally, Children’s Mercy will run recurring background checks as part of 

their standard practice. 

 

 

 

 

 

 

By signing below, I agree to Children’s Mercy parent mentor training, annual online education and background checks.  Please note 

that the information you provide will be held in the strictest of confidence and only used by the Children’s Mercy Parent Support  

Program Coordinator for the sole purpose of matching trained parent mentors with requesting families.  

 

  
Signature______________________________________________________________________ 

 

Date_____________________________________________     Relationship to child_____________________________ 

 

 

 

 

Please send form to: 

 

Hollee Muller, MSW, LMSW, LCSW 

Hematology/Oncology/Bone Marrow Transplant 

Parent to Parent Program Coordinator 

Children’s Mercy 

2401 Gillham Road 

Kansas City, MO 64108 

Phone: (816) 302-6868 

Email: hamuller@cmh.edu 
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