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Application for Keenz Stroller Wagon Medical Discount  

Legal Guardian Name __________________________________________________ 
 
Legal Guardian Phone #  _______________________ e-Mail  ____________________ 
 
Patient Name:  __________________________________________________ 
 
Birth date:   ____-___-____  Age ______ Weight  ____________________ 
 
Mailing Address:   __________________________________________________ 
 
    __________________________________________________ 
 
To Be Completed By Patient’s Physician, Medical Social Worker, Physical Therapist, or 
Child Life Specialist.   
 
Name and Title    ______________________            ______________________ 
 
License Number  __________________________________________________ 
 
Hospital/Practice Name  __________________________________________________ 
 
Patient’s Medical Diagnosis __________________________________________________ 
 
 
Will the Keenz Mobility __________________________________________________ 
Stroller be used as part of 
Patient’s physical therapy __________________________________________________ 
or medical treatment plan? 
    __________________________________________________ 
     

__________________________________________________ 
 
 
Will the patient benefit __________________________________________________ 
Physically/emotionally/ 
psychologically/socially  __________________________________________________ 
from a Keenz Mobility  
Stroller Wagon? If so, how? __________________________________________________ 
 
    __________________________________________________ 
 
 
 
________________  _____________________  ___________________ 
Signature   Legal Guardian’s    Date 
Of Medical Care Provider     Signature               


