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HEALTH INFORMATION REQUIRED FOR FOSTER OR ADOPTIVE PARENTS OR APPLICANTS 
REGARDING DEPENDENT CHILDREN
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Child’s Name (First, Middle, Last)



Date of Birth




Sex

Address: Street




City




State

Zip Code


AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION: I authorize the release of this information for the limited purpose of my application as a foster/adoptive parent.

Signature of Legal Guardian of above Child







Date


















THIS SECTION TO BE COMPLETED BY THE HEALTH PROFESSIONAL

As part of the application process for approval as a foster or adoptive parent, a statement from a physician, physician’s assistant, advanced registered nurse practitioner, or registered nurse  under the supervision of a physician, is required to address the following regarding the above child:

1. (a) Does this child have a communicable or infectious disease?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
(b) If  YES, please describe nature of the infection and attach relevant medical information that describes  the condition:____________________________________________________________________________________________________________________________________________________________________________________________________________

2. (a) Does this child have a current medical condition that would present a health or safety risk to a child placed in the applicant’s home?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
(b) If  YES, please describe nature of the condition and attach relevant medical information that describes the condition:_________________________________________________________________________________________________

3. (a) Does this child have a physical limitation, mental illness, alcohol or drug problem, significant history of physical or mental illness, or other health condition that would present a health or safety risk to a child placed in the applicants home?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
(b) If YES, please describe nature of the condition and attach relevant medical information that describes the condition:________________________________________________________________________________________________

4. (a) Do the ongoing health care needs of this child place a significant physical or emotional burden on the applicant that would interfere with this applicant’s ability to provide a healthy environment for a foster/adoptive child? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
 (b) If YES, please explain:______________________________________________________________________________________


________________________________________________________________________________________________________
MEDICAL HISTORY

1. (a)
Please list any acute or chronic conditions (including behavioral or mental health conditions) for which you or other medical providers are treating this child.

   
1. _________________________ 2. ______________________ 3. ________________________ 4. _________________________

(b) Describe current treatment(s) for above conditions and list other treatment providers: ______________________________________

______________________________________________________________________________________________________________

(c) Is the child taking any medications on a regular basis? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

(d) If yes, please list medications: 
1. __________________ 2. ______________________ 3. _____________________
2. Date last seen by a physician: _______________________
Date last seen by a dentist: _______________________

3. Is the child currently up to date on his/her immunizations? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If YES, please attach a copy of the current immunization record.

EXAMINATION

1. Date of last examination: ____________________



2. Weight: ____________________

3. Height:  ____________________

4. (a) Describe any abnormal findings on the examination: ________________________________________________________________

_____________________________________________________________________________________________________________

(b) Any abnormal lab results: _____________________________________________________________________________________

(c) If yes, Describe:

5. Date of last Visual Screening: ____________________
Left: ________ Right: ________ Both: _______

6. Date of last Hearing Screening: __________________
Left:     1000: ________ 2000:________ 4000: ________

                                                                                             Right:    1000: ________ 2000: ________ 4000: ________

Are there issues of concern that you wish to discuss with a Cabinet for Health and Family Services representative?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

HEALTH PROFESSIONAL’S STATEMENT: Based upon my knowledge of this child’s health status described above and the child’s health history reported by the applicant, I know of no health factors that would place a foster/adoptive child placed in the applicant’s home at significant risk. Comments: ___________________________________________________________________________________
______________________________________________________   ______________________________________   _________________
Physician’s / Health Professional’s Signature

        
Title



     
      Date


______________________________________________________   ______________________________________

Address
   Telephone Number
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