
CABINET FOR HEALTH AND FAMILY SERVICES

APPLICATION TO FOSTER OR ADOPT
APPLICANT INFORMATION
	APPLICANT # 1
	APPLICANT # 2

	Full Legal Name:       
	Full Legal Name:       

	Maiden Name:       
	Maiden Name:       

	Previous Names:       
	Previous Names:       

	Date of Birth:       
	Date of Birth:       

	Birthplace:       
	Birthplace:       

	Social Security Number:       
	Social Security Number:        

	Gender:       
	Gender:       

	Religion:       
	Religion:       

	Education:       
	Education:       

	Occupation:       
	Occupation:       

	Employer:       
	Employer:       

	Employer’s address:       
	Employer’s address:       

	Employer’s phone number:       
	Employer’s phone number:       

	Employment start date:       
	Employment start date:       

	Hours of work (number of hours and time frame/shift):
	Hours of work (number of hours and time frame/shift):

	     
	     

	Race/Ethnicity:       
	Race/Ethnicity:       

	Military service (branch/dates, attach copy of DD214):
	Military service (branch/dates, attach copy of DD214):

	     
	     

	Have you ever worked for CHFS/DCBS/P&P?
	Have you ever worked for CHFS/DCBS/P&P?

	Yes  ☐     No  ☐
	Yes  ☐     No  ☐

	MARRIAGE or DOMESTIC PARTNERSHIP

(If more than 1 past marriage, please attach additional page with additional information)

	Date of Marriage:     

	Previous spouse or domestic partner - Applicant # 1

     
	Previous spouse or domestic partner - Applicant # 2

     

	Date begun:     
	Date begun:     

	Date ended:     
	Date ended:     

	CONTACT INFORMATION

	Home Address:       

	City/town:       
	Zip Code:       

	How long have you lived at this address?       

	Home phone:       

	APPLICANT # 1
	APPLICANT # 2

	Cell phone:       
	Cell phone:       

	Work phone:       
	Work phone:       

	email address:       
	email address:       


CHILDREN
(If more than 4 children, please attach additional page with additional information)
	NAME
	SEX
	DATE OF BIRTH
	LIVING WITH WHOM

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	OTHER ADULTS LIVING IN APPLICANTS HOME

(If more than 2, please attach additional page with additional information)

	NAME
	SEX
	DATE OF BIRTH
	RELATIONSHIP TO APPLICANT

	     
	     
	     
	     

	     
	     
	     
	     


HEALTH AND MEDICAL FACTORS
	Does your family have medical insurance coverage:  Yes  ☐     No  ☐

	Description of health conditions affecting anyone living in the home: (Name and condition)

	     

	     

	     

	     

	How close is your residence to medical facilities or hospitals?     

	     

	Do you have first aid supplies in your home?  Yes  ☐     No  ☐

	If yes, please list type/kind of supplies and location where they are stored:     

	     

	     

	Are m FORMTEXT 
edications locked up and access secured?  Yes  ☐     No  ☐

	Please explain where and how:     

	     

	     

	Does anyone residing in the home smoke:  Yes  ☐     No  ☐


CRIMINAL RECORDS
	Has anyone in your family been convicted of a felony?  Yes  ☐     No  ☐

	If yes, please explain:     

	     

	     

	Has anyone in your family been convicted of a misdemeanor?  Yes  ☐     No  ☐

	If yes, please explain:     

	     

	     

	Has anyone in your family been investigated for child abuse or neglect?  Yes  ☐     No  ☐

	If yes, please explain:     

	     

	     

	Has anyone in your family been involved in a domestic violence situation?  Yes  ☐     No  ☐

	If yes, please explain:     

	     

	     

	Have you ever had a child in your care removed, either voluntarily or involuntarily?  Yes  ☐     No  ☐

	If yes, please explain:     

	     

	     


RESIDENCE
	Do you have a fire extinguisher in your residence?  Yes ☐       No  ☐

	If yes, please list how many, types and storage locations:     

	     

	     

	Do you have smoke detectors in your residence?  Yes  ☐     No  ☐

	If yes, please list how many and their locations:     

	     

	     

	Do you have carbon monoxide detectors in your residence?  Yes  ☐     No  ☐

	If yes, please list how many and their locations:     

	     

	     

	Is your residence free of lead paint?  Yes  ☐     No  ☐

	

	Does your residence have a security alarm?  Yes  ☐     No  ☐

	

	Do you have a working home phone  ☐  or cellular phone  ☐

	

	What bedroom space is available for children in your home and how many beds are available?

	     

	     


ADDITIONAL ITEMS
	What is your main mode of transportation?     

	     

	How many passengers can your car accommodate?     

	     

	Do you have automobile insurance?  Yes  ☐     No  ☐  Please provide proof of insurance

	

	Do you have a car seat?  Yes  ☐     No  ☐

	

	If you have a problem getting to work, school, doctor, etc., what do you do?     

	     

	     


I am/We are interested in (You may check more than one) :

☐ Foster Care

☐ Foster Care/Adoption

☐ Adoption 

☐ Adopting or Providing Foster Care for a Specific Child or Children
TYPE OF CHILD YOU MAY CONSIDER FOSTERING OR ADOPTING

Age of Child (or age range):       

Gender of Child: ☐ Boy
 ☐ Girl 
☐ Either 
☐ Both

Are you considering fostering or adopting siblings?    ☐ Yes        ☐ No         ☐ Unsure

If yes, how many siblings?      

PREVIOUS ADOPTION/FOSTER APPLICATIONS 

Have you previously applied with another agency either as an individual, a couple, or in a previous relationship?

☐  Yes  
☐  No
If yes, please provide the name(s) of the agency(ies) and the dates of approval:

     
     
     

Have you previously started or completed an adoption or foster care home study?   

☐  Yes
 ☐  No
If yes, will you sign a release to allow the agency(ies) to provide a copy of the home study to the Cabinet for Health and Family Services?

☐  Yes
 ☐  No
ACKNOWLEDGEMENTS
I/We, the undersigned, submit this application with the acknowledgement that I/We give full permission to the Department for Community Based Services representatives to communicate and exchange information about me/us, in written or verbal form, with other child welfare agencies, private and international adoption agencies, physicians, mental health professionals, references, other foster care/ adoption licensees and practitioners, government agencies/departments, and other sources, as necessary, in order to further my/our application.  I/We understand that any false statement, or omitted information in this application, may jeopardize my/our application.

​​

​​                                                                                                                                                           
 
Signature of Applicant # 1


             

 



Date

                                                                                                                                                                                            
Signature of Applicant # 2   

             
 




Date
5

