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INFORMATION TO BE OBTAINED FROM THE PLACING PARENT

THIS FORM IS DESIGNED TO GATHER HEALTH HISTORY, GENETIC AND SOCIAL BACKGROUND INFORMATION FROM PARENTS WHICH WILL ASSIST THE CABINET IN PROVIDING BETTER SERVICES TO THE CHILD.  

The following information is true and complete to the best of my knowledge and belief. 
Signed: ___________________________   Date Form Completed:  ______________ By Whom:  _______________________________
  

Individuals shall not disclose protected health information, confidential, personal or other sensitive information regarding children in the care of the Cabinet, or their family members, even after their association with the Cabinet ceases.  Criminal or civil penalties including fines and imprisonment could be imposed for violations.

 FAMILY PROFILE
Child:  _____________________________________
	
	MOTHER
	FATHER

	Name:


	
	

	Social Security Number
	
	

	Date of Birth/Age
	
	

	Birthplace 
	
	

	Race/Ethnicity
	
	

	Sex
	
	

	Current Address (Street #, City, Zip)
	
	

	Telephone Number
	
	

	Marital Status
	
	

	If Married, Date and Place of Marriage
	
	

	Name of Spouse
	
	

	Married Before?
	
	

	If yes, date, place of marriage. 
	
	

	Date and place of divorce/death of former spouse.
	
	

	Eye color
	
	

	Hair color
	
	

	Height
	
	

	Weight
	
	

	Glasses
	
	

	Right/Left Handed
	
	

	Blood Type
	
	

	RH  Factor
	
	

	Occupation
	
	

	Employed By
	
	

	Highest Grade Completed
	
	

	Religion-Preference/Objections
	
	

	Health Problems or Conditions
	
	


REASONS FOR PLACEMENT 

Why did you consider it desirable to place the child for adoption?




















































































































































































































































































































If the child was not placed at birth, give information regarding the health and development until the time of placement.

What is your current feeling about being contacted by the child when he/she is an adult?


























































































































































































FAMILY HISTORY 

Background:  Please give a brief description of your childhood home and family life.























































































































































































































































































































































Please give a brief description of what your interests are now.  Do you have any special talents or abilities?  Do you have any specific goals toward which you would like to work?  What information would you like your child to know about you?

BACKGROUND INFORMATION FOR PREGNANCY WITH THIS CHILD. (To be completed by birth mother only.) 

Child’s Name: ____________________________________

Is the baby’s father aware of the pregnancy?  Yes _____ No _____ Not Sure ______

Is the baby’s father a genetic relative of yours?  Yes _____ No _____   If yes, how is he related? _____________ ______________________________________________________________________________
Month prenatal care began for this pregnancy:  _________________________ 

Were there any complications?  Yes _____ No _____ If yes, explain ___________________________________  

___________________________________________________________________________________________  

Was there any sexual or physical abuse during pregnancy?  Yes _____ No ______  

Was there any venereal disease and treatment during pregnancy?  Yes ______ No ______

Food cravings during pregnancy: Yes _____ No ______

MEDICATION AND OTHER SUBSTANCES USED DURING THIS PREGNANCY AND DURING 5 YEARS PRIOR TO PREGNANCY.  Indicate in appropriate space medication/drugs taken during pregnancy involving this child and or other substances used during the 5 years prior to this pregnancy.        
        Yes      No              Month
 
      Year                              
 
Mother Only

       (check one)
   (If during this Pregnancy)    (If prior to this pregnancy)      Type, frequency and amount
	01.
	Aspirin
	
	
	
	
	

	02.
	Antibiotics
	
	
	
	
	

	03.
	Antihistamines : Indicate type(s) 
	
	
	
	
	

	04.
	Hormones: Indicate  types (s): 
	
	
	
	
	

	05.
	Cortisone (ACTH, etc)
	
	
	
	
	

	06.
	Diet pills: Indicate   type(s) 
	
	
	
	
	

	07.
	Sleeping pills: Indicate type(s):
	
	
	
	
	

	08.
	Nerve pills/tranquilizers: Indicate type(s)
	
	
	
	
	

	09.
	Medicine for cancer: Indicate type(s)
	
	
	
	
	

	10.
	Heart/blood pressure pills Indicate type(s) 
	
	
	
	
	

	11.
	Thalidomide’s
	
	
	
	
	

	12.
	Medicine for nausea Indicate type(s) 
	
	
	
	
	

	13.
	Medicine for convulsions Indicate type(s): 
	
	
	
	
	

	14.
	Nose drops
	
	
	
	
	

	15.
	Alcohol
	
	
	
	
	

	16.
	Amphetamines Indicate type(s
	
	
	
	
	

	17.
	Barbiturates Indicate type(s): 
	
	
	
	
	

	18. 
	Cocaine
	
	
	
	
	

	19.
	Heroin
	
	
	
	
	

	20.
	LSD
	
	
	
	
	

	21. 
	Marijuana
	
	
	
	
	

	22.
	Caffeine (coffee, tea, etc)
	
	
	
	
	

	23.
	Use tobacco Indicate type(s)
	
	
	
	
	

	24.
	Any other prescription drugs, if yes indicate type(s)
	
	
	
	
	

	
	Father Only
	
	
	
	
	

	01.
	Alcohol
	
	
	
	
	

	02.
	Amphetamines
	
	
	
	
	

	03.
	Barbiturates
	
	
	
	
	

	04.
	Cocaine
	
	
	
	
	

	05.
	Heroin
	
	
	
	
	

	06.
	LSD
	
	
	
	
	

	07.
	Marijuana
	
	
	
	
	

	08.
	Caffeine (coffee, tea, etc.)
	
	
	
	
	

	09.
	Use tobacco
	
	
	
	
	

	10.
	Any other prescription drugs, if yes type(s)
	
	
	
	
	

	11.
	Any know venereal disease and treatment
	
	
	
	
	


SIBLING INFORMATION

Information refers to siblings of the child to be adopted


CASE NAME: ______________________ 


CASE #: ______________

	CHILD
	DOB
	BIRTHPLACE

(City/State/Hospital)
	PARENT

NAME
	Physical, Mental Illness
	Developmental Concerns Normal or Specific Concerns

	…………………………………………………………………………………………………………………………………………  

	                      
	             
	                       
	Mother


	                                      
	

	

	
	
	
	Father


	
	

	………………………………………………………………………………………………………………………………………… 

	                      
	             
	                       
	Mother


	                                      
	

	

	
	
	
	Father


	
	

	………………………………………………………………………………………………………………………………………… 

	                      
	             
	                       
	Mother


	                                      
	

	

	
	
	
	Father


	
	


MEDICAL BACKGROUND

NAME OF CHILD:







FORM COMPLETED ON:











BIRTH MOTHER:________











BIRTH FATHER:  ________

	Please remember, we are trying to give as complete a medical history for the child as possible, indicate if the birth parent, grandparents, siblings, or other extended family members (blood relatives) have had or now have the medical item listed below.  Where appropriate, give age at onset, treatment, medication, etc.  Use additional space if needed.

	MEDICAL CONDITION


	SELF

YES         NO
	FAMILY

YES         NO
	COMMENTS (INDICATE WHICH FAMILY MEMBER)

	Birth Defects, e.g. harelip, club foot, congenital heart defect, birth marks, Hydrocephalus
	
	
	
	
	

	Paralysis or crippling disorder, e.g. muscular dystrophy, multiple sclerosis, cerebral palsy, spina bifida
	
	
	
	
	

	Seizures, convulsions or epilepsy – age at onset.
	
	
	
	
	

	Sight, hearing or speech impairment.
	
	
	
	
	

	Learning disability


	
	
	
	
	

	Mental retardation, e.g. Down’s Syndrome, etc.
	
	
	
	
	

	Hormonal disorder, e.g., Diabetes, thyroid – age at onset.
	
	
	
	
	

	Arthritis


	
	
	
	
	

	Allergies, e.g. food, drugs, asthma or hay fever, eczema, etc.
	
	
	
	
	

	Blood diseases e.g., hemophilia (bleeding), sickle cell anemia, hepatitis, anemia
	
	
	
	
	

	Kidney disorder


	
	
	
	
	

	Cardiovascular problems, e.g., high blood pressure, stroke, heart attack
	
	
	
	
	

	Schizophrenia, severe depression, suicide
	
	
	
	
	

	Alcoholism/Drug abuse


	
	
	
	
	

	Cancer (type, location)


	
	
	
	
	

	Significant illness, e.g., Cystic Fibrosis, Lupus, etc.
	
	
	
	
	

	Spontaneous abortions, miscarriages, stillbirths, neonatal deaths, high/low birth weight, prematurity, Toxemia, twins
	
	
	
	
	

	Viral infections, Encephalitis, Herpes, AIDS, etc.
	
	
	
	
	

	Huntington’s Disease, Tay-Sachs, Neurofibromatosis, PKU, Tuberculosis, Toxoplasmosis Disease
	
	
	
	
	

	Venereal Disease


	
	
	
	
	

	Special Dental Problems
	
	
	
	
	


Family History (Maternal Grandparents and Siblings)

	Name
	Address
	Age
	Race
	Education
	Occupation
	Physical Description

	
	Hgt
	Wt
	Hair
	Eyes
	Health Issues

	Mother
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Father
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


Family History (Paternal Grandparents and Siblings)

	Name
	Address
	Age
	Race
	Education
	Occupation
	Physical Description

	
	Hgt
	Wt
	Hair
	Eyes
	Health Issues

	Mother
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Father
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sibling 
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