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Health Statement For Parents

_______________________________; is applying to become a foster parent and or an adoptive parent with our agency.  The state requires that a licensed physician fill out a health statement and we would appreciate your time and cooperation.

1.)
After the review of the patients medical history, is this individual free of communicable disease and safe to be around children?

Yes____
No____


Was the patients medical history reviewed?

Yes____
No____


TB Test Completed Date:___________________
Results:______________________


Is there any concern for further testing or evaluation?____________________________

_______________________________________________________________________

2.)
Please rate the general health of the individual.


Poor_______
Fair_______
Good_______
Excellent_______

3.)
Have you treated or are you treating this individual for any acute or chronic physical or psychiatric problems?  If so, please explain:____________________________________


________________________________________________________________________

4.)
Is the individual taking any medication?  If so, please indicate type of medication and purpose.



Yes____
No____

If yes, please explain:______________________________________________________

_______________________________________________________________________

5.)
To your knowledge, does this patient have a history of psychiatric illness?









Yes____
No____


If yes, please explain:______________________________________________________


________________________________________________________________________

6.)
In your opinion, is this person physically and emotionally capable of accepting the responsibility of providing care and guidance to foster or adoptive children who have emotional and/or behavioral problems.

Yes____
No____


If no, please explain:_______________________________________________________


________________________________________________________________________


________________________________________________________________________

Thank you for your time.  If you have any questions about this form or our program, please contact Families United Network, Inc. at ____________________________________________.

Physician’s Name_______________________________________________________________

PHYSICIAN’S SIGNATURE________________________ DATE: ________________

ADDRESS:
____________________________________ PHONE: _______________



____________________________________


