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	Application for Approval to Care for a Child in DHS Custody
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Oregon Department
of Human Services






	Type of Approval
	Applicant Initial
	Date
	
	Applicant Initial
	Date

	   FORMCHECKBOX 
 Child Specific F. C. 
	     
	     
	   FORMCHECKBOX 
 Regular Foster Care
	     
	     

	   FORMCHECKBOX 
 Adoption
	     
	     
	   FORMCHECKBOX 
 Assisted Guardianship
	     
	     

	
	


	Applicant 1: 
	     
	     
	     

	
	Last Name
	First Name
	Middle Name

	Other Names Used:
	     

	Date of Birth:
	      /       /      
	
	Birth Place:
	     

	Martial Status:
 FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Married 
 FORMCHECKBOX 
 Divorced 
 FORMCHECKBOX 
 Widowed
	Religion:
	     

	**Social Security No.:
	       -         -       
	(**Identification and background checks)

	Ethnic Background: (Optional)
 FORMCHECKBOX 
 Asian (A) 
 FORMCHECKBOX 
 American Indian or Alaskan Native (I)

 FORMCHECKBOX 
 Unknown (U)
 FORMCHECKBOX 
 Black or African American (B)

 FORMCHECKBOX 
 White (W)
 FORMCHECKBOX 
 Native Hawaiian or Other Pacific Islander (P)
Cultural Origin: (Optional)
 FORMCHECKBOX 
 Hispanic or Latino (H) 

 FORMCHECKBOX 
 Not Hispanic or Latino (O)


	Applicant 2: 
	     
	     
	     

	
	Last Name
	First Name
	Middle Name

	Other Names Used:
	     

	Date of Birth:
	      /       /      
	
	Birth Place:
	     

	Martial Status:
 FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Married 
 FORMCHECKBOX 
 Divorced 
 FORMCHECKBOX 
 Widowed
	Religion:
	     

	**Social Security No.:
	      -       -      
	(Identification and background checks)

	Ethnic Background: (Optional) 
 FORMCHECKBOX 
 Asian (A) 
 FORMCHECKBOX 
 American Indian or Alaskan Native (I) 

 FORMCHECKBOX 
 Unknown (U)
 FORMCHECKBOX 
 Black or African American (B)

 FORMCHECKBOX 
 White (W)
 FORMCHECKBOX 
 Native Hawaiian or Other Pacific Islander (P) 
Cultural Origin: (Optional)
 FORMCHECKBOX 
 Hispanic or Latino (H) 
 FORMCHECKBOX 
 Not Hispanic or Latino (O)

	Physical Address:
	     
	
	     
	
	     

	
	Street Number and Name
	City
 
	County

	     
	
	(       )      
	
	     
	
	(       )      

	Zip Code
Phone Number (home)   
E-Mail Address
Cell Phone

	Other Number:
	(       )      
	Length of time living together:
	     

	Mailing Address: (if different) 
	     

	

	* Name and phone number may be provided to DHS Child Welfare approved organizations*. 

**DEPARTMENT OF HUMAN SERVICES, DHS, requests that you voluntarily provide your Social Security number to the agency as an identification number for background and record checks. Failure to provide your social security number will not be used as a basis to deny you any right, benefit or privilege provided by law. 


References and Emergency Contacts

Please provide four references who have known you well as an individual, couple, or family, only two may be your relatives. The persons you list should be able to answer questions regarding your character, relationship skills, and parenting abilities.  DHS may contact other persons not listed by you as part of the assessment process. Please provide the names and contact information of at least two individuals with whom you are likely to remain in contact if displaced due to a natural disaster; one should be in a different city or state. If emergency contacts are other than your references, list them at the end of this section.  

	1. Name
     
	Emergency Contact

  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	Other Number: 
	(       )      
	Phone Number: (work) 
	(       )      

	Cell/Home Phone:
	(       )      
	E-mail Address:
	     

	Street Address:  
	     
	City: 
	     

	State:
	     
	Zip Code:
	     


	2. Name
     
	Emergency Contact

  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	Other Number: 
	(       )      
	Phone Number: (work) 
	(       )      

	Cell/Home Phone:
	(       )      
	E-mail Address:
	     

	Street Address:  
	     
	City: 
	     

	State:
	     
	Zip Code:
	     


	3. Name
     
	Emergency Contact

  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	Other Number: 
	(       )      
	Phone Number: (work) 
	(       )      

	Cell/Home Phone:
	(       )      
	E-mail Address:
	     

	Street Address:  
	     
	City: 
	     

	State:
	     
	Zip Code:
	     


	4. Name
     
	Emergency contact

  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	Other Number: 
	(       )      
	Phone Number: (work) 
	(       )      

	Cell/Home Phone:
	(       )      
	E-mail Address:
	     

	Street Address:  
	     
	City: 
	     

	State:
	     
	Zip Code:
	     


Emergency Contacts

	Name:
	     
	Phone No.:
	 (       )      
	E-mail:
	     

	Name:
	     
	Phone No.:
	(       )      
	E-mail:
	     


Address at which you are likely to stay in case of disaster. 
	Address:
	     
	
	     
	
	     

	
	Street Name
	City
 
	County

	
	     
	
	(       )      
	
	     
	
	(       )      


	
Zip Code
Phone Number (home)   
E-Mail Address
Phone Number


List All Persons Living at the Applicant’s Address

	Name
	Birth Date
	Sex
	Relationship to Applicant(s)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


List Each Applicant’s Children Not Living in the Home – Include Adult Children
	Name
	Birth Date
	Sex
	Current Residence
	Indicate Child 
of Applicant
 1 or 2?

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


List All Former Marriages
	Applicant 1

	Name
	Date Married
	State
	Divorce Date
	State

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	Applicant 2

	Name
	Date Married
	State
	Divorce Date
	State

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


(Has either applicant ever been the victim of child abuse, assault, domestic violence or other violent event/act?  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes  –  If yes:    FORMCHECKBOX 
 Applicant 1     FORMCHECKBOX 
 Applicant 2
(Has any certificate, license, or approval issued to either applicant, for the purpose of caring for a child or adult, been suspended, revoked, withdrawn or denied?
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
(Has either applicant ever applied to care for a child or adult with any public or private agency - this would include child, or adult foster care, DD services?   
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  (If yes, complete below)
	Applicant 1/ Applicant 2
	Agency
	Date
	State
	Adult or Child

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


(Has either applicant ever been a licensed daycare provider?
  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
(Has either applicant, or any member of your household been involved in or have been the subject of any allegation regarding child abuse or neglect?
  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes – (If yes, complete below.)
	Name
	Date
	Allegation
	Location
	Disposition

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Current Employment

	Applicant 1
	Applicant 2

	Occupation:
	     
	Occupation: 
	     

	Current Employer: (if applicable)

     
	Current Employer: (if applicable)

     

	Address: 
	     
	Address: 
	     

	     
	     

	Phone:
	(       )      
	Phone:
	(       )      

	Supervisor:
	     
	Supervisor:
	     

	Begin Date:
	     
	Begin Date:
	     

	Residential History

	When did you move to your current residence? 
Month:
	     
	Year:
	     
	.  If you have lived at your 

	current residence less than five years complete the following for the last five years.

	1. 

	Complete Address:
	     

	
Street number & Name

City




State

Zip Code

	Dates at Address:
	     
	County:
	     
	

	2.
	

	Complete Address:
	     

	
Street Name

City




State

Zip Code

	Dates at Address:
	     
	County:
	     
	

	3.
	

	Complete Address:
	     

	
Street Name

City




State

Zip Code

	Dates at Address:
	     
	County:
	     
	


(The certification assessment process will include gathering information about, but not be limited to: 
	( Medical conditions
( Mental health

( Family dynamics
	( Public assistance history

( Criminal history
( Financial situation
	( Child welfare history
( Substance abuse issues
( Employment information


Documentation of marriages, divorces, deaths, or other dynamics of ones life may be required.  
(Assessment information may be gathered by any means available to DHS.  
(If you provided your social security number, you consent to its use. It will be used only for the purpose stated and will not be given to the general public. By signing this application you consent to discloser of your social security number to others if such disclosure is necessary for the purpose stated on page one.
(Falsification or omission of information on this application or supporting documentation could disqualify an applicant(s). The application may be denied if requested information is not submitted within 90 days of the application date.  

(The undersigned authorizes the Department of Human Services to conduct an assessment to determine the appropriateness of the applicant(s) to care for a child or children in the custody of the Oregon Department of Human Services and that the applicant(s) will comply with OAR 413-200-0270/0396 (Department Responsibilities for Certification and Supervision of Relative Caregivers, Foster Parents and Pre-Adoptive Parents, and Certification Standards for Foster Parents, Relative Caregivers, and Pre-Adoptive Parents) as required, if certified or approved as a foster parent, relative caregiver, or pre-adoptive resource.  
 







      /       /      
	Applicant 1 
	
	Date
	










      /       /      
	Applicant 2
	
	Date
	


	Received at DHS – Child Welfare Office:
	     
	


	FOR DHS WORKER TO COMPLETE

	(Applicant 1, Type of Photo ID checked:
	     
	

	Id number (if appropriate):
	     
	

	Initials of worker checking ID:
	     
	

	

	(Applicant 2, Type of Photo ID checked:
	     
	

	Id number (if appropriate):
	     
	

	Initials of worker checking ID:
	     
	

	
	
	


THIS FORM AVAILABLE IN ALTERNATIVE FORMAT UPON REQUEST
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