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Medical History and Health Certificate

The individual listed below has applied with 4KIDS of South Florida  to be considered as a foster/adoptive parent.  The answers you provide to the following questions will assist us in considering his/her application.  An authorization to release medical information is included.

Patient’s Name: __________                         
 DOB: _____________


1.
How long has this patient been under your care? _______________________________

2.
What is the patient’s general health and physical condition? ______________________


______________________________________________________________________

3.
Does the patient have any chronic illness/disease?                Yes □        No □  


If “yes”, please complete the following:



Diagnosis: ___________________________________________



Prognosis: ___________________________________________

4.
Is the patient taking any medications? If “yes”, please list: ________________________


______________________________________________________________________

5.
Is this patient free from contagious or communicable disease? _____ If “no”, please elaborate: ______________________________________________________________

6.
Are you aware of any past or current issues, surgeries, substance abuse, and/or mental health services regarding this patient?  If “yes”, please elaborate: __________________________________________________________________________________________________________________________________________________________________________________________________________________

7.
On the basis of my findings as indicated above, and to the best of my knowledge, I find him/her:


[image: image1] Physically/mentally able to                                       
[image: image2] Not physically/mentally able

        care for foster children.        
 to care for foster children.

______________________________                      
_____________________________

Physician’s Signature




Date

PLEASE AFFIX PHYSICIAN’S STAMP HERE.        RETURN TO:  

                                                                                               4KIDS of South Florida







 2717 W Cypress Creek Blvd







 Ft Lauderdale, FL 33309









 954-979-7911 Fax: 954-302-4960
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