
Columbia County Health and Human Services

Child Placement Application

PLEASE PRINT OR TYPE.  All of the information in this application will remain confidential.

APPLICANT #1

Name: _________________________________________
__________________
____________

Last


First

Middle

Previous Last Name(s)
Date of Birth

____________________________________
__________________
____________
Social Security Number



Race



Nationality


APPLICANT #2

Name: _________________________________________
__________________
____________

Last


First

Middle

Previous Last Name(s)
Date of Birth

____________________________________
__________________
____________
Social Security Number



Race



Nationality

Address: ___________________________________________
Phone: ________________________

Directions to home: _________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How long have you lived at your current address: _____________________

If less than 5 years, list any previous addresses: ___________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

EDUCATION

Applicant #1: Years Completed
__________
__________
__________
__________






Elementary
High School
Technical
College

Applicant #2: Years Completed
__________
__________
__________
__________






Elementary
High School
Technical
College

EMPLOYMENT

List all full and part-time work including self-employment and childcare.

	
	Applicant #1
	Applicant #2

	Employer’s Name:
	_____________________________
	_____________________________

	Job Title:
	_____________________________
	_____________________________

	Address:
	_____________________________
	_____________________________

	Phone Number:
	_____________________________
	_____________________________

	Date Employment Began:
	_____________________________
	_____________________________

	Days of Employment:
	_____________________________
	_____________________________

	Hours Worked:
	_____________________________
	_____________________________

	Annual Salary:
	_____________________________
	_____________________________


If both employed, what plans do you have for supervision of your children in your care while you are working? _________________________________________________________________________________________
_________________________________________________________________________________________

Previous jobs held within the past 5 years: _______________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FINANCIAL STATEMENT
	Total Income:
	
	Gross

	
	Applicant #1
	$ _________________

	
	Applicant #2
	$ _________________

	Outstanding Debt, loans, etc.:
	Monthly payments (loans/installments)
	$ _________________

	
	Rent/Mortgage payments
	$ _________________

	
	Total Monthly Expenses (include above)
	$ _________________


MEMBERS OF YOUR HOUSEHOLD (include non-relatives)

	Name
	Birthdate
	Relationship
	School
	Grade

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


If you have minor children who are not residing with you at the present time, please explain where they are living and why they are not living with you:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

DESCRIPTION OF HOME

Location: 
_____ Farm

_____ City
_____ Country (non farm)

Style: 

_____ House

_____ One Story
_____ Two Story
# of Rooms _____



_____ Apartment
_____ 1st Floor
_____ 2nd Floor
# of Bedrooms _____

Sleeping arrangements: Please indicate where everyone in your household sleeps and where a prospective foster child will sleep.

	Bedroom Size (approximate)
	Location (floor)
	Occupied by (name)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


HEALTH AND MEDICAL INFORMATION

	
	Applicant #1
	Applicant #2

	Name of Physician:
	_____________________________
	____________________________

	Address:
	_____________________________
	____________________________

	List any health problems:
	_____________________________
	____________________________

	List any hospitalizations:
	_____________________________
	____________________________

	Are you taking or do you regularly take any medication or drug?:
	_____ Yes   _____ No
	_____ Yes   _____ No

	If yes, please list the name(s) of the medication and explain the use:
	
	


Does anyone in your household smoke? _____ Yes   _____ No

Have you or anyone in your family had problems in these areas?

	
	
	Please Explain

	 FORMCHECKBOX 

	Physical Health Problems
	________________________________________

	 FORMCHECKBOX 

	Alcohol Abuse
	________________________________________

	 FORMCHECKBOX 

	Drug Abuse
	________________________________________

	 FORMCHECKBOX 

	Marital Problems
	________________________________________

	 FORMCHECKBOX 

	Parent Child Problems
	________________________________________

	 FORMCHECKBOX 

	Mental Illness
	________________________________________

	 FORMCHECKBOX 

	Financial Problems
	________________________________________

	 FORMCHECKBOX 

	Child-School Problems
	________________________________________

	 FORMCHECKBOX 

	Department of Motor Vehicles
	________________________________________

	 FORMCHECKBOX 

	Other
	________________________________________


Has anyone in your household received Mental Health and/or Drug and Alcohol counseling?
__________________________________________________________________________________________

If so, when, where and from whom? 
__________________________________________________________________________________________

Has anyone in your household ever been arrested? _____ Yes
_____ No

If yes: 
Whom? ________________

When? _________________

Reason? ________________

Was there a conviction? ________________

TYPE OF HEAT

_____ Oil
  _____ LP Gas
_____ Natural Gas
_____ Wood

Do you have smoke alarms? _____ Yes
_____ No

Number of smoke alarms: _______

Location of smoke alarms: 

1. _________________________________

5. _________________________________

2. _________________________________

6. _________________________________

3. _________________________________

7. _________________________________

4. _________________________________

8. _________________________________

DATE AND PLACE OF PRESENT MARRIAGE 

Date: __________________________
Place: _______________________

Previous marriages(s), if any: 

	
	Applicant #1
	Applicant #2

	To whom:
	_____________________________
	_____________________________

	Date and place of marriage:
	_____________________________
	_____________________________

	How terminated?
	_________________  Date: ______
	_________________  Date: ______

	To whom:
	_____________________________
	_____________________________

	Date and place of marriage:
	_____________________________
	_____________________________

	How terminated?
	_________________  Date: ______
	_________________  Date: ______


Please describe any previous contact you or your family has had with any county Department of Health and Human/Social Services:

 _________________________________________________________________________________________
__________________________________________________________________________________________

Have you ever applied for or been a licensed or certified childcare provider or adult home care provider? __________________________________________________________________________________________

Have you ever applied for adoption or for a foster home license before? ________________________________

If so, please provide the following information: 

_____________________________________________________

______________________________
Agency Name








Date of application

_____________________________________________________

______________________________
Agency Name








Date of application

Why are you interested in becoming a foster parent? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What type of children would you like placed in your home?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

REFERENCES
Please list five relatives.  At least three of the five listed should be non-relatives.  These references should know your family well.

	Name
	Mailing Address
	Telephone
	Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



In compliance with requirements of the Wisconsin Statutes (48.62 Wis Stats.), I am applying for a license to operate a foster home.  I affirm that the information given in this application is accurate, and understand that any discovery of false information may lead to rejection of this application.  I am willing to provide the licensing agency with sufficient information to verify whether or not the requirements for a license are met and authorize the agency to make such investigations as is necessary to verify these factors.

In making this application to the Columbia County Department of Health f Human Services for foster home licensing, I understand that there is no commitment by the agency that a child be placed in my home.

________________________________________________
____________________________________
Signature of Applicant #1





Date

________________________________________________
____________________________________
Signature of Applicant #2





Date

Knowing that the children would be treated as individuals, I use the following methods of discipline (indicate what, if any, you would use and explain):

	
	Applicant #1
	Applicant #2

	Demonstration by example:
	_____________________________
	_____________________________

	Isolation:
	_____________________________
	_____________________________

	Talking with child:
	_____________________________
	_____________________________

	Nagging:
	_____________________________
	_____________________________

	Praise and showing affection:
	_____________________________
	_____________________________

	Rewarding good behavior:
	_____________________________
	_____________________________

	Scolding:
	_____________________________
	_____________________________

	Sending to bed:
	_____________________________
	_____________________________

	Silence toward child:
	_____________________________
	_____________________________

	Withholding food:
	_____________________________
	_____________________________

	Withholding privileges:
	_____________________________
	_____________________________

	Assigning penalties:
	_____________________________
	_____________________________

	Yelling at child:
	_____________________________
	_____________________________

	Grounding:
	_____________________________
	_____________________________

	Time-out:
	_____________________________
	_____________________________

	None:
	_____________________________
	_____________________________

	Other (describe):
	_____________________________
	_____________________________


RESPONSE TO POSSIBLE PROBLEMS OR BEHAVIORS

	
	CAN 
HANDLE
	COULD
POSSIBLY
HANDLE
	COULD NOT

HANDLE
	COMMENTS &
QUALIFICATIONS

	Birth family visits
	
	
	
	

	Defiant/stubborn
	
	
	
	

	Aggressive/physical behavior
	
	
	
	

	Withdrawn
	
	
	
	

	Destructive/property
	
	
	
	

	Self-destructive
	
	
	
	

	Hyperactive
	
	
	
	

	Unresponsive/verbal & affection
	
	
	
	

	Head lice
	
	
	
	

	Physical handicap
	
	
	
	

	Slow learner
	
	
	
	

	Truancy
	
	
	
	

	Rejects authority
	
	
	
	

	Nervous mannerisms
	
	
	
	

	Mental illness or emotional disorder
	
	
	
	

	Learning disability
	
	
	
	

	Speech impediment
	
	
	
	

	Incessant talking
	
	
	
	

	Physically unattractive
	
	
	
	

	Seizures
	
	
	
	

	Poor personal habits
	
	
	
	

	Irregular sleeping hours
	
	
	
	

	Obesity
	
	
	
	

	Eating disorder
	
	
	
	

	Sexually abused
	
	
	
	

	Beer/alcoholic beverages
	
	
	
	

	Drugs
	
	
	
	

	Swearing
	
	
	
	

	Smoking
	
	
	
	

	Chewing
	
	
	
	

	Sex offender
	
	
	
	

	Stealing/shoplifting
	
	
	
	

	Diabetic
	
	
	
	

	Administering medicine/special problems
	
	
	
	

	Runaways
	
	
	
	

	Encopretic (soiling)
	
	
	
	

	Enuretic (wetting)
	
	
	
	

	Pregnancy
	
	
	
	

	Lying
	
	
	
	

	Manipulative
	
	
	
	

	Argumentative
	
	
	
	

	Sullen/moody
	
	
	
	


HOBBIES, INTERESTS OR LEISURE ACTIVITIES:
Please return this form to:�Columbia County Health and Human Services


P.O. Box 136


Portage, WI  53901








1

