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Oregon Department of Human Services




Office of Child Welfare Programs
Well Being Program 
	Professional Foster Home Information


	To be completed by the BRS certifier and sent to: Professional.FosterHome@state.or.us

	Application date:
      
	  FORMCHECKBOX 
 Initial
	 FORMCHECKBOX 
 Re-certification
	 FORMCHECKBOX 
 Change of information
	 FORMCHECKBOX 
 Home closure

	Professional foster home name (parent 1):

     
	Professional foster parent OR-Kids number 
(if known):      

	Licensed child-caring agency name:

     
	Licensed child caring agency OR-Kids number 
(if known):      

	
	

	Foster parent 1
	Foster parent 2

	Name:      
	Name:      

	Marital status:  FORMDROPDOWN 

	Marital status:  FORMDROPDOWN 


	Date of birth:

     
	Social Security number:
     
	Date of birth:

     
	Social Security number:
     

	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

	Race:  FORMDROPDOWN 

	Race:  FORMDROPDOWN 


	Ethnicity:
	Ethnicity:

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Other:      
	Other:      

	Primary language:
 FORMDROPDOWN 

If other, please identify:      
	Primary language:
 FORMDROPDOWN 

If other, please identify:      

	
	
	
	
	
	


	Primary address

	Street address:
     
	City:

     
	County:

     
	State:

     
	ZIP:

     

	

	Mailing address

	Street address:
     
	City:

     
	County:

     
	State:

     
	ZIP:

     

	Home phone:

     
	Cell or alternate phone:
     
	Email:
     

	
	

	Certification information

	Total bed capacity:

     
	Age range:

       to       
	Client by gender:

      Male              Female              Total

	
	

	Certification period

	Certificate begin date:      
	Certificate end date (effective to):      

	Certification close reason:  FORMDROPDOWN 


	
	

	
	

	
	


	Other adult living in the home
	Other adult living in the home

	Name:      
	Name:      

	Relationship to foster parent: 
 FORMDROPDOWN 

	Relationship to foster parent: 
 FORMDROPDOWN 


	Date of birth:

     
	Social Security number:

     
	Date of birth:

     
	Social Security number:
     

	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

	Race:

 FORMDROPDOWN 

	Race:

 FORMDROPDOWN 


	Ethnicity:
	Ethnicity:

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Other:      
	Other:      

	Primary language:
 FORMDROPDOWN 

If other, please identify:      
	Primary language:
 FORMDROPDOWN 

If other, please identify:      

	
	
	
	
	
	

	Additional adults living in the home

Please narrate: The individual(s) first and last name; relationship to the foster parent; date of birth; social security number; gender race; ethnicity and primary language when there are more than four adults living in the home.
     

	
	


	Minor children living in the home
	Minor children living in the home

	Name:      
	Name:      

	Date of birth:

     
	Relationship to foster parent 1:  FORMDROPDOWN 

	Date of birth:

     
	Relationship to foster parent 2:  FORMDROPDOWN 


	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female


	Minor children living in the home
	Minor children living in the home

	Name:      
	Name:      

	Date of birth:

     
	Relationship to foster parent 1:  FORMDROPDOWN 

	Date of birth:

     
	Relationship to foster parent 2:  FORMDROPDOWN 


	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female


	Minor children living in the home
	Minor children living in the home

	Name:      
	Name:      

	Date of birth:

     
	Relationship to foster parent 1:  FORMDROPDOWN 

	Date of birth:

     
	Relationship to foster parent 2:  FORMDROPDOWN 


	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	Gender:
      FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
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