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Applicant Mental Health Report
Confidential
This form allows the mental health provider named in section 1 below to share mental health information with LD to assess whether a foster care applicant or kinship caregiver has any known mental health conditions that could affect their ability to care for children and youth.
Your mental health information helps us understand how to support you as a caregiver. It’s only one part of the overall review, and no single condition, disability, or medication will automatically disqualify you. We use a fair, bias‑aware process that looks at your strengths, your situation, and your ability to provide safe care.
If we have concerns that a medical condition, disability, or medication will affect your ability to provide safe care, we will discuss those concerns with you and try to work with you to resolve them before we make a decision.
Section 1: Completed by Applicant
[bookmark: Text1]Mental Health Provider Name      
Phone Number      
Fax Number      
Email Address      
Name and Address (or location) of Medical Office, Practice, or Clinic
     
Applicant Name      
Date of Birth      
I hereby authorize my mental health provider to release my mental health history information including, but not limited to, information on the items I have checked below. This release of information is valid for one year from the date of my signature.  
NOTE: Be sure to check each line and sign.
[bookmark: Check4]|_| mental health
[bookmark: Check3]|_| sexual and physical abuse
[bookmark: Check2]|_| substance use
[bookmark: Check1]|_| domestic violence
Signature of Applicant		Date      	
Section 2: Completed by LD/Child Placing Agency (CPA) Staff
Licensor Name      
Office Mailing Address      
Fax Number      
Email Address       
Phone Number      
Section 3: Completed by Mental Health Provider
Please return as soon as possible to licensor’s office listed in section 2. Please complete all sections of this form, even if you are attaching other documents. 
Date first seen by provider      
Date of last appointment      
Frequency of visits      
1. Past mental health diagnoses
     
2. Current mental health diagnoses 
     
3. Describe applicant’s current functioning 
     
4. Current medications: please state the purpose of the medication, problems that might occur if medication is not taken as prescribed, and how it affects daily functioning (particularly with regards to safety of driving, alertness, and ability to safely supervise children). Please comment about any concerns regarding how the combination of medications that the applicant takes might affect functioning
     
5. Please describe how any listed mental health condition may affect the applicant’s care of children and additional children
     
6. Concerns, comments, or impressions 
     
Mental Health Provider Signature
Mental Health Provider Name      
Signature		Date      	
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