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CHILDREN, YOUTH & FAMILIES Applicant Medical Report CONFIDENTIAL

Section 1: Completed by Applicant
heA. 1: havpht; HHHoD

MEDICAL PROVIDER NAME

hhgos Aded. ag°
PHONE NUMBER FAX NUMBER
®%6 6T 4hi oo

ADDRESS OR NAME AND LOCATION OF MEDICAL OFFICE/PRACTICE/CLINIC
AL 0P, (9% 037 (LT &ehéot chhdPS/Tehtt/hAlzh

NAME OF APPLICANT DATE OF
ag® havpht: BIRTH
OF AL

| hereby authorize my medical provider to release my medical history information including, but not limited to, information
on the issues | have checked below. This information is required as part of a home study for foster care and/or adoption.

This release of information is valid for one year from the date of my signature.
NOTE: Be sure to check each line and sign.

O mental health O sexual and/or physical abuse
O alcohol and drug concerns O domestic violence

(H. &100 AH, 7@0Y(L HDI°TL G hhIPS 38T hNeF AP U7 hh A TEL Hh&d HODY: A vl HA TP +RLTF HPPAMT AlldS
NHCR AAMT AU0: Al 0P28R3 9P hL ANA §8 M Z7%T 10T /chOP 92002 HEA, Af::
Al POk h(6F 0l HELIPIe AT B4 2hL. 4ot HRIch WP

ihCH: 150, OhG aodooC oG F T PRSI0 CARE hers

O 176G AxIPC O 277/ @8 AhAR avp o

O ahe 2 AADAR aoivt7 624-CO O HO, 2R Gavs:

SIGNATURE OF APPLICANT DATE
G0 havp\at: hge ont

Section 2: Completed by LD/CPA Staff
heA. 2: NA¢ht5 2 LD/CPA 1itHHor

LICENSOR NAME LICENSING DIVISION OFFICE MAILING ADDRESS AND FAX NUMBER
Og° &3 HYN T Zchdd h&A &P G 703 AT #X¢ 4-hi?

Section 3: Completed by Medical Provider. Return to local Licensing Division office listed in Section 2.
heA. 3: Nhh9PeR @Y. HiHHor: Tk A h§A. 2 BHHCHZ §2 hALh O hdt hed. §35& Foopn:

DATE OF MOST RECENT PHYSICAL EXAMINATION (MUST BE WITHIN 12 MONTHS OF | DATE FIRST SEEN BY PROVIDER
APPLICATION) ARBLA. WHCHOA S 2077 O

Al $20 hPT KNAR avCave. WML o0 (Bl PPPPART Al @Tm. 12 APCh RT@7 hAAP)

CHRONIC / FREQUENT MEDICAL ISSUES (INCLUDING SIGNIFICANT PAST MEDICAL HISTORY)
h&CIMLIP° G hPq hridt (S8 ke G hhgPS 8T hPAt)

CURRENT MEDICAL DIAGNOSIS
G2 il chh9°q J°Cave.
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CURRENT MEDICATIONS: PLEASE STATE THE PURPOSE OF THE MEDICATION, ANTICIPATED SIDE EFFECTS AND
CONCERNS IF THE MEDICATION IS NOT TAKEN, AND HOW IT AFFECTS DAILY FUNCTIONING
G2 /M. av&hiyt: RN Gt av@chit AT HR(A HANLN ZKAPT bt aPLhit APFHEADLS HAP 219°7 00T 9P PO PO NTave, ZAP Ch&(::

PROGNOSIS
PLav PP

PLEASE DESCRIBE HOW ANY MEDICAL CONDITION AFFECTS THE CARE OF ADDITIONAL CHILDREN
MRS DY 981 §8 h9°q heid~T hg® 1o

COMMENTS/ IMPRESSIONS: IS THE APPLICANT CAPABLE OF CARING FOR AN ADDITIONAL CHILD OR CHILDREN?
CAAITHTOHATIF: bl heedt: 70T V97 ©Q VIGT 29°hThT 8D 87

SPECIALIST REFERRED TO (IF APPLICABLE)
S4.C WHINeie AFAANE (HPPADE Arh&h her)

FAX NUMBER OF SPECIALIST (IF APPLICABLE)
Se 0FANNT 4ha oS (HIPADT ATHEA he'r)

REASON FOR REFERRAL (IF APPLICABLE)
Ge awoha, FRILT (HPART ATEEH he'r)

MEDICAL PROVIDER SIGNATURE

hh9°G AP hr o
MEDICAL PROVIDER NAME SIGNATURE DATE
hhgos Aded. ag° haoo vk
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