THE CHILDREN’S HOME TREATMENT FOSTER CARE PROGRAM





FOSTER PARENT APPLICATION








Foster Mother’s Name: ___________________________________________________





		Birthdate: _______________





Foster Father’s Name: ____________________________________________________





		Birthdate: _______________





Address: _______________________________________________________________





Home Phone Number: ______________





Foster Mother’s Place of Employment: ______________________________________


	Work Number: _________________		Job Title: _____________________


	Date of Employment: _________________________________


	Supervisor’s Name: __________________________________


	Annual Income: _______________________





Foster Father’s Place of Employment: _______________________________________


	Work Number: _________________		Job Title: _____________________


	Job Title: ___________________________________________


	Date of Employment: _________________________________


	Supervisor’s Name: __________________________________


	Annual Income: _______________________





Children currently living in the home and elsewhere:





	NAME		AGE		BIRTHDATE		WHERE THEY LIVE NOW





________________________________________________________________________





________________________________________________________________________





________________________________________________________________________





Other adults or children living in your home:


	NAME				AGE				BIRTHDATE


________________________________________________________________________





________________________________________________________________________


Why do you want to become a treatment foster parent?





________________________________________________________________________





________________________________________________________________________





________________________________________________________________________





Are you currently or have you been a foster parent in the 


past?					YES: _______			NO: _______





If your answer is yes, please list the name and address of the agency with whom you are affiliated and the name of a contact person at that agency:





			AGENCY				CONTACT PERSON





________________________________________________________________________





________________________________________________________________________





Are you currently or have you provided family child care?


					YES: _______			NO: _______





If you answered yes, please list:





	Family Child Care License Number: _____________________





	Years as a Provider: FROM: _________	TO: _________





	Licensing Specialist Name: ____________________________





	Telephone Number: _____________________________________


________________________________________________________________________





Foster Mother’s Signature: ____________________________________________





			Date: __________________________





Foster Father’s Signature: _____________________________________________





			Date: __________________________
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