	CSO-1067A (2-15) 
AN-036-FF (4-08) (English)
	ARIZONA DEPARTMENT OF CHILD SAFETY
	


FAMILY HISTORY
The Arizona Department of Child Safety is required to provide prospective adoptive parents with all non-identifying information about the child to be adopted. This form and any attachment contain all non-identifying information known to DCS as of the date of placement in the adoptive home.

WHEN DELETING INFORMATION FROM THIS FORM, DRAW A LINE THROUGH IT.  DO NOT BLACK OUT ANY INFORMATION.

ADD SUPPLEMENTAL PAGES IF NECESSARY.

	PART I. CHILD’S CASE RECORD

	CHILD’S FIRST NAME
	 DATE OF BIRTH
	 BIRTHPLACE (State or Country)
	 ETHNICITY

	     
	      
	      
	      

	TRIBAL AFFILIATION
	 ELIGIBLE FOR ENROLLMENT

	     
	  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	TIME OF BIRTH
	 BLOOD TYPE
	 FULL-TERM GESTATION
	 LENGTH OF PREGNANCY (Mos/wks)
	 WEIGHT AT BIRTH

	 FORMCHECKBOX 
 a.m.

 FORMCHECKBOX 
 p.m.
	      
	  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	      
	      

	LENGTH AT BIRTH
	 TYPE OF DELIVERY
	 DURATION OF LABOR
	 APGAR SCORE

	     
	  FORMCHECKBOX 
 C-Section

 FORMCHECKBOX 
 Forceps

 FORMCHECKBOX 
 Vaginal
	      
	      

	WAS RESUSCITATION REQUIRED

	  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

If Yes, how long?      

	COMPLICATION OF BIRTH (Include any birth injury to child)

	     

	LENGTH OF STAY IN HOSPITAL
	 WEIGHT AT DISCHARGE
	 BREAST-FED

	     
	      
	  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

If Yes, how long?      

	FORMULA
	 CIRCUMCISED

	     
	  FORMCHECKBOX 
 Yes
 (Date :     )

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

	MEDICATIONS GIVEN (From birth until placement)

	     

	PHYSICAL DEFECTS NOTED (Specify)

	     

	HISTORY OF IMMUNIZATIONS AND TESTS (Check ( applicable boxes and enter appropriate dates)

	TYPE
	DATE
	TYPE
	DATE
	TYPE
	DATE

	 FORMCHECKBOX 
 DPT
	     
	 FORMCHECKBOX 
 Smallpox
	     
	 FORMCHECKBOX 
 Tuberculosis
	     

	 FORMCHECKBOX 
 Measles
	     
	 FORMCHECKBOX 
 Tetanus Booster
	     
	 FORMCHECKBOX 
 Polio
	     

	 FORMCHECKBOX 
 Other (Specify)


     
	     
	 FORMCHECKBOX 
 Other (Specify)


     
	     
	 FORMCHECKBOX 
 Other (Specify)


     
	     

	ILLNESSES AND DISEASES (Check ( all applicable boxes)

	 FORMCHECKBOX 
 AIDS

 FORMCHECKBOX 
 Allergies (Specify)      


 FORMCHECKBOX 



 FORMCHECKBOX 

 FORMCHECKBOX 
 Bladder Infection
 FORMCHECKBOX 
 Bronchitis
 FORMCHECKBOX 
 Chicken Pox
	 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Diphtheria

 FORMCHECKBOX 
 Epilepsy

 FORMCHECKBOX 
 German Measles

 FORMCHECKBOX 
 HIV Positive

 FORMCHECKBOX 
 Kidney Infection

 FORMCHECKBOX 
 Measles

 FORMCHECKBOX 
 Mumps

 FORMCHECKBOX 
 V Pneumonia
	 FORMCHECKBOX 
 Poliomyelitis

 FORMCHECKBOX 
 Recurrent Ear Infection

 FORMCHECKBOX 
 Recurrent Tonsillitis

 FORMCHECKBOX 
 Rheumatic Fever

 FORMCHECKBOX 
 Scarlet Fever

 FORMCHECKBOX 
 Tuberculosis

 FORMCHECKBOX 
 Typhoid Dysentery

 FORMCHECKBOX 
 Whooping Cough

 FORMCHECKBOX 
 Other (Specify)       

	CURRENT MEDICAL STATUS AND HISTORY (Provide dates, names of doctors and diagnosis, include surgeries, hospitalizations, handicapping conditions, chronic medical problems, etc. List all attachments with name of documents and dates.)
	 MEDICAL CONSULT (List who was present by name
 and title. If consult was declined by prospective adoptive parents, write “Declined” in box.)
	 DATE OF MEDICAL CONSULT
 OR DECLINE

	     
	      
	      


See page 7 for EOE/ADA/LEP/GINA disclosure.
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	PSYCHOLOGICAL/PSYCHIATRIC EVALUATIONS (Provide dates, names of doctors and diagnosis. List all attachments with name of documents and dates.)
	 PSYCHOLOGICAL/PSYCHIATRIC EVALUATIONS
 CONSULT (List who was present by name and title.
 If consult was declined by prospective adoptive parents, write “Declined” in box.)
	 DATE OF PSYCHOLOGICAL/
 PSYCHIATRIC EVALUATIONS
 CONSULT OR DECLINE

	     
	      
	      

	CURRENT STATUS AND HISTORY OF PSYCHOLOGICAL OR PSYCHIATRIC TREATMENT (Provide dates, name of therapists, focus of therapy and progress during therapy. List all attachments with names of documents and dates.)
	 THERAPISTS CONSULT (List who was present by
 name and title. If consult was declined by prospective
 adoptive parents, write “Declined” in box.)
	 DATE OF THERAPISTS
 CONSULT OR DECLINE

	     
	      
	      

	ACADEMIC PERFORMANCE (Include any educational special needs such as placement in special education classes, resource rooms, speech therapy, etc. List all attachments with name of documents and dates.)

	     

	Names and Addresses of Schools
	Dates Attended
	Grade or Class
	Problems Encountered

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	EDUCATIONAL EVALUATIONS FROM SCHOOLS (Provide dates, names of evaluators and results. List all attachments with name of documents and dates)
	 EDUCATIONAL EVALUATION CONSULT (List who was
 present by name and title. If consult was declined by
 prospective adoptive parents, write “Declined” in box.)
	 DATE OF EDUCATIONAL
 EVALUATION CONSULT OR
 DECLINE

	     
	      
	      

	     
	      
	      

	     
	      
	      

	     
	      
	      

	     
	      
	      

	PART II. REASON CHILD IN CARE

	REASON FOR PLACEMENT IN OUT-OF-HOME CARE (Provide a detailed account of the circumstances that caused the out-of-home care placement(s) and the reason(s) the child was unable to return to the family of origin. Include any incidents of physical, sexual or emotional abuse or neglect of which the child was a victim.)

	     

	PART III. PLACEMENT HISTORY

	Date

Month/Year
	Type of Placement

(Such as Adoptive Home, Foster Home)
	Reason for

Removal

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	PART IV. ABUSE PERPETRATED BY THE CHILD

	HISTORY OF ABUSE PERPETRATED BY THE CHILD (Provide a detailed account of acts of physical or sexual abuse perpetrated by the child. Include all information relating to the circumstances such as injury to victim and outcome.)
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	PART V. INCIDENTS OF ABUSE, NEGLECT AND TRAUMA TO THE
CHILD WHILE IN THE CARE OF THE DEPARTMENT

	ABUSE, NEGLECT AND TRAUMA TO THE CHILD (Provide a detailed account of acts and the outcome of acts of physical or sexual abuse or neglect suffered by the child while in the care of the Department. Include and describe incidents of accidental trauma the child may have suffered and the outcome.)

	     

	PART VI. CHILD’S SIBLINGS


Current Placement:
AH–Adoptive Home; FH–Foster Home; PH–Parent’s Home; RH–Relative’s Home; O–Other; UNK-Unknown

Sex:
M – Male; F – Female

	
	SIBLING 1
	SIBLING 2
	SIBLING 3
	SIBLING 4
	SIBLING 5

	CURRENT PLACEMENT
	     
	     
	     
	     
	     

	SEX
	     
	     
	     
	     
	     

	DATE OF BIRTH
	     
	     
	     
	     
	     


DISEASES OR CONDITIONS (Check those that apply and explain any significant entries)
	 FORMCHECKBOX 
 AIDS
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Allergies
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Cancer
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Cerebral Palsy
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Downs Syndrome
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Emphysema
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Epilepsy
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Eye Problems
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Heart Disease
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 HIV Positive
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Kidney Disease
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Mental Problems
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Multiple Sclerosis
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Nervous Disorders
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Obesity
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Retardation
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Other
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Other
	     
	     
	     
	     
	     

	EXPLAIN:
     

	PART VII. ALCOHOL/DRUG USE – MOTHER

	MEDICATIONS, DRUGS, AND ALCOHOL USED BEFORE THIS PREGNANCY

	     

	MEDICATIONS, DRUGS, AND ALCOHOL USED DURING THIS PREGNANCY

	     

	CHECK ( ANY OF THE FOLLOWING THAT OCCURRED IN MOTHER’S FAMILY, CHECK ( RELATIONSHIP TO THIS CHILD, AND ENTER AGE AT ONSET

	 Relationship
	Mother
	Father
	Sister
	Brother
	Grandmother
	Grandfather
	Aunt
	Uncle
	Cousin
	Other Child

	 FORMCHECKBOX 
 Alcoholism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Drug Addiction
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	IF ANY OF THE ABOVE ARE CHECKED, GIVE SPECIFIC DETAILS, INCLUDE ANY DEATHS THAT RESULTED FROM THE DISEASES AND THE APPROXIMATE AGE AT DEATH (Use a separate sheet if more space is needed)
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	PART VIII. NON-IDENTIFYING INFORMATION – MOTHER

	DATE FIRST SEEN BY A DOCTOR FOR THIS PREGNANCY
	 MOTHER’S DATE OF BIRTH
	 BIRTHPLACE (State or Country)

	     
	      
	      

	AGE AT TIME OF THIS DELIVERY
	 NUMBER OF OTHER PREGNANCIES
	 NUMBER OF OTHER LIVE BIRTHS

	     
	      
	      

	WEIGHT GAINED DURING THIS PREGNANCY
	 RH FACTOR
	 BLOOD TYPE

	     
	      
	      

	COMPLICATIONS, ACCIDENTS, OR INDICATIONS OF ANEMIA DURING THIS PREGNANCY

	     


CONTAGIOUS/INFECTIOUS DISEASES DURING THIS PREGNANCY (Where applicable, enter appropriate codes in boxes preceding DISEASES)
H – Had; N – Did not have; UNK – Unknown

	 FORMCHECKBOX 

	 AIDS
	 FORMCHECKBOX 

	 German Measles
	 FORMCHECKBOX 

	 HIV Positive
	 FORMCHECKBOX 

	 Rheumatic Fever
	 FORMCHECKBOX 

	 Tuberculosis

	 FORMCHECKBOX 

	 Chicken Pox
	 FORMCHECKBOX 

	 Gonorrhea
	 FORMCHECKBOX 

	 Measles
	 FORMCHECKBOX 

	 Scarlet Fever
	 FORMCHECKBOX 

	 Other (Specify)      

	 FORMCHECKBOX 

	 Chlamydia
	 FORMCHECKBOX 

	 Herpes
	 FORMCHECKBOX 

	 Mumps
	 FORMCHECKBOX 

	 Syphilis
	 FORMCHECKBOX 

	 Other (Specify)      


OTHER CONDITIONS (Where applicable, enter appropriate codes in boxes preceding DISEASES)
H – Mother has had; HP – Mother had during this pregnancy; N – Mother does not have; UNK – Unknown

	 FORMCHECKBOX 

	 Allergies

 (Specify)      
	 FORMCHECKBOX 

	 Cystic Fibrosis
	 FORMCHECKBOX 

	 Elevated Blood Pressure
	 FORMCHECKBOX 

	 Toxemia

	 FORMCHECKBOX 

	 Convulsions
	 FORMCHECKBOX 

	 Diabetes
	 FORMCHECKBOX 

	 Sickle-cell Anemia
	 FORMCHECKBOX 

	 Other

 (Specify)      

	CONGENITAL DEFECTS OF MOTHER

	     

	GENERAL HEALTH

	     

	DID MOTHER HAVE ANY SURGERY DURING THIS PREGNANCY?  If Yes, give details 

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
     

	WAS ANYTHING UNUSUAL OR WERE THERE ANY PROBLEMS WITH THE DELIVERY?  If Yes, give details 

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
     

	CHECK ( ANY OF THE FOLLOWING THAT OCCURRED IN MOTHER’S FAMILY, CHECK ( RELATIONSHIP TO MOTHER AND ENTER AGE AT ONSET. EXPLAIN ANY SIGNIFICANT ENTRIES.

	Relationship
	Mother
	Father
	Sister
	Brother
	Grandmother
	Grandfather
	Aunt
	Uncle
	Cousin

	 FORMCHECKBOX 
 AIDS
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Allergies
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Cancer
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Cerebral Palsy
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Downs Syndrome
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Emphysema
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Epilepsy
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Eye Problems
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Heart Disease
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 HIV Positive
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Kidney Disease
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Mental Problems
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Multiple Sclerosis
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Nervous Disorders
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Obesity
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Retardation
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Other (Specify)

       
	     
	     
	     
	     
	     
	     
	     
	     
	     

	EXPLAIN
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	PART VIII. NON-IDENTIFYING INFORMATION – MOTHER (Continued)

	MOTHER’S PHYSICAL DESCRIPTION

	HEIGHT
	 WEIGHT
	 COLOR OF EYES
	 HAIR COLOR AND TEXTURE

	     
	      
	      
	      

	BUILD
	 AGE AT ONSET OF MENSTRUATION
	  FORMCHECKBOX 
 Right-handed

	     
	      
	  FORMCHECKBOX 
 Left-handed

	SIGNIFICANT DENTAL HISTORY

	     

	WEARS/NEEDS GLASSES


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If Yes, for what condition?
 FORMCHECKBOX 
 Astigmatism

 FORMCHECKBOX 
 Amblyopia (Lazy eye)

 FORMCHECKBOX 
 Far-sighted


 FORMCHECKBOX 
 Near-sighted

 FORMCHECKBOX 
 Strabismus (Cross-eyed)

	RELATIONSHIP BETWEEN BIRTH PARENTS

	 FORMCHECKBOX 
 Married

 FORMCHECKBOX 
 Divorced

 FORMCHECKBOX 
 Separated

 FORMCHECKBOX 
 Living Together

 FORMCHECKBOX 
 Widowed

 FORMCHECKBOX 
 Other (Explain)      

	NUMBER AND DURATION OF MARRIAGES

	     

	WAS ANYONE IN PARENTS’ FAMILY ADOPTED (e.g., parent, sibling)

	     

	ETHNIC/RACIAL BACKGROUND
	 PRIMARY LANGUAGE

	     
	      

	TRIBAL AFFILIATION
	 ELIGIBLE FOR ENROLLMENT

	     
	  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	RELIGIOUS AFFILIATION

	     

	NUMBER OF YEARS ATTENDED SCHOOL
	 ACADEMIC PERFORMANCE

	     
	      

	FAVORITE SUBJECTS

	     

	PART IX. ALCOHOL/DRUG USE - FATHER

	CHECK ( ANY OF THE FOLLOWING THAT OCCURRED IN FATHER’S FAMILY, CHECK ( RELATIONSHIP TO THIS CHILD, AND ENTER AGE AT ONSET

	 Relationship
	Mother
	Father
	Sister
	Brother
	Grandmother
	Grandfather
	Aunt
	Uncle
	Cousin
	Other Child

	 FORMCHECKBOX 
 Alcoholism
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Drug Addiction
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	IF ANY OF THE ABOVE ARE CHECKED, GIVE SPECIFIC DETAILS, INCLUDE ANY DEATHS THAT RESULTED FROM THE DISEASES AND THE APPROXIMATE AGE AT DEATH (Use a separate sheet if more space is needed)

	PART X. NON-IDENTIFYING INFORMATION – FATHER

	DATE OF BIRTH
	 BIRTHPLACE (State or Country)
	 BLOOD TYPE
	 RH FACTOR

	     
	      
	      
	      

	CONTAGIOUS/INFECTIOUS DISEASES (Check ( all boxes that apply)

	 FORMCHECKBOX 

	 AIDS
	 FORMCHECKBOX 

	 Gonorrhea
	 FORMCHECKBOX 

	 Measles
	 FORMCHECKBOX 

	 Scarlet Fever
	 FORMCHECKBOX 

	 Other (Specify)

      

	 FORMCHECKBOX 

	 Chicken Pox
	 FORMCHECKBOX 

	 HIV Positive
	 FORMCHECKBOX 

	 Mumps
	 FORMCHECKBOX 

	 Syphilis
	 FORMCHECKBOX 

	 Other (Specify)

      

	 FORMCHECKBOX 

	 German Measles
	 FORMCHECKBOX 

	Herpes
	 FORMCHECKBOX 

	 Rheumatic Fever
	 FORMCHECKBOX 

	 Tuberculosis
	 FORMCHECKBOX 

	 Other (Specify)
      

	OTHER DISEASES (Check ( all that apply)

	 FORMCHECKBOX 

	 Allergies

 (Specify)      
	 FORMCHECKBOX 

	 Cystic Fibrosis
	 FORMCHECKBOX 

	 Elevated Blood Pressure
	 FORMCHECKBOX 

	 Toxemia

	 FORMCHECKBOX 

	 Convulsions
	 FORMCHECKBOX 

	 Downs Syndrome
	 FORMCHECKBOX 

	 Sickle-cell Anemia
	 FORMCHECKBOX 

	 Other

 (Specify)      

	GENERAL HEALTH

	     

	CONGENITAL DEFECTS
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	PART X. NON-IDENTIFYING INFORMATION – FATHER (Continued)

	CHECK ( ANY OF THE FOLLOWING THAT OCCURRED IN FATHER’S FAMILY, CHECK ( RELATIONSHIP TO FATHER, AND ENTER AGE AT ONSET (Explain any significant entries)

	Relationship
	Mother
	Father
	Sister
	Brother
	Grandmother
	Grandfather
	Aunt
	Uncle
	Cousin

	 FORMCHECKBOX 
 AIDS
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Allergies
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Cancer
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Cerebral Palsy
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Diabetes
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Emphysema
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Epilepsy
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Eye Problems
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Heart Disease
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 HIV Positive
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Kidney Disease
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Mental Problems
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Multiple Sclerosis
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Nervous Disorders
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Obesity
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Retardation
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 FORMCHECKBOX 
 Other (Specify)

       
	     
	     
	     
	     
	     
	     
	     
	     
	     

	EXPLAIN

     

	FATHER’S PHYSICAL DESCRIPTION

	HEIGHT
	 WEIGHT
	 COLOR OF EYES
	 HAIR COLOR, TEXTURE, BALDNESS

	     
	      
	      
	      

	BUILD
	 AGE AT PUBERTY
	  FORMCHECKBOX 
 Right-handed

	     
	      
	  FORMCHECKBOX 
 Left-handed

	SIGNIFICANT DENTAL HISTORY

	     

	WEARS/NEEDS GLASSES


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If Yes, for what condition?
 FORMCHECKBOX 
 Astigmatism

 FORMCHECKBOX 
 Amblyopia (Lazy eye)

 FORMCHECKBOX 
 Far-sighted


 FORMCHECKBOX 
 Near-sighted

 FORMCHECKBOX 
 Strabismus (Cross-eyed)

	RELATIONSHIP BETWEEN BIRTH PARENTS

	 FORMCHECKBOX 
 Married

 FORMCHECKBOX 
 Divorced

 FORMCHECKBOX 
 Separated

 FORMCHECKBOX 
 Living Together

 FORMCHECKBOX 
 Widowed

 FORMCHECKBOX 
 Other (Explain)      

	NUMBER AND DURATION OF MARRIAGES

	     

	WAS ANYONE IN PARENTS’ FAMILY ADOPTED (e.g., parent, sibling)

	     

	ETHNIC/RACIAL BACKGROUND
	 PRIMARY LANGUAGE

	     
	      

	TRIBAL AFFILIATION
	 ELIGIBLE FOR ENROLLMENT

	     
	  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	RELIGIOUS AFFILIATION
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	PART X. NON-IDENTIFYING INFORMATION – FATHER (Continued)

	NUMBER OF YEARS ATTENDED SCHOOL
	 ACADEMIC PERFORMANCE

	     
	      

	FAVORITE SUBJECTS

	     


The adoptive parent(s) acknowledge that DCS cannot predict an adoptive child’s future personality, medical issues, intellectual abilities, appearance or inherited characteristics.

The adoptive parent(s) acknowledge that information provided to the adoptive parent(s) by and through DCS may be incorrect or incomplete due to the manner in which the information is obtained despite best efforts by DCS.

	NAME OF PERSON COMPLETING THIS FORM
	 DATE COMPLETED

	     
	      

	CSO-1067A RECEIVED BY (Adoptive mother’s signature)
	 DATE

	     
	      

	CSO-1067A RECEIVED BY (Adoptive father’s signature)
	 DATE

	     
	      

	CSO-1067A GIVEN BY (DCS Representative’s signature)
	 DATE

	     
	      

	NAME OF PERSON DELETING OR ADDING INFORMATION (Initial and date changes)
	 DATE REVISED

	     
	      

	REVISED CSO-1067A RECEIVED BY (Adoptive parent’s signature)
s
	 DATE

	     
	      

	REVISED CSO-1067A GIVEN BY (DCS Representative’s signature)
	 DATE

	     
	      


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local; TTY/TDD Services: 7-1-1. • Free language assistance for Department services is available upon request. • Disponible en español en línea o en la oficina local.
