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Support Team Member Childcare Provider 
 
 


SUPPORT TEAM MEMBER  
CHILDCARE PROVIDER 


 
 
  
 APPLICANT’S NAME ________________________________________ 
 
  
 PROVIDER’S NAMES  
 
 Name  _________________________________________ 
 
 Address  _________________________________________ 
 
 City/Zip  _________________________________________ 
 
 Phone  _________________________________________ 
 
 Email   _________________________________________ 
 
 
 
 Name  _________________________________________ 
 
 Address  _________________________________________ 
   
 City/Zip  _________________________________________ 
 
 Phone   _________________________________________ 
 
 Email   _________________________________________ 
 
 
 
1. The intention of having childcare providers is for them to provide regular breaks for your 
foster/adoptive family and to provide emergency care when needed. 
 
2. As foster/adoptive parents, please check with your agency to understand their requirements for 
childcare providers for placed children. 
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TYPE OF CHILD CHECKLIST 
 
FIRST NAME: _______________________________ LAST NAME: ______________________________ 
 
In order that we may better determine the feasibility of matching your family with a child, please 
complete the following information regarding the type of child or children that you would consider. 
A full exploration of your thoughts and feelings regarding potential child matching will be made 
during the adoptive home study. Married applicants should fill this out together. 
 
This information will be used as a guideline only and does not necessarily mean that we will have a 
child that fits any of the following descriptions. 
 
1. GENDER: Indicate your preference regarding the child’s gender. 
 _____ Male 
 _____ Female 
 _____ Either 
 
2. NUMBER OF CHILDREN: Indicate the number of children you would consider for adoption. 
 _____ One 
 _____ Siblings 
 _____ Maximum number  
 
3. AGE RANGE: List the age range of child(ren) you might consider. 
 _____Youngest  
 _____Oldest   
 
4. RACE and ETHNICITY: Indicate which of the following racial and ethnic groups you would 
consider in a child. 
 _____ Any 
 _____ African-American/Black 
 _____ Asian 
 _____ Caucasian 
 _____ Hispanic 
 _____ Middle Eastern 
 _____ Native American/Alaskan Native 
 _____ Pacific Islander/Hawaiian Native 
 _____ Biracial/Multi-racial 
 
5. SPECIAL NEEDS – LEARNING      YES   NO  WILL DISCUSS 
 Learning disabilities       ____ ____ ____ 
 Child with developmental delays     ____ ____ ____ 
 Mildly retarded child       ____ ____ ____ 
 Moderately retarded child      ____ ____ ____ 
 Severely retarded child      ____ ____ ____ 
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6. SPECIAL NEEDS – EMOTIONAL      YES   NO  WILL DISCUSS 
 Child in need of continuing psychotherapy    ____ ____ ____ 
 Child with sensory integration issues    ____ ____ ____ 
 Child with potential attachment issues   ____ ____ ____  
 Child with family history of mental illness   ____ ____ ____ 
 
7. SPECIAL NEEDS – MEDICAL 
 Normal healthy child with no hereditary illness in   ____ ____ ____ 
 background  
 Child with allergies      ____ ____ ____ 
 Child with common hereditary illness in background,  ____ ____ ____ 
 as long as child is currently healthy   
 Child with hereditary illness in background where there  ____ ____ ____ 
 is a better-than-average chance that child, though  
 presently healthy, will some day be affected with illness  
 Child with mild correctable birth defect or handicap  ____ ____ ____ 
 Child with family history of drug or alcohol abuse   ____ ____ ____  
 Child with history of drug/alcohol where child was affected ____ ____ ____ 
 at birth  
 Child with correctable problems which may require major  ____ ____ ____ 
 or multiple surgeries  
 Child with non-correctable problem which do not limit  ____ ____ ____ 
 child’s activity (e.g. partial hearing or sight loss) 
 Child with serious illnesses or handicaps(e.g. cerebral palsy, ____ ____ ____ 
 blindness, deafness, paralysis, missing limbs, spina bifida)   
 Child who has risk of being terminally ill, but prognosis is  ____ ____ ____ 
 uncertain (e.g. leukemia in remission)   
 Child whose life expectancy is known to be limited  ____ ____ ____ 
 Child who has exposure to Acquired Immune Deficiency  ____ ____ ____ 
 Syndrome (AIDS)   
 
8. RELATIONAL FACTORS: 
 Child with siblings in other adoptive homes where contact ____ ____ ____ 
 is desired  
 Child requiring continued contact with a biological relative ____ ____ ____ 
 Child requiring continued contact with other significant  ____ ____ ____ 
 relationships, such as foster parents, friends, etc.   
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9. SPECIAL NEEDS – BEHAVIORS (Indicate those you would consider.) 
Some of these behaviors may fall within the range of normal child behaviors. 
 _____ tantrums       _____ cruelty to animals 
 _____ fighting at home      _____ self-mutilation 
 _____ biting        _____ general destructiveness 
 _____ hitting        _____ compulsive cleanliness 
 _____ fighting in neighborhood     _____ poor personal hygiene 
 _____ stealing at home      _____ alcohol abuse 
 _____ stealing in the neighborhood    _____ drug abuse 
 _____ bedwetting       _____ frequent crying 
 _____ soiling beyond appropriate age   _____ talking back 
 _____ wetting beyond appropriate age   _____ profanity 
 _____ hyperactivity       _____ opinionated 
 _____ self-destructiveness      _____ stuttering 
 _____ thumbsucking beyond normal age   _____ bossing 
 _____ excessive demands for attention    _____ lying 
 _____ sleep walking       _____ whining 
 _____ stool smearing       _____ screaming 
 _____ child who smokes      _____ cannot sit still in class 
 _____ under-achieving in school     _____ not doing homework 
 _____ disrespectful of teachers     _____ short attention span 
 _____ poor peer relations      _____ aggressiveness 
 _____ aggressiveness in classroom     _____ aggressiveness on playground 
 _____ fire setting       _____ excessive shyness 
 _____ daydreaming       _____ slow learner 
 _____ moodiness       _____ gifted child 
 _____ pouting       _____ superficially loveable 
 _____ sulkiness      _____ cruel to others 
 _____ bouts of rage       _____ manipulations to get own way 
 _____ lack of eye contact      _____ clinging 
 _____ self-parenting (e.g. won’t ask for help)  _____ ungratefulness 
 _____ rejects affection      _____ jealousy 
 _____ head banging       _____ nose picking 
 _____ nervous twitching      _____ forgetfulness 
 _____ disobedience       _____ fearfulness 
 _____ stubbornness      _____ aloofness 
 _____ poor self-image      _____ not talking or replying 
 _____ withdrawn       _____ passivity 
 _____ too eager to please      _____ nightmares 
 _____ masturbation      _____ exhibitionism 
 _____ promiscuity       _____ seductiveness towards adults 
 _____ seductiveness toward children    _____ picky eater 
 _____ poor eater/not eating at all     _____ gluttony 
 _____ eating to a point of gagging/vomiting   _____ throwing/hoarding food 
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Application CWS 61 (original application to care for children and youth) 
R-04/23 


*  Denotes sections required for non‐certified kinship care applicants to complete 
Date of Application*:       
Area of Interest*: (mark all that apply) 


 Foster Care Home     Kinship Foster Care Home     Treatment Foster Care Home     
 


 Therapeutic Foster Care Home   Respite                                                                                      
 


 Non-certified kinship care     Adoption     Relative Guardianship Assistance Program (RGAP)  
Are you interested in a specific child or youth*?   Yes     No      
If yes, what is the name of the child or youth and your relationship to the child or youth?   
 
First Name    Middle Name   Last Name      DOB 
                                                                         Relationship to child or youth        
If you are not interested in a specific child or youth, do you have any preferences? 
Age Range:         Number of Children or Youth:         Gender Identity:  


 No Preference 
Why do you want to foster, provide respite, provide non-certified kinship care, adopt, or become 
a relative guardian for a child or youth*?        
 


Household Information 
Type of Residence:  House     Townhouse/Condo     Apartment      Other Housing Unit 


Do you rent or own your residence?   Rent    Own 
Length of time in current residence*        


 County of Residence*          School District of Residence*    
                                              


Phone: Home Phone                      Cell Phone                    Cell Phone 
                                                                                


Physical Address*: Street Address                   City                              State                      Zip Code 
                                                                                                            


Mailing Address*:  
(if different) 


Mailing Address                  City                              State                      Zip Code 
                                                                                                            


Other: 
Pets  in the Home 
 


Specify type and breed:   
   Type                     Breed 
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Applicant 1* 


First Name  Middle Name Last Name Maiden/Alias/Other Names Known As 


                        
Pronouns-  she/her/hers     he/him/his    they/theirs    something else 
DOB Race Ethnicity Religion 
                        
SSN or ITIN 
      


Education Level 
      


Cell Phone 
      


Email  
      


Gender Identity                            Place of Birth 
                                                  Town                           State                                                         


Applicant 2* 
First Name  Middle Name Last Name Maiden/Alias/Other Names Known As 


                        
Pronouns- please circle one: she/her/hers   he/him/his   they/theirs   something else 
DOB Race Ethnicity Religion 
                        
SSN or ITIN 
      


Education Level 
      


Cell Phone 
      


Email 
      


Gender Identity                              Place of Birth 
                                                    Town                         State       


 


Other Members of the Household* 


First Name Middle  Last Name DOB SSN or ITIN 
(optional) 


Relationship 
to Applicant 


Maiden/Alias or 
Other Name 


                                                    
                                                    
                                                    
                                                    


 
Applicant 1*: __________________ 


Prior Residences in the past 5 years (Including out-of-state and out-of-country): 
Street Address* City or Town* State or 


Country* 
Zip Code Dates of 


Residence* 
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Criminal History Applicant 1* 
Have you ever been convicted of, received a deferred prosecution, or deferred judgment for any of 
the following categories? Please check all that apply.  If you checked any of the boxes below, please 
provide supplemental documentation of the disposition, police report, and any court documents. 


 Felony     Child Abuse     Crime of Violence    Domestic Violence 
 Drug Offense    Sexual Offense    Registered Sex Offender    Alcohol Offense   


 Misdemeanor     No Criminal History  


Please note all crimes, date of the sentencing, town/city/county/state where sentencing occurred, 
whether you received a conviction/deferred prosecution/deferred judgment, and your name at the 
time of conviction        


Medical and Mental Health Conditions*: Applicant 1 
Have you been diagnosed with or are you being 
treated for a medical condition? 
 
 


 Yes    No - If yes, please describe        
 
 
Immunizations current   Yes   No   NA 


Have you been diagnosed with or are you being 
treated for a mental health condition? 


 Yes    No - If yes, please describe        
 
 
 


Employment: Applicant 1 
(If you have been with current employer less than one year please also provide previous employment 


information, if self-employed please provide information about your business) 
Name of Employer:              
Address of Employer:       
Title of position:           
Gross monthly income:                               Dates Employed:       
Name of Employer:              
Address of Employer:       
Title of position:           
Gross monthly income:                               Dates Employed:       
Name of Employer:              
Address of Employer:       
Title of position:           
Gross monthly income:                               Dates Employed:       
Name of Employer:              
Address of Employer:       
Title of position:           
Gross monthly income:                               Dates Employed:       
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Applicant 2*: __________________ 
Prior Residences in the past 5 years (Including out-of-state and out-of-country): 
Street Address* City or Town* State or 


Country* 
Zip Code* Dates of 


Residence* 
                              
                              
                              
                              
                              


 
Criminal History: Applicant 2* 


Have you ever been convicted of, received a deferred prosecution, or deferred judgment for any of 
the following categories? Please check all that apply.  If you checked any of the boxes below, please 
provide supplemental documentation of the disposition, police report, and any court documents." 


 Felony     Child Abuse     Crime of Violence    Domestic Violence 
 Drug Offense   Sexual Offense    Registered Sex Offender    Alcohol Offense   
 Misdemeanor   No criminal history  


Please note all crimes, date of the sentencing, town/city/county/state where sentencing occurred, 
whether you received a conviction/deferred prosecution/deferred judgment, and your name at the 
time of conviction       


Medical and Mental Health Conditions*: Applicant 2 
Have you been diagnosed with or are you being 
treated for a medical condition? 
 


 Yes    No – If yes, describe         
 
 
Immunizations  current   Yes   No   NA 


Have you been diagnosed with or are you being 
treated for a mental health condition? 


 Yes    No – If yes, describe         
 
 
 


Employment: Applicant 2 
(If you have been with current employer less than one year please also provide previous employment 


information, if self-employed please provide information about your business) 
 


Name of Employer:              
Address of Employer:       
Title of position:           
Gross monthly income:                               Dates Employed:       
Name of Employer:              
Address of Employer:      
Title of position:           
Gross monthly income:                               Dates Employed:       
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Name of Employer:              
Address of Employer:       
Title of position:           
Gross monthly income:                               Dates Employed:       
Name of Employer:              
Address of Employer:       
Title of position:           
Gross monthly income:                               Dates Employed:       


 


History of Placement of Children and Youth: Applicant 1 and Applicant 2 
 


Yes No 
If yes, list name of household 
member and agency or county 
department 


Have you ever been licensed for childcare?         
Have you ever been certified for foster care?         


Have you ever been denied a license for childcare?         


Have you ever been denied a certificate for foster care?         


Have you ever had a home study that was not approved?           


Have you applied to another agency to foster or adopt a 
child or youth?    


        


Have you previously adopted a child or youth?         


Have you ever cared for a child or youth placed in your 
home other than your own?   


   Court       
 Agency Name:         


     Agency Address:         
 Other: Explain who placed 
the child or youth in your 
home and the 
circumstances:       


Other Members of the Household* 


Criminal History* 
Have other members of the household ever been convicted of, received a deferred prosecution, or 
deferred judgment for any of the following categories? If yes, please check all that apply.  If you 
checked any of the boxes below, please provide supplemental documentation of the disposition, 
police report, and any court documents." 


 Felony     Child Abuse     Crime of Violence    Domestic Violence 
 Drug Offense    Sexual Offense    Registered Sex Offender    Alcohol Offense   
 Misdemeanor     No Criminal History 


 
 


Please note all crimes, date of the sentencing, town/city/state where sentencing occurred, whether 
the person received a conviction/deferred prosecution/deferred judgment, and his/her name at the 
time of conviction       
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Prior Residences in the past 5 years (Including out-of-state and out-of-country)*:  
Attach additional information as needed 


Name* Street 
Address* 


City or Town* State or 
Country* 


Zip Code* Dates of 
Residence* 


                                    


                                    


                                    


                                    


                                         


 


Name of Employer:              
Address of Employer:       
Title of position:           
Gross monthly income:                                     Dates Employed:       
Name of Employer:              
Address of Employer:       
Title of position:           


Gross monthly income:                               Dates Employed:       
 


 Medical and Mental Health Conditions* 
Have other members of 
the household been 
diagnosed with or been 
treated for a medical 
condition? 
 
 


 Yes    No –- If yes, describe 
 
Name                 Describe condition       
 
Name                 Describe condition       
 
Immunizations  current for each    Yes    No       NA  


Have other members of 
the household been 
diagnosed with or been 
treated for a mental 
health condition? 


 Yes    No –- If yes, describe 
 
Name                 Describe condition       
 
 
Name                 Describe condition       
 


History of Placement of Children and Youth: Other Members of the Household 
 


Yes No 
If yes, list name of household 
member and agency or county 
department 


Have you ever been licensed for childcare?         
Have you ever been certified for foster care?         


Have you ever been denied a license for childcare?         
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Yes No 
If yes, list name of household 
member and agency or county 
department 


Have you ever been denied a certificate for foster care? 
Have you ever had a home study that was not approved? 
Have you applied to another agency to foster or adopt a 
child or youth?    
Have you previously adopted a child or youth? 
Have you ever cared for a child or youth placed in your 
home other than your own?   


 Court      
 Agency Name:     


     Agency Address:     
 Other: Explain who placed 
the child or youth in your 
home and the 
circumstances:      


Have any of your children been placed in out-of-home 
care due to abuse or neglect?   If yes, please describe 
the circumstances. 


Other Children of Applicant 1 and Applicant 2: Not Living in the Household 
Name Date of 


Birth 
Phone Address/Email 


Name Date of 
Birth 


Phone Address/Email 


Name Date of 
Birth 


Phone Address/Email 


Name Date of 
Birth 


Phone Address/Email 


Name Date of 
Birth 


Phone Address/Email 


Name Date of 
Birth 


Phone Address/Email 
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Applicant 1  
Marital/Partnership/Common Law/Civil Union History 


Date of Marriage/ 
Common Law/Civil 
Union/or Length of 
Partnership 


State or Country 
Where Marriage/ 
Common Law/or 
Civil Union Occurred 


Reason for 
Ending (if 
applicable) 


Verification of 
Marriage, Civil 
Union, or Divorce 


Name of 
current/former 
spouse/partner (if 
applicable) 


                   Yes    No        
                   Yes    No        
                   Yes    No        
                   Yes    No        


Applicant 2  
Marital/Partnership/Common Law/Civil Union History 


Date of Marriage/ 
Common Law/Civil 
Union/or Length of 
Partnership 


State or Country 
Where Marriage/ 
Common Law/or 
Civil Union Occurred 


Reason for 
Ending (if 
applicable) 


Verification of 
Marriage, Civil 
Union, or Divorce 


Name of 
current/former 
spouse/partner (if 
applicable) 


                   Yes    No        
                   Yes    No        
                   Yes    No        
                   Yes    No        


Finances To Meet Monthly Needs  
Assets: Regular income & available savings & investments, personal property, equipment, real estate, etc.


Item Amount Item Amount 
                        
                        
                        
                        


Monthly Liabilities and credit card debt, mortgage/rent: Real estate, auto, loans, and credit cards   
Item Amount Item Amount 
                        
                        
                        
                        


Contacts in Case of Emergency for Applicant 1* 
Name Phone Number Relationship to Applicant(s) Email 
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References 
(Each applicant MUST provide 3 personal references, including at least 2 individuals who are not related  


to the applicant and who have known the applicant for a year or more) 


References: Applicant 1 
Name Mailing Address Relationship Phone Email Address 
                              
                                
                                


References: Applicant 2 
Name Mailing Address Relationship Phone Email Address 
                              
                                
                                
 
The Colorado Department of Human Services and its agents do not discriminate against any persons on the 
basis of sex, race, color, national origin, disability, or participation in its programs, services and 
activities, or in employment.  


 
Any applicant who knowingly and willfully makes a false statement of any material fact or thing in the 
application is guilty of perjury in the second degree as defined in Section 18-8-503, C.R.S. and 7.500.312 
(12 CCR 2509-6), and upon conviction thereof, shall be punished accordingly. 


 
The Undersigned hereby applies for a certificate to operate a Foster Care Home under 26-6-101 et seq. C.R.S. 
or to adopt a child(ren) or youth in the custody of a county department of human or social services child 
placement agencies (CPAs) and certifies to the following facts:   


  
Foster Care, Kinship Foster Care, and Adoption: 
1. Any information given in the questions that follow shall be correct to the best of my (our) ability. 
2. I (we) understand that an investigation must be completed before a certificate can be issued for foster 


care, or approval for the purpose of adoption can be made, and I (we) shall cooperate with the department 
of human or social services in the investigation in order for the county department or CPA) to determine 
conformity with the regulations. 


3. I (we) understand that signature of this application constitutes permission for county departments of 
human or social services or CPA to release information regarding denials of licenses, certificates, and prior 
adoption approvals or denials. 


4. I (we) are aware that a certificate for foster care is time-limited and, if issued, will designate the number 
and age of children or youth for which care can be given. I (we) understand that if I (we) fail to maintain 
the rules and regulations, the certificate is subject to suspension or revocation. I (we) are aware that an 
approval for adoption will designate the number and age of child(ren) for which I (my/our family) am (is) 
approved to adopt. 


5. I (we) hereby give authorization to the county department of human or social services or CPA to obtain 
reports of child abuse or neglect in all states of residence for the past 5 years and to review records and 
reports maintained on the state automated system for the applicant(s). Applicants shall sign for their minor 
children living in their home. 


6. Members of the household who are not applicants shall be asked to sign an authorization for the county 
department of human or social services or CPA to obtain reports of child abuse or neglect and review 
records and reports maintained on the statewide automated information system 
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7. I (we) understand that the applicant or any adult 18 years of age or older who resides in the home is 
required to submit a complete set of fingerprints to the Colorado Bureau of Investigation and the 
Federal Bureau of Investigation, and all costs shall be borne by the applicant or person who resides in 
the home. Your fingerprints will be on file with the CBI and FBI and may be used to compare with 
other fingerprints.  Discrepancies on your Colorado record may be challenged and corrected through 
the CBI at www.colorado.gov/cbi.  Discrepancies on your records from the FBI or related to another 
state, may be challenged through the FBI at www.fbi.gov.  


8. I (we) are not staff members or members of the governing board (CPA) or relatives of staff members or 
relatives of any officer, executive or member of the governing board of a CPA home. 


9. I (we) are not a relative of any staff member of the Child Welfare Division or unit in the certifying county 
department of human or social services. 


 
Foster Care or Kinship Foster Care: 
1. I (we) understand that before a certificate can be issued I (we) are required to be fully familiar with the 


Rules Regulating Foster Care Homes issued by the Colorado Department of Human Services, and I (we) 
agree to fully comply with them. 


2. I (we) understand that only one CPA or county department of human or social service can certify our home. 
3. I (we) understand that I (we) must attend required training prior to certification. 
4. I (we) understand that I (we) may be subject to immediate adverse action to my (our) certificate or 


approval for adoption as set forth in Section 26-6-107.7 et seq., C.R.S. as described by rule of the State 
Board of Human Services. 


 
 
 


1. Sign this section if applying for Non-certified Kinship Care*: 
 
Date:  
 
________  


Signature of Applicant 1: 
 
________________________________ 


Signature of applicant 2: 
 
________________________________ 


 
 
 
 
2. Sign this section if applying for Foster Care (includes respite) or Kinship Foster Care certification: 
 
Date:  
 
________  


Signature of applicant 1: 
 
________________________________ 


Signature of applicant 2: 
 
________________________________ 
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3. Sign this section if applying for approval for Adoption: 
The undersigned hereby applies to adopt a child(ren) or youth in the custody of a county 
department of human or social services and certifies to the following facts: 


 
In accordance with P.L. 110-351, I (we) understand that I (we) am (are) eligible to apply for an 
adoption tax credit, if I (we) finalize an adoption of a child or youth in the custody of the county 
department of human or social services. 


 
 
 
 
Date:  
 
________  


Signature of applicant 1: 
 
________________________________ 


Signature of applicant 2: 
 
________________________________ 


 
 
 
 
4. Sign this section if applying for consideration of the Relative Guardianship Assistance Program: 
 
 
Date:  
 
________  


Signature of applicant 1: 
 
________________________________ 


Signature of applicant 2: 
 
________________________________ 
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COLORADO DEPARTMENT OF HUMAN SERVICES 
DIVISION OF CHILD WELFARE SERVICES 


GENERAL PHYSICAL EXAMINATION FORM FOR OTHER ADULTS 
IN THE FOSTER AND/OR ADOPTIVE HOME  


TO EXAMINING PHYSICIAN:  
The applicant’s permission for releasing information is given below. In evaluating the applicant, 
this  agency must be guided by your medical findings, as reported on this form.   


Physician’s office, please mail completed forms in an envelope marked “CONFIDENTIAL” to: 


Project 1.27, 14000 E. Jewell Ave., Aurora, CO 80012  


PLEASE TYPE OR PRINT:  
Physician’s Name: ______________________________ Phone number: _________________________________  


Address: _______________________________________ City, State, Zip: ___________________________________  


RELEASE OF INFORMATION:  
Applicant’s Name: ______________________________Phone number: _________________________________  


Address: _______________________________________ City, State, Zip: ___________________________________  


D.O.B. ____________________________  


I, ______________________________________________________________________, hereby give my  
permission for release to the ______________ County Department of Human Services/CPA complete  
information about the condition of my physical, emotional, and mental health.  


Signature _____________________________________ Date __________ CWS-12-A


 
 







 
ADULT  
 
Adult’s Name: ______________________________ D.O.B. ____________________________  
Date of this Examination: _________________________  
Prescribed medications _____________________________________________________   
Is patient receiving treatment for a chronic illness? _____ Yes _____ No  


What is the diagnosis? ________________________________________________________________     
What is the prognosis? ________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________    
General Condition of Health: ___________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________  


How long have you known the patient? _____________________________________________________  


List any physical, emotional, or mental health conditions of the patient that could adversely 
affect  children in the home.  


________________________________________________________________________________________ 
________________________________________________________________________________________    
Unless a shorter timeframe is indicated here, the next health evaluation will be required in two 
years.  _________________________   
                   Alternate Date  
 
__________________________________               __________________________________            ______________ 
Examining Physician (Please Print)             Examining Physician Signature                 Date of Report   
CWS-12-A 








COLORADO DEPARTMENT OF HUMAN SERVICES 
DIVISION OF CHILD WELFARE SERVICES 


GENERAL PHYSICAL EXAMINATION FORM FOR CHILDREN IN THE FOSTER AND/OR ADOPTIVE HOME  


TO EXAMINING PHYSICIAN:  
The applicant’s permission for releasing information is given below. In evaluating the applicant, 
this  agency must be guided by your medical findings, as reported on this form.   


Physician’s office, please mail completed forms in an envelope marked “CONFIDENTIAL” to: 
Project 1.27, 14000 E. Jewell Ave., Aurora, CO 80012  


PLEASE TYPE OR PRINT:  
Physician’s Name: _________________________________ Phone number: ______________________________  


Address: ____________________________________City, State, Zip: ______________________________________  


RELEASE OF INFORMATION:  
Applicant’s Name: _____________________________________ Phone number: __________________________  


Address: ____________________________________ City, State, Zip: ______________________________________ 
D.O.B. ____________________________  


I, ______________________________________________________________________, hereby give my  
permission for release to the ______________ County Department of Human Services/CPA complete  
information about the condition of my physical, emotional, and mental health.  


Signature _____________________________________ Date __________ CWS-12


 
 
 
 
 







CHILDREN  
 
Child’s Name: ______________________________ D.O.B. ____________________________  


Date of this Examination: _________________________  


General Condition of Health: ___________________________________________________________ 
________________________________________________________________________________________ 
Prescribed medications _____________________________________________________   


Is patient receiving treatment for a chronic illness? _____ Yes _____ No  


What is the diagnosis? ________________________________________________________________  


What is the prognosis? ________________________________________________________________  


List any physical, emotional, or mental health conditions of the patient that could adversely affect  
children in the home.  


________________________________________________________________________________________ 
________________________________________________________________________________________  


Date of last Flu Vaccine* __________________ Date of last Pertussis Vaccine* __________________   
*For foster/adoptive families caring for infants and/or children/youth with special medical needs: All household 
members must have a current pertussis vaccine and an annual flu vaccine, unless immunization is contrary to the 
patient’s health as  documented by a licensed health care professional.  


 
Unless a shorter timeframe is indicated here, the next health evaluation will be required in one year 
 
_________________________   
 Alternate Date 
 
 __________________________________  __________________________________  _________________  
Examining Physician (Please Print)  Examining Physician Signature   Date of Report  


 


 


 


 


 


 


 


 


 


 


 


 


 


 







Child’s Name: ______________________________ D.O.B. ____________________________  


Date of this Examination: _________________________  


General Condition of Health: ___________________________________________________________ 
________________________________________________________________________________________ 
Prescribed medications _____________________________________________________   


Is patient receiving treatment for a chronic illness? _____ Yes _____ No  


What is the diagnosis? ________________________________________________________________  


What is the prognosis? ________________________________________________________________  


List any physical, emotional, or mental health conditions of the patient that could adversely affect  
children in the home.  


________________________________________________________________________________________ 
________________________________________________________________________________________  


Date of last Flu Vaccine* __________________ Date of last Pertussis Vaccine* __________________   
*For foster/adoptive families caring for infants and/or children/youth with special medical needs: All household 
members must have a current pertussis vaccine and an annual flu vaccine, unless immunization is contrary to the 
patient’s health as documented by a licensed health care professional.  


 
Unless a shorter timeframe is indicated here, the next health evaluation will be required in one year 
 
_________________________   
 Alternate Date 
 
 __________________________________  __________________________________  _________________  
Examining Physician (Please Print)  Examining Physician Signature   Date of Report  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







Child’s Name: ______________________________ D.O.B. ____________________________  


Date of this Examination: _________________________  


General Condition of Health: ___________________________________________________________ 
________________________________________________________________________________________ 
Prescribed medications _____________________________________________________   


Is patient receiving treatment for a chronic illness? _____ Yes _____ No  


What is the diagnosis? ________________________________________________________________  


What is the prognosis? ________________________________________________________________  


List any physical, emotional, or mental health conditions of the patient that could adversely affect  
children in the home.  


________________________________________________________________________________________ 
________________________________________________________________________________________  


Date of last Flu Vaccine* __________________ Date of last Pertussis Vaccine* __________________   
*For foster/adoptive families caring for infants and/or children/youth with special medical needs: All household 
members must have a current pertussis vaccine and an annual flu vaccine, unless immunization is contrary to the 
patient’s health as documented by a licensed health care professional.  


 
Unless a shorter timeframe is indicated here, the next health evaluation will be required in one year 
 
_________________________   
 Alternate Date 
 
 __________________________________  __________________________________  _________________  
Examining Physician (Please Print)  Examining Physician Signature   Date of Report  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







Child’s Name: ______________________________ D.O.B. ____________________________  


Date of this Examination: _________________________  


General Condition of Health: ___________________________________________________________ 
________________________________________________________________________________________ 
Prescribed medications _____________________________________________________   


Is patient receiving treatment for a chronic illness? _____ Yes _____ No  


What is the diagnosis? ________________________________________________________________  


What is the prognosis? ________________________________________________________________  


List any physical, emotional, or mental health conditions of the patient that could adversely affect  
children in the home.  


________________________________________________________________________________________ 
________________________________________________________________________________________  


Date of last Flu Vaccine* __________________ Date of last Pertussis Vaccine* __________________   
*For foster/adoptive families caring for infants and/or children/youth with special medical needs: All household 
members must have a current pertussis vaccine and an annual flu vaccine, unless immunization is contrary to the 
patient’s health as  documented by a licensed health care professional.  


 
Unless a shorter timeframe is indicated here, the next health evaluation will be required in one year 
 
_________________________   
 Alternate Date 
 
 __________________________________  __________________________________  _________________  
Examining Physician (Please Print)  Examining Physician Signature   Date of Report  
 








FOSTER/ADOPTIVE FAMILY SUPPORT PLAN
SUPPORT TYPE NAME PHONE EMAIL OR WEBSITE


HOME CHURCH


SUPPORT TEAM


MEDICAID PEDIATRICIAN


MEDICAID DENTIST


TRAINING RESOURCES Butler Institute 303.871.4548 thebutlerinstitute.org


Colorado State Department of Human Services coloradocwts.com


Post Adoption Resources at the Adoption Exchange 303.755.4756 adoptex.org


Project 1.27 303.256.1225 project127.org


Foster/Adoptive Family Support Plan



www.thebutlerinstitute.org

coloradocwts.com

adoptex.org

project127.org
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APPLICANT FINANCIAL STATEMENT
ASSETS


MONTHLY INCOME SAVINGS


Primary Salary (After Taxes) Retirement


Secondary Salar (After Taxes) Retirement


Other Other


Other Other


Other Other


TOTAL TOTAL


EXPENDITURES
MONTHLY PAYMENT BALANCE


Rent/Mortgage


Groceries


Utilities


Water


Car Loan Payment


Car Insurance


Car Repairs/Maintenance


Gas/Transportation


Health/Dental Insurance


Phone/Cell Phone


Internet


Cable/Satellite


Entertainment


Credit Cards


HOA Dues


Child Care


School Activities


Life Insurance


Religious Contributions


Student Loans


Other


TOTAL


TOTAL INCOME


TOTAL EXPENSES


NET INCOME


I/we hearby assert that the above information is true and correct.


________________________________ ________________________________ _________________
Signature Spouse Signature Date


Applicant Financial Statement





		NET INCOME: 0

		Date: 

		Signature: 

		Spouse Signature: 
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COLORADO DEPARTMENT OF HUMAN SERVICES
DIVISION OF CHILD WELFARE SERVICES


GENERAL PHYSICAL EXAMINATION FOR FOSTER CARE AND/OR ADOPTIVE APPLICANT


TO EXAMINING PHYSICIAN:
The applicant’s permission for releasing information is given below. In evaluating the applicant, 


this agency must be guided by your medical findings, as reported on this form. It is necessary to 


determine that the applicant has no communicable diseases, has a reasonable life expectancy, and 


is capable of physically and emotionally carrying out the responsibilities of parenthood.


Physician’s office, please mail completed forms in an envelope marked “CONFIDENTIAL” to:
Project 1.27, 14000 E. Jewell Ave., Aurora, CO 80012


PLEASE TYPE OR PRINT:
Physician’s Name: ______________________________________________________________________ 


Address: ______________________________________________________________________ 


City, State, Zip:   ______________________________________________________________________ 


Phone number:   ______________________________________________________________________ 


RELEASE OF INFORMATION:
Applicant’s Name:   ______________________________________________________________________ 


Address:   ______________________________________________________________________


City, State, Zip:   ______________________________________________________________________ 


Phone number:   ______________________________ D.O.B.  ____________________________ 


I, ______________________________________________________________________, hereby give my 


permission for release to the ______________ County Department of Human Services/CPA complete 


information about the condition of my physical, emotional, and mental health.


Signature _____________________________________ Date __________


HISTORY OF MAJOR ILLNESSES AND HOSPITALIZATIONS: 
________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________
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PHYSICAL EXAMINATION: (must be within one year prior to certification)


Date of this Examination:  _________________________


What medications are prescribed? _____________________________________________________  


Is patient receiving treatment for a chronic illness?   _____ Yes                  _____ No


What is the diagnosis? ________________________________________________________________ 


What is the prognosis? ________________________________________________________________


________________________________________________________________________________________


General Condition of Health: ___________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


Describe any factors for this patient that should be considered if out-of home care is provided to 


children (mental health, substance abuse, illness, physical disability, etc.): 


________________________________________________________________________________________


________________________________________________________________________________________ 


________________________________________________________________________________________


How long have you known the patient?  _____________________________________________________ 


If you know the patient well enough, please give your impression of patient’s emotional capacity to 


be a foster or adoptive parent.


________________________________________________________________________________________


________________________________________________________________________________________ 


Date of last Flu Vaccine* __________________        Date of last Pertussis Vaccine* __________________ 


*For foster/adoptive families caring for infants and/or children/youth with special medical needs: All household members
must have a current pertussis vaccine and an annual flu vaccine, unless immunization is contrary to the patient’s health as
documented by a licensed health care professional.


Unless a shorter timeframe is indicated here, the next health evaluation will be required in one year. 


_________________________ 


          Alternate Date


 __________________________________  __________________________________


Examining Physician (Please Print)  Examining Physician Signature


_______________________


Date of Report 
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HOW TO FILL OUT THE 
APPLICATION DOCUMENTS 


 
This document is to help you walk through your electronic Application Packet, form by form. It will also 
provide you a step-by-step explanation of the foster care & adoption process.               
 
Please address any questions regarding this packet to the Project 1.27 (P127) office:   
                                                      303.256.1225                 info@project127.com  


 


TABLE OF CONTENTS   


SECTION A: List of Forms 
SECTION B: Training 
SECTION C: Form Explanations 
SECTION D: What to Do First 
SECTION E: Foster Care/Adoption Process Summary 
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SECTION A: FORM CHECKLIST   


You can fill them out on your computer, print and submit or print the form to fill out by hand.  


PLEASE NOTE: Information entered on the interactive forms cannot be saved, so forms must be 
completed in one session and printed before closing. You should also print copies for your own records.  


FORMS FOR YOU TO FILL OUT: 


____ Spiritual Questionnaire  
____ Original Application to Care for Children (Form CWS-61)  
____ Financial Statement  
____ S.A.F.E. Questionnaire  
____ Type of Child Checklist  
____ Family Support Plan  
____ Support Team Childcare Provider Form  
 
FORMS FOR OTHERS TO FILL OUT ON YOUR BEHALF: 


____ School Involvement Survey  
____ Medical Exam Forms – CWS 12A 0617 & CWAS 12B 0617 


RECORDS FOR YOU TO PROVIDE COPIES OF: 


____ All Training Certificates  
____ Couple of Single and Family Pictures (email to your Case Manager)  
____ Marriage License (if applicable)  
____ Divorce Decrees (if applicable)  
____ Naturalization papers (If not citizen by birth)  
____ Driver Licenses for all in home that may transport foster/adoptive child(ren)  
____ Proof of Auto Insurance  
____ Proof of Home Owners’ Insurance (if applicable)  
____ Proof of Employment and/or Tax forms  
____ Well Water Report (if applicable).  
____ Pet Vaccination Report and names of Animals (if applicable).  
____ Birth Certificates for each parent.  


FORMS FOR YOU TO KEEP FOR YOUR RECORDS: 


____ Explanation of Fees and Adoption Tax Credit Information  
____ Any informational handouts from P127 
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SECTION B: TRAINING 
 


To sign up for Project 1.27 Training Courses, please call or email your Case Manager.   


Each P127 participant is required to attend a minimum of 30 hours of parent training: 
Remember Orientation = 2 hours  


Foster Care/ Adopt and P127 LIFTT Training: 24 hours: 12 hours of Foster care/Adopt Core Training 
(FACT) and 12 hours of Project 1.27 Love in Faith Trauma Training (LIFTT). Spouses may attend separate 
training; however, we highly recommend that you attend together. The issues that are discussed are 
vital for “being on the same page” and the relationships you make in class with other parents will prove 
to be your greatest support.  


Support Team Training: 4 hours: As a training requirement you must attend support team training with 
at least four members of your support team. This training is specifically designed to help your team 
understand the unique challenges that children from a hard place will bring to your family. Remember 
that support is one of the key elements to your success.  


CPR/First Aid Certification: CPR training is not provided by Project 1.27 and is an additional expense. 
The State requires this certification for all participating families! The certification must cover infant, 
pediatric CPR/First Aid. 


Care Group: You must attend a 1 hour minimum Foster Care/Adoption Support Group. Please let your 
Case Manager know if you need help finding a group or if you have a group to recommend to 
other P127 families. Check out our website for possible groups as well!  Here is a form you may bring 
with you to secure documentation of your community small group attendance. 


Additional Trainings: In order to fulfill your requirement of training hours, every CPA requires that you 
complete five additional web-based trainings in addition to the series you will take with Project 1.27. 
These do not have to be completed prior to completing training and a packet with Project 1.27 but will 
have to be completed in order to receive official certification with your CPA. If you wish to get these out 
of the way and include your certificates in the packet you take to your agency, here is a link to register 
for the trainings required: 


• The Reasonable and Prudent Parent Standard (1.5 hours) 
• Child Development and the Effects of Trauma: The Essentials (2 hours) 
• Child Development and the Effects of Trauma: Infant and Toddler Development (1.5 hours) 
• Child Development and the Effects of Trauma: School Age Child Development (1.5 hours) 
• Child Development and the Effects of Trauma: Adolescent Development (1.5 hours) 


Please indicate your case manager as your supervisor when you register. 
 


Ongoing training resources:  
• Adoptex 
• Colorado Child Welfare Training System 
• Empowered to Connect 


• Follow Project 1.27 on Facebook and 
Instagram for additional training 
opportunities 


Childcare: Please remember that there is no childcare offered during training. 
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SECTION C: FORM EXPLANATIONS 
 
FORMS FOR YOU TO FILL OUT 
 
Spiritual Questionnaire Form – to be completed separately by each parent  
This form is to reflect where you are in your relationship with God. You will attend a Spiritual 
Interview with a Christian pastor who will ask you about your spiritual walk and why you want 
to foster or adopt. This is the only required screening by Project 1.27. Because we believe our 
faith in Christ is vital to the success of our program, we require at least one parent be a 
Christian. We do not expect you to “have all the answers” about God, but to be a believer in 
Jesus and in His Word as you seek to walk this road with God’s help.  
 
Please continue on through the process with these following steps:  
     Step #1: Fill out Spiritual Questionnaire forms, one for each parent  
     Step #2: Scan & email Spiritual Questionnaire forms to your case manager, or mail to:  


Project 1.27 
ATTN: Your Case Manager 


14000 Jewell Ave 
Aurora CO 80012 


Step #3: Your Case Manager will contact the Pastor whose name you have and let you know    
if s/he is able to conduct your interview.  


Original Application to Care for Children (CWS 61) – signed by each parent  
This state government form is the actual foster care/adoption application form. Please fill in all 
the blanks, putting “N/A” if not applicable. (For those seeking to adopt: Please sign under both 
the foster care certification and the adoption approval sections on page 9. Typically, all 
adoptive parents have to be certified as a foster parent before a child can be placed.)  


Helpful Hints:  
• Fill in the school district  
• Licensed/certified is in reference to Foster Care  
• A Social Security # for ALL family members is required  
• Each parent must print and sign a copy of page 10  


 
Financial Statement – signed by each parent  
This form is to reflect your family’s financial situation. There is no “minimum” income 
requirement to foster/adopt through the Colorado Counties/Agencies. However, they will be 
assessing your debt ratio to see if you can afford to add a child(ren) to your home.  
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S.A.F.E. Form for Couples or for Singles – Print a copy of the couple OR single forms for each 
parent and complete. This form is an inventory-style autobiography. This survey is an excellent 
tool for the Counties to get a quick glimpse of what you and your family are like. It will be 
referred to by the person conducting your Home Study as s/he will have to write a detailed 
accounting of your life for her/his report. This form will probably take you the longest to fill 
out- so hang in there! Please fill out every question, responding “N/A” if it does not apply. 


Type of Child Checklist  
This form will also take you through a list of behaviors/attitudes that you may encounter when 
placed with a child. You will decide which type of child(ren) you are willing to parent. If you are 
married, be sure to discuss this with your spouse in detail. It is very important that you get 
expectations about your new child(ren) out on the table. Don’t be afraid to say “no” – and 
remember that the Lord knows your limits, and also where you can be stretched for the sake of 
His child(ren). So be sure you pray about this form and ask for God’s wisdom and guidance.  


Family Support Plan  
This form can be seen as the blueprint of your support team. Please take some time to think 
through and pray about who is going to be on your team and discuss your expectations with 
them.  
 
Support Team Childcare Provider Form 
This form is meant for you to identify the two families that can provide childcare for your 
children. Please be sure to build in childcare as part of your family’s normal routine.  
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SECTION D: WHAT TO DO FIRST 
 


1. Spiritual Questionnaire  
Step #1: Fill out Spiritual Questionnaire forms, one for each parent  
Step #2: Send in Spiritual Questionnaire forms to your Case Manager 
Step #3: Your Case Manager will contact you once the Pastor you have provided on the  
Spiritual Questionnaire forms has been contacted. 
Step #4: Contact your Pastor and set up meeting time 


2. Sign up for Training  
Class sizes are limited, so get that training done! FACT, LIFTT, and Support Team Training are all 
required. Childcare is not provided. 
 
3. Support Group  
Start getting involved with other foster/adoptive families, find a support group.  
 
4. CPR/First Aid Certification  
Make sure it includes pediatric skills. 
 
5. Work on your packet documents  
This takes time and energy, so get started right away! 
 
6. Schedule Physicals 


7. Send the School Involvement Survey to your school 


8. Additional Trainings 


• The Reasonable and Prudent Parent Standard (1.5 hours) 
• Child Development and the Effects of Trauma: The Essentials (2 hours) 
• Child Development and the Effects of Trauma: Infant and Toddler Development (1.5 hours) 
• Child Development and the Effects of Trauma: School Age Child Development (1.5 hours) 
• Child Development and the Effects of Trauma: Adolescent Development (1.5 hours) 


 
View the classes here. Please indicate your case manager as your supervisor when you register. 
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SECTION E: FOSTER OR ADOPTION PROCESS SUMMARY 
STEP 1:  Attend Info Meeting.  
STEP 2:  Fill out Commitment Form and pay $100 fee.  
STEP 3:  Meet with Case Manager 
STEP 4:  Send in Spiritual Questionnaire forms and Register for Training.  
STEP 5:  Attend Spiritual Interview. Attend Training. Begin filling out Application Packet. 
STEP 6:  Turn in completed Application Packet to the Project 1.27 Office.  
STEP 7:  Office processes Application Packet (5 business days).  
STEP 8:  Office will call you to pick up your processed Packet and take it to the 


County/CPA of your choice. Office will give you County contact information.  
**ALL TRAINING must be complete to receive packet back to give to County** 


STEP 9:  Choose a County/CPA. Make an appointment to drop off your Packet.  
STEP 10:  Your County/CPA will begin the Background Check.  
STEP 11:  Your County/CPA will begin the Home Study process.  
STEP 12:  Home Study complete. You are a “certified foster family”!  
STEP 13:  County will call you when they have an appropriate match for your family.  
STEP 14:  You begin visits with your child or you accept a child on an emergency basis. 
STEP 15:  Child moves into your home. You continue attending Family Support Groups.  
STEP 16:  For Legally-Free Children: Adoption finalized after at least 6 months.  
STEP 17:  Continue attending Family Support Groups for at least 6 months after your 


finalization. Other training/support as needed.  
 
Though this process seems time consuming, it will put you way ahead by the time you arrive at 
the County for your Home Study. We have gotten great feedback from the Counties on how 
“well prepared” our families are!  


CURRENT P127 PARTICIPATING COLORADO COUNTIES AND AGENCIES: 
 
A New World 
Adams  
Arapahoe  


  Bethany Christian 
Broomfield  
Denver  
Douglas  
Hope and Home 
Hope’s Promise  


 
Jefferson  
Larimer  
Lutheran Family Services  
MapleStar of Colorado  
Moffat 
Mt. Saint Vincent's Home  
Nightlight 
Rio Blanco  
Weld 
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 Who primarily raised you?


 b  Mother and Father b  Stepfather b Older Sibling(s)
 b  Father  b  Maternal Grandparent(s)  b Adoptive Parent(s)
 b  Mother   b  Paternal Grandparent(s) b Foster Parent(s)
 b  Mother and Stepparent b  Aunt(s) and/or Uncle(s) b  Institutional Caretaker(s)
 b  Father and Stepparent  b  Mother and Mother b  Legal Guardian(s)
 b  Stepmother  b  Father and Father b  Other:


 How old were you when you first moved away from your parent(s) or primary caretaker(s) home? 


 b  ____ years of age  b  I currently live with my parent(s) or primary caretaker(s)


INSTRUCTIONS
n Please answer the following questions as they apply to you.
n Check all the choices that apply. Most of the questions have more than one answer.


Print Name:  Date: 


 Check the boxes that best characterize your childhood relationship with your mother or primary caregiver:


 b  No relationship b  Friendly b  Affectionate b  Took care of mother
 b  Abusive b  Warm b Anxious b  Afraid of mother
 b  Idolized b  Gentle b  Consistent b  Unpredictable
 b  Neglectful b  Smothering b  Distant/Uninvolved  b  Full of conflict
 b  Caring b  Demonstrative b  Superficial b  Relaxed
 b  Supportive b  Over protective b  Strained  b  Loving
 b  Fun b  Respectful b  Close b  Other: 


 Were you separated from either or both of your parents during your childhood for any of the  
 following reasons?


 b  No separations b  Abandoned by parent(s) b  Removed from your home by
 b  Parents separated b  Parent(s) long-term hospitalization  police or social services
 b  Parents divorced b  Parent(s) in military b  Other:  
 b  Death of parent(s) b  Parent(s) in prison


 What were the circumstances that led you to leave home? Were there circumstances that led you to return? 


1
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SAFE Questionnaire I : Single Applicant


Consortium for Children, © 2015 all rights reserved — Structured Analysis Family Evaluation Questionnaire I Single Applicant


Check the boxes that best characterize your childhood relationship with your father or primary caregiver:


b  No relationship b  Friendly b  Affectionate b  Took care of father
b  Abusive b  Warm b Anxious b  Afraid of father
b  Idolized b  Gentle b  Consistent b  Unpredictable
b  Neglectful b  Smothering b  Distant/Uninvolved b  Full of conflict
b  Caring b  Demonstrative b  Superficial b  Relaxed
b  Supportive b  Over protective b  Strained b  Loving
b  Fun b  Respectful b  Close b  Other:


If you were not primarily raised by your mother and/or father, which of the following best describes 
your relationship with your primary caretaker(s)?


b  Not applicable b  Friendly b  Affectionate b  Took care of primary caretaker
b  Abusive b  Warm b  Anxious b  Afraid of primary caretaker
b  Idolized b  Gentle b  Consistent b  Unpredictable
b  Neglectful b  Smothering b  Distant/Uninvolved b  Full of conflict
b  Caring b  Demonstrative b  Superficial b  Relaxed
b  Supportive b  Over protective b  Strained b  Loving
b  Fun b  Respectful b  Close b  Other:


Check the boxes that best describe your parents’/primary caretakers’ relationship with each other when 
you were a child:


b  No relationship b  Cold b Committed
b  Divorced b  Loving b Hostile
b  Separated b  Violent b On again/Off again
b  Close b  Fulfilling b Supportive
b  Happy b  Full of conflict b Relaxed
b  Fun and playful b  Domineering/Submissive b Affected by alcohol/drug abuse
b  Distrustful and suspicious b  Tense b Other: 


Check the boxes that best describe what your childhood experience was like:


b  Painful b  Stable b  Traumatic
b  Happy b  Confusing b  Spoiled
b  Fun b  Frightening b  Enjoyable
b  Wonderful b  Chaotic b  Sad
b  Exciting b  Lonely b  Stimulating
b  Unhappy b  Secure b  Difficult to remember
b  Carefree b  Sickly b  Other:


 How would you rate your parents’/primary caretakers’ ability to manage their lives?


Mother or Primary Caretaker Father or Primary Caretaker


b  Very good b Very good
b  Good b Good
b  Fair b Fair
b  Poor b Poor
b  Unknown b Unknown


6


7


8


9


10







P A G E   | 3


SAFE Questionnaire I : Single Applicant


Consortium for Children, © 2015 all rights reserved — Structured Analysis Family Evaluation Questionnaire I Single Applicant


Check the boxes that best describe the personal characteristics of your mother or primary caretaker 
when you were a child:


b Not applicable b Active b Moody b Easy going
b Loving b Outgoing b Overly critical b Kind
b  Perfectionist b Generous b Hardworking b Self centered
b  Domineering b Aggressive b Flexible b Unforgiving
b Isolated b Shy b Content b Stubborn
b Happy b Irresponsible b Serious b Irrational
b Optimistic b Pessimistic/Worrier b Compassionate b Manipulative/Controlling
b Calm b Temperamental b Friendly/Social b Passive
b Violent b Understanding b Warm b Prejudiced
b Substance Abuser b Nervous/Anxious b Supportive b Emotional
b Preoccupied b Fun/Playful b Dramatic b Reassuring
b Self-confident b Rigid b Irritable b Other:


Check the boxes that best describe the personal characteristics of your father or other primary  
caretaker when you were a child:


b Not applicable b Active b Moody b Easy going
b Loving b Outgoing b Overly critical b Kind
b Perfectionist b Generous b Hardworking b Self centered
b Domineering b Aggressive b Flexible b Unforgiving
b Isolated b Shy b Content b Stubborn
b Happy b Irresponsible b Serious b Irrational
b Optimistic b Pessimistic/Worrier b Compassionate b Manipulative/Controlling
b Calm b Temperamental b Friendly/Social b Passive
b Violent b Understanding b Warm b Prejudiced
b Substance abuser b Nervous/Anxious b Supportive b Emotional
b Preoccupied b Fun/Playful b Dramatic b Reassuring
b Self-confident b Rigid b Irritable b Other:


Who primarily disciplined you during your childhood?


b Both parents equally b Maternal grandparent(s)
b Mother b Paternal grandparent(s)
b Father b Aunt and/or uncle
b Stepmother b Foster parent(s)
b Stepfather b Legal guardian(s)
b Older sibling(s) b Primary caretaker(s)
b Other:


11
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SAFE Questionnaire I : Single Applicant


Consortium for Children, © 2015 all rights reserved — Structured Analysis Family Evaluation Questionnaire I Single Applicant


Check the boxes that best describe the way your parent(s)/primary caretaker(s) disciplined you  
during your childhood:


Mother or Primary Caretaker Father or Primary Caretaker


b Not applicable b Praised positive behaviors b Not applicable b Praised positive behaviors
b Consistently b Shamed b Consistently b Shamed
b Fairly b Grounded b Fairly b Grounded
b Strictly b Removed privileges b Strictly b Removed privileges
b Leniently b Logical consequences b Leniently b Logical consequences
b Made idle threats b Withheld food b Made idle threats b Withheld food
b Lectured b Sent me to my room b Lectured b Sent me to my room
b Used time outs b Ignored misbehaviors b Used time outs b Ignored misbehaviors
b Reasoned with me b Used physical restraints b Reasoned with me b Used physical restraints
b Spanked b Physically punished b Spanked b Physically punished
b Family Meetings (other than spanking) b Family Meetings (other than spanking)
b Other: b Other:


How do your own personal values compare to those of your parent(s)/primary caretaker(s)?


b Basically share the same values
b Share most of their values
b Share some of their values
b Do not share any of their values
b Don’t know


Check the boxes that represent the personal values held by your parent(s)/primary caretaker(s):


  Mother or Primary Caretaker   Father or Primary Caretaker


b Not applicable b Honesty b Not applicable b Honesty
b Religious beliefs b Family closeness b Religious beliefs b Family closeness
b Compassion b Family support b Compassion b Family support
b Social conscience b Social status b Social conscience b Social status
b Strong work ethic b Education b Strong work ethic b Education
b Being responsible b Self respect b Being responsible b Self Respect
b Freedom of expression b Independence b Freedom of expression b Independence
b Leading a balanced life b Making money b Leading a balanced life b Making money
b Being a parent b Fidelity b Being a parent b Fidelity
b Patriotism b Healthy life style b Patriotism b Healthy life style
b Spiritual/Cultural b Other: b Spiritual/Cultural b Other:


Practice  Practice
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Consortium for Children, © 2015 all rights reserved — Structured Analysis Family Evaluation Questionnaire I Single Applicant


Check the boxes that best describe what you were like as a teenager:


b Happy b Awkward b Responsible b Rebellious b Shy
b Temperamental b Self-confident b Sad b Disobedient b Curious
b Stubborn b Friendly b Irresponsible b Outgoing b Compliant
b Unhappy b Calm b Anxious/Nervous b Sickly b Thoughtful
b Aggressive b Serious b Active b Insecure b Quiet
b Fearful b Hyperactive b Funny b Obedient b Other:


Check the boxes that best describe what you were like as a child (pre-teenage years):


b Happy b Awkward b Responsible b Rebellious b Shy
b Temperamental b Self-confident b Sad b Disobedient b Curious
b Stubborn b Friendly b Irresponsible b Outgoing b Compliant
b Unhappy b Calm b Anxious/Nervous b Sickly b Thoughtful
b Aggressive b Serious b Active b Insecure b Quiet
b Fearful b Hyperactive b Funny b Obedient b Other:


When you were a child or adolescent, did you require counseling or psychiatric care?


b No b Yes


When you were a child, with whom would you confide? 


b Mother b Aunt(s)/Uncle(s) b Counselor(s)/Teacher(s)
b Father b Stepparent b Psychiatrist(s)/Psychologist(s)/Social Worker(s)
b Sibling(s) b Primary Caretaker(s) b Clergy b No One
b Grandparent(s) b Cousin(s) b Friends b Others:


Are there issues, traumatic incidents or accidents from your childhood that currently cause you distress?


b No b Yes


Check the boxes that best describe your parents’/primary caretakers’ attitudes about sexuality when  
you were a child:


 Mother or Primary Caretaker  Father or Primary Caretaker


b Unknown b Awkward discussing b Unknown b Awkward discussing
b Open about sexuality b Believed sex was sinful b Open about sexuality b Believed sex was sinful
b Comfortable discussing b Liberal sexual attitudes b Comfortable discussing b Liberal sexual attitudes
b Old fashioned b Conservative attitudes b Old fashioned b Conservative attitudes 
b Never discussed sex b Sexually repressed b Never discussed sex b Sexually repressed
b No sex before marriage b Sexually irresponsible b No sex before marriage b Sexually irresponsible
b Condemned b Supported b Condemned b Supported


homosexuality  sex education homosexuality  sex education 
b Knowledgeable b Other: b Knowledgeable b Other: 


17


18


19


20


21


22







6  | P A G E


SAFE Questionnaire I : Single Applicant


Consortium for Children, © 2015 all rights reserved — Structured Analysis Family Evaluation Questionnaire I Single Applicant


 How often do you argue with others?


b Never b Once or twice a year b Almost daily
b Rarely b Once or twice a month b Once a day
b Once or twice a week b Several times a day


 If you were previously in a domestic partnership(s), how did your partnership(s) end?


b Not applicable
b Terminated partnership without legal agreement(s)
b Terminated partnership with legal agreement(s)


 If you were married previously, how did your marriage(s) end? 


b Not applicable  b Divorce b Death of spouse(s) b Annulment


 Check the boxes that best describe your early sexual experiences: 


b Limited b Unremarkable b Frightening b Pleasurable
b Traumatic b Unusual b Confusing b Abusive
b Awkward b Romantic b Shameful b Pressured
b Exciting b Regretful b Amusing b Other:


 Check the boxes that best describe your early dating experiences:


b Didn’t date b Traumatic b Extensive b Frightening
b Fun b Too much too soon b Unusual b Exciting
b Unremarkable b Dull b Pressured b Limited
b Chaperoned b In groups b Friendly b Other:


 Have you ever been in a custody dispute?


b No b Yes


 If you went through a divorce or terminated a domestic partnership, check the boxes that best  
describe what the experience was like for you:


b Not applicable b Painful b Crazy b A relief
b Easy b Unfair b Frustrating b Long and drawn out
b Expensive b Bitter b Fair b Depressing
b Frightening b Amicable b Devastating b Other:


23
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 Are you currently in a relationship?


b No b Yes


If yes, please characterize the nature of the relationship(s):


b Long term b New b Intimate b Casual b Multiple Relationships


29
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Consortium for Children, © 2015 all rights reserved — Structured Analysis Family Evaluation Questionnaire I Single Applicant


 Check the boxes that best describe the major areas of conflict between you and others:


 b Not applicable b Personal habits b Sexual relations b Personal expectations 
 b Discipline of children b Household chores b Politics b Friends
 b Religion b Work b Values b Leisure time
 b Alcohol/Drugs b Infidelity b Separate activities b Shared activities
 b Emotional closeness b Emotional separateness b Time apart b Time together
 b Family involvement b Money b Travel b Other: 


31


  Check the boxes that best describe the way you typically react when you have a major disagreement  
 with others:


 b Not applicable b Agree to disagree
 b Reach agreement through mutual give and take b Sometimes yell and shout
 b Take time to think things over before discussing b Leave the house to cool off
 b Give in and attempt to smooth things over b Become silent
 b Seek outside help such as a counselor/clergy person b Try to outwit them
 b Sometimes pound or break things b Things get physical (pushing, shoving, hitting)
 b Change the topic b Other: 


32


 Check the boxes that best describe your current relationship with your mother and father/primary caregivers:


 Mother or Primary Caretaker  Father or Primary Caretaker
 


 b Mother deceased b Dependent b Father deceased   b Dependent
 b No contact b Loving b No contact b Loving
 b Strained  b Very close b Strained b Very close
 b Distant b Comfortable b Distant b Comfortable
 b Caring b Over involved b Caring b Over involved
 b Emotionally intense b Not involved enough  b Emotionally intense  b Not involved enough
 b Flexible b On again/off again b Flexible b On again/off again
 b Hostile b Problematic b Hostile b Problematic
 b Understanding b Enjoyable b Understanding b Enjoyable
 b Argumentative b Improving b Argumentative b Improving
 b Manipulative b Gratifying b Manipulative b Gratifying
 b Positive b I am caretaker for b Positive b I am caretaker for
 b Supportive b Other:  b Supportive b Other:


33


  How helpful and supportive do you feel members of your extended family are/will be to you as a parent?


 b Not applicable 
 b All family members are helpful and supportive
 b Most family members are helpful and supportive 
 b About half are helpful and supportive
 b Few are helpful and supportive
 b No family members are helpful and supportive


34
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SAFE Questionnaire I : Single Applicant


Consortium for Children, © 2015 all rights reserved — Structured Analysis Family Evaluation Questionnaire I Single Applicant


 How comfortable are members of your extended family when it comes to being around and relating  
 to children?


 b Not applicable 
 b All family members are comfortable
 b Most family members are comfortable
 b About half are comfortable
 b Few are comfortable
 b No family members are comfortable


 In some families, different viewpoints concerning such things as life-style, personal values, religion,  
 socio/economic status, sexual orientation, politics, etc., interfere with family relationships. To what  
 degree is that the case in your family?


 b Issues such as these do not interfere with relationships within my family 
 b Issues such as these seldom interfere with relationships within my family
 b Occasionally issues such as these interfere with relationships within my family
 b Frequently issues such as these interfere with relationships within my family


 List your siblings according to how close or distant your relationship is with them: 


 b I don’t have any brothers or sisters
 b I am very close to: 
 b I am somewhat close to:  
 b I am distant from: 
 b I am in conflict with: 


 How many members of your immediate and extended family are ready, willing and able to fully  
 accept an unrelated child into the family?


 b All family members are ready, willing and able to fully accept  
 b Most family members are ready, willing and able to fully accept
 b About half are ready, willing and able to fully accept
 b Few are ready, willing and able to fully accept
 b No family member is ready, willing and able to fully accept


35


36


37


38


 How many people in your life, outside of your family, are ready, willing and able to provide  
 you support as a parent?


 b There are numerous people who are ready, willing and able to be supportive
 b There are several people who are ready, willing and able to be supportive
 b There are a few select people who are ready, willing and able to be supportive 
 b There is one person who is ready, willing and able to be supportive
 b There is nobody who is ready, willing and able to be supportive


39







P A G E   | 9


SAFE Questionnaire I : Single Applicant


Consortium for Children, © 2015 all rights reserved — Structured Analysis Family Evaluation Questionnaire I Single Applicant


 How many people in your life cause you serious conflict and stress?


b There are numerous people who cause me serious conflict and stress
b There are several people who cause me serious conflict and stress
b There are a few select people who cause me serious conflict and stress
b There is one person who causes me serious conflict and stress
b There is nobody who causes me serious conflict and stress


 Check the boxes that best describe your community involvement:


b Have no friends that I socialize with b Active in politics
b Have a few friends that I socialize with b Regular attendance at religious services
b Have many friends that I socialize with b Occasional attendance at religious services
b Regular involvement in social organizations b Rarely/Never attend religious services
b Occasional involvement in social organizations b Active in community organizations
b Rarely get involved in social organizations b Occasional involvement in community organizations
b No involvement in community organizations b Cultural events


 b Other:


 If you are employed outside of the home, how many hours per week do you work?


b Not applicable b 20 - 30 hours b 41- 50 hours
b Less than 20 hours b 31 - 40 hours b More than 50 hours


 If you are employed outside of the home, how long have you worked at your current job?


b Not applicable b   years and   months


 Whether you work inside or outside the home, do you enjoy your work?


b No  b Most of the time b Some of the time b All of the time


 Have you ever been fired?


b No b Yes


40


41


42


43


44


45


 Do you plan any career or job changes in the near future?


b No b Yes


46
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SAFE Questionnaire I : Single Applicant


Consortium for Children, © 2015 all rights reserved — Structured Analysis Family Evaluation Questionnaire I Single Applicant


Have you or any of the family members listed below had any of the following conditions?   
Indicate which family member by using the following code, placing the appropriate number in front  
of the condition:


1 = SELF 2 = PARENT(S)  3 = SIBLING(S)  4 = CHILDREN


Diabetes Arthritis Seizures High blood pressure
Cancer Frequent headaches Kidney disease High cholesterol
Asthma Hearing loss Impaired sight Allergies
Ulcers Insomnia Sickle cell anemia Heart condition
Colitis Tuberculosis Thyroid condition  Intellectual disability
Alcoholism Drug addiction Developmental disability Anxiety/Panic attacks
Depression Bipolar illness Attention deficit disorder Infertility/Sterility 
Schizophrenia Eating disorder Sexually transmitted disease 
Other condition(s) not listed:


Are you currently taking any medication(s)?


b No b Yes


Have you ever been hospitalized or had surgery?


b No b Yes


What is the overall condition of your health?


b Excellent b Good b Fair b Poor


I affirm that the information given in this questionnaire is correct to the best of my ability.


Signature: Date:


How do/will you discipline a child in your care?


b Spanking b Physical punishment other than spanking
b Lecturing b Use “time outs”
b Rational discussion b Raise my voice
b Consistently use reasonable consequences b Send child to their room
b Ignore the child’s misbehavior b Tell child they are grounded
b Discipline according to how I feel at the time b Tell child they should be ashamed
b Physical restraint, e.g., strap down in crib b Threaten punishment in the future
b Make rules and consequences clear in advance b Tell child how angry they make me
b Take away privileges b Other:


48


49


50


51
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SCHOOL INVOLVEMENT SURVEY   


I/We _________________________________, the parents of_______________________,  give 
permission for _______________________________________ teacher/counselor of 
______________________________________ school to complete this form and mail it to:  


Project 1.27, 14000 E Jewell Ave, Aurora CO 80012  


Signature _____________________________________ Date _____________ 


Signature _____________________________________ Date _____________ 


* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 


The ________________ Family is applying for the placement of a child in their home on 
an adoption/foster care basis. Please comment on the following matters:  


1. Parents’ involvement and cooperation with the child’s educational needs (i.e. 
attends conferences, respond to phone calls and concerns of the school):  


 


2. Any issues regarding child’s attendance, school performance, and the meeting of basic 
needs (i.e. clothing, adequate sleep and food):  


 


3. Any concerns about the child’s peer relationships and/or behavior problems in the 
classroom:  


______________________________                          ______________________________ 
Teacher/Representative (Please Print)                        Teacher/Representative Signature  


PHONE: ______________________________           DATE: _______________________ 
 








Spiritual Questionaire Page 2 
 
 


SPIRITUAL QUESTIONNAIRE 
 


SEND TO PROJECT 1.27 AS SOON AS POSSIBLE 
 
FIRST NAME: _______________________________ LAST NAME: ______________________________ 
 
WHAT IS A CHRISTIAN? 
 
 
 
 
 
 
 
HOW DO YOU KNOW THAT YOU ARE A CHRISTIAN? OR HOW/WHEN DID CHRIST COME INTO YOUR LIFE? 
 
 
 
 
 
 
 
HOW HAS THE LORD MADE A DIFFERENCE IN YOUR LIFE? 
 
 
 
 
 
 
 
 
HOW DO YOU SEEK THE LORD IN YOUR DECISION MAKING? 
 
 
 
 
 
 
 
 
WHAT DOES PRAYER LOOK LIKE FOR YOU? 
 
 
 
 







Spiritual Questionaire Page 2 
 
 


 
 
DO YOU ATTEND CHURCH? IF SO, WHICH ONE, AND FOR HOW LONG? 
 
 
 
 
 
 
 
CHURCH’S NAME:________________________________________________________________________ 
ADDRESS:______________________________________________PHONE:__________________________ 
PASTOR: (FOR SPIRITUAL INTERVIEW):________________________________________________________ 
PASTOR’S EMAIL ADDRESS:_________________________________________________________________ 
 
 
HOW HAS THE LORD CALLED YOU TO FOSTER CARE/ADOPTION? OR, WHY DO YOU WANT TO FOSTER OR 
ADOPT? 
 
 
 
 
 
 
 
NOTE: 
1. Contents of your spiritual questionnaire and interview with your pastor will only be shared between your 
pastor and appropriate Project 1.27 staff. 
2. The interview questions will be given to your pastor once this form is sent in to Project 1.27. 
3. Project 1.27 staff have authorization to contact your lead pastor once a child has been placed in your home. 
 
 
__________________________________________  ________________________________ 
Signature        Print Name 
 
 
 
__________________________________________ 
Date 
 
 
 
 
 
 





