Adoption

Curcle

l‘ ’ A Non-Profit, State-Licensed Agency

INTERNATIONAL HOMESTUDY UPDATE
DOCUMENT CHECKLIST

L. Piease complete the following document and return with vour payment within 30 days:

Complete JFS 01331 and return immediately with payment for
Homestudy Update.

Copy of previous Homestudy (uniess completed by Adoption Circle).
Adoption Circle Application

Ohio Dept. of Human Services JFS01691 “Application for Child Placement”

I1. Please complete the following documents and submit them directly to vour social worker

at time of visit:

L.

The JFS 01681 “Applicant Financial Statement”

JFS 01653 “Medical Statement for Adoptive Parent and All Household
Members” A licensed physician MUST complete and sign and date the entire 2™
page of this form, including professional opinion section,

*Child Abuse Registry Report-Adeption Circle will submit

*Bureau of Motor Vehicles Driving Abstract. You may secure a copy of your
driving records by completing the enclosed form with $8.50 per request.
(This should be mailed to you.) Mail fo:

OHIO BMV

Attn: Records Request

P.O. Box 16520

Columbus, OH 43216-6520

* If you have not resided in Ohio for the past Syrs., you must secure Driving Abstracts and
State Child Abuse Clearances from previous state(s) of residence if not provided to
Adoption Circle previously.

5.

State Criminal and Federal Bureau of Identification (BCI & FBI) Checks:
Contact National Background Check, Inc., at 1-877-932-2435 or visit
www.fastfingerprints.com and follow their instructions to complete the
background checks This will be forwarded to Adoption Circle.

{Office locations enclosed)

Cne Amen'c?na, Suite 304, 400 South 5™ Street, Columbus, Ohio 43215 Office 614-237-7222 Fax 614-237-8484
Birthparent Helpline 1-800-927-7222 info@adoptioncircle.org www.adoptioncircle.org




6. If employment has changed, a letter from your employer(s) stating job title,
length of employment, performance, security, and income. If self-
employed, please have your accountant provide a letter.

7. A minimum of one professional or personal reference who is knowledgeable
of the perspective adoptive parent(s) family’s dynamics / functioning.

8. Verification of current infant CPR certification,

9. JFS O1200-Fire Inspection Report (see enclosed instructions). Not needed if
living in the same home.

10. Updated water test completed by approved state water testing lab if you have Well
water and it is consumed for drinking or cooking.

[1. JFS 01348-Safety Audit (not needed if living in same home).

12. Medical/Psychological Release Form.

One Amencana Suite 304, 400 South 5™ Street, Columbus, Ohio 43215 Office 614-237-7222 Fax 614-237-8484
Birthparent Helpline 1-800-927-7222 info@adoptioncirele.org  www.adoptioncircle.org




Curcle

A Naw-Profii, State-Lirsnged Agancy

Adoption

Date:

Homestudy Update Fee: $750.00
Total Due:  $750.00

Balance due prior to initiation of services. Please include invoice and make checks payable to
ADOPTION CIRCLE. Thank you.

One Amen'cima, Suite 304, 400 South 5™ Street, Columbus, Ohio 43215 Office 614-237-7222 Fax 614-237-8484
Birthparent Helpline 1-800-927-7222 info@adoptioncircle.org www.adoptioncircle.org




Adoption

Circle

A Non-Profit, State-Licensed Agency

AGENCY APPLICATION

Adoptive Applicant (Father):

Last First Ml
Adoptive Applicant (Mother):

Last First MI
Address:

Street City/State County Zip
Home Telephone: Date of Marriage:
FATHER’S INFORMATION MOTHER’S INFORMATION

Date of Birth: Age: Date of Birth: Age:
Race: Race:

Social Security #

Work Number:

Cell Number:

E-Mail Address:

TFax Number:

Place of Employment:

Have you ever received counseling? YES NO
If yes, please explain:

Do you have a history of substance abuse?
YES NO Ifyes, please explain:

Do you have a history of mental illness or
emotional disorder? YES NO If yes, please
explain:

Social Security #

Work Number:

Cell Number:

E-Mail Address:

Fax Number:

Place of Employment:

Have you ever received counseling? YES NO
If yes, please explain:

Do you have a history of substance abuse?
YES NO If yes, please explain:

Do you have a history of mental illness or
emotional disorder? YES NO If yes, please
explain:

One Amen'ciana, Suite 304, 400 Sbuﬂl 5% Street, Columbus, Ohio 43215 Office 614-237-7222 Fax 614-237-8484
Birthparent Helpline 1-800-927-7222 info@adoptioncircle.org www.adoptioncircle.org




How did you hear about ADOPTION CIRCLE?
Have you ever had an open case with Children Services? YES NO

County Year

Have you had a Homestudy conducted? If yes, please provide the agency, court or social
worker/assessor’s name, address and telephone number:

If you have an adopted child living in your home, what is their name , date of birth
, date of placement and date of finalization
Was your child adopted through an adoption agency? yes or no

If yes, please provide the agency name, address and telephone number.

#Please note: Adoption Circle is required to contact the agency, court and/or social worker for a reference.

Please check the program(s) to which you are applying:

{3 Infant Adoption Program
O Targeted / Identified Adoption Program
O International Adoption Program

[0 Auxiliary Service Program

We appreciate your interest in ADOPTION CIRCLE. If you are applying to the Domestic Infant
Adoption Program please return your completed Agency Application with the NON-
REFUNDABLE $250.00 application fee. If you are applying to any other program, there is no
application fee. In order to assure our receipt of your application, you may wish to send it
certified mail. Infant Adoption applicants will be receiving an invitation to the next Orientation &
Education Meeting upon our receipt of your application to initiate the adoption and homestudy
process. Pursuant to the Ohio Revised Code 3107.10, your County Children’s Services shall be
notified of your adoption homestudy and potential placement. Adoption Circle will also request a
Child Abuse Registry Check upon receipt of this application. Your signed application verifies
your informed consent of the release of this information to the appropriate County Children’s
Services and ODJFS Child Abuse Registry.

Adoptive Applicant Date Adoptive Applicant Date

One Amencana Suite 304, 400 South 5% Street, Columbus, Ohio 43215 Office 614-237-7222 Fax 614-237-8484
Birthparent Helpline 1-800-927-7222 info@adoptioncircle.org. www.adoptioncircle.org
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Oldo Department of Job and Family Services
APPLICATION FOR CHILD PLACEMENT

Assessor Name Agency Name Agency Phone # Date Completed
Application Recejved

Applying to | Pager or Cell Phone #

Applicant #1 Name Please Print) - :
First Middle | Last {Maiden) [ Foster Work Phone #

(] Adopt Work Fax #

) ) - Applying to | Pager or Cell Phone #

Applicant #2 Name (Please Print)
First Middie | Last (Maiden) 1 Foster Work Phone #

) . 7 ’ ) ] Adopt Work Fax #

-+ Street Name & Address (Apt. or Lot #) City - State Zip Code County

Home Teiephone Number Home Fax Number Emergency Contact Name ' Telephone Number

Relationship to
Applicant #1

Daie of Birth

Race*

Ethnic
Backgronund®
Schooet Grade
Completed . R . - . )
Marital Status (if
currently married,
date of marriage)
Area of Specialized
Educationif
appiicable)
Employer or

1 Source of Income )
Howlong with - - - ' ) ’ -
this spuployer i ) - -

Occupation

Gross Annual
Income
Davs/Hours of
Work {in normal
work week)

- | Driver’s License - _ - R . _
Number - - ] . - -

* For statistical puarposes only

= JES 01691 (Rev. 6/2009) - - - - ~ Pagelof6




Does any household member, including juveniles 12 - 18 years of age, have a criminal history? [ Yes [ NoIf ves, explain below

| Has any househoid member been arrested/ convmted for driving while intoxicated (W1} or driving under the influence (DUD)?
[l Yes [} No If ves, explain below

DYes TIie [dves [InNe
J T Yes . [ No [Jves [Na

h

Directions to home from agency

Children placed in-the home would attend the following schools

Elcmcntary School Name e Address : o

Middie Schooi or Junior High School Name Address

Senior High School Name _ Address

Name éf Public School District Do you plan o home school chiidren? [ Yes Mo
df yés, indicate whether your home s_c'ﬁoéi plan has been approved by the public school district. [_] Yes o T INo oo

B Page 2 of 6
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Does any family member smoke?
Are there any pets in the home?

Comments

I Yes
1 Yes

D No
ENO

Is smoking allowed in the house?
I ves, list/describe:

Do pets meet local safety requirements {Vaccinations, vicious animal regirictions, ete.)? [ ves

D Yes

LnNo

T Ne

If yes, is business child care?

Deescribe mmpaet of home business

Does applicant operate a business from the residence?

[1Yes

~

D_NO

[ ves

CNe

Explain:

Is business aduit day care or atooming house?

on foster care/adoption plan:

L] Yes CNo

Arte there infant car seats?

Are there toddler car seats?

5{0p

‘Are vehicles in operable condition?

’ DYSS
) L—_FYes
DYes

If yes, distance fo nearest transit or bus stop

D N,G
Mo
[ INo

Do you havei)roof of insurance for all vehicles? D Yes B No

If no, explain
] Will Obtain

(1 WAl Obtain

YEHICLES D One car D Twoormorecars | Track | |Van [ | Recreational Vehicle

Is the home on or within comforiable walking distance of pubﬁc transportation sysiem (bus, stc.)? [ ] Yes

D Motorcycie

I wo

Describe aliernative wansporiation plan if family doss not own an operating vehicte or live on or within comfortabie waiking distance of a bus

[ Other

for the last frve vears?

Has the applicant been an Ohio resident

Hves TlNo

Apgency use only. How

verified?

Agency use only.
verified?

Date moved to carrent residence

Previous address (city, state)

Date moved to this address

Previous address {city, state)

Date move& to this address

Previous address (city, state)

Date moved to this address




Present employer

Jaob title

Length of time with present employer

Previous employer
Job titie

Daites of employment

Previous employer
Job title

Dates of employment

Previous employer

Job fitie

Dates of employment

Date matriage or relationship began - ' - _ - _ - :
_Date of separation 4

Date of legal termination

Previous marriage/significant relationship to
Date marriage or relationship began -

Date of separation

Date of legal fermination

Please tell ns what type of child you are inferested in fostering or adopiing. Check all that apply. If you are applying fo foster or adopt a specific

child(ren), put- his/her name(s) here

Is this chiltd related to you by blood or marrzage? ] _Y es [No If -applicable, specify relationship _
Age Race . s
0-2  []'Will Consider ] Wilt Not Consider White . [ WiHl Consider [} Will Not Consider
3.5 []Will Consider [] Will Not Consider Black/Affican American [] Will Considér ] Will Not Consider
6-8  []Will Consider [ ] Will Not Consider Asian [] Will Consider  [_] Will Not Consider
9-11 [} will Consider Clwim Not_ Consider Native Hawaiian or

_ 2 de ] ific I8 : 7 ; . .
: 15-15 [ Will Consider [|.Will Not Consider | Ot Pacific Islander [ Will Consider - [] Will Not Consider
16-18  [] Will Consider [_] Will Not Consid American Indian or _

: ikt kel Alaskan Native [ will Consider [} Will Not Consider

Number of Children . o _ Ethnicity:
One D Will Consider I:I Will Not Consider )
Hispanic or Latino [ ] Will Consider  [_] Will Not Consider

Two [ Will Consider [_} Will Not Consider
Not Hispanic or Latino ~ L_| Will Consider L] Will Not Consider
Three or more D Will Consider B Witl Not Consider . . .

| Tecn Parent w/ Child [] Will Consider. [] Wili Not Consider _

Sex Applicant(s}) Comments
Male [_] Will Consider [_] Will Not Consider :
Female || 'Will Consider [ Will Not Consider

Page 4 of 6
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Have you ever been or are you currently certified as a foster caregiver in this state or any other state? [ Yes CnNo
Have you ever applied for or been approved to adopt a child in this state or any other state? L] Yes CINe

If you answered ves to either of these questions, expiain here, and ideﬁﬁfy the agency invotved

Some people have had previous contact with 2 child we]fa:e agency, Sometimes this is a positive experience, sometimes not so positive.
Please tell us about any contact either applicant has had with a child welfare agency (Children Services, Child mental health facility,
community child serving agencies, ctc.). Pleage give the name of the agency, ﬂDBTOX_.maIS dates of contact and what the contact involved.

Inchude both positive and negative experiences.

[] Check here if you have o experience with child welfare égcncies

Describe your experience with children other than your own. This may include employment and/or volunteer work,

References The state requires three non-relative ruferences for foster care, three non-relative references for adoption, and three |
' non-relative references for a combined foster care/adoption study. Some agencies or local court systems require
additional references. If the agency has filled in the blanks bejow, it or the court has requirements beyond the state
ruie. If the blanks below contain a number, you will need to supply that number of references. If the spaces are |
empty, please supply three non-relative references for foster care and four (three from non-relatives) for adoption.

# of references for foster care ‘ # of references for adoption OR # of references for a combined foster care/adoption study

[ yes I Ne Applicant#2 [Jves [N

o5

C)

May we contact your employer for a reference? Applicant #1

[} If this box has an X in jt vour locsl agency or court reguires an employer reference. Your application cannot proceed)
obtain this reference. Please provide ihe following information

JFS 01651 (Rev. 6/2009) . i - L © . Page5of6




Iwe understand that this is an application only and additional documents wiil be required. This will include medical statements, criminal
background check, homestudy, safety andit of your home, references, and other information or documentation requested by the agency.
Failure of an applicant to provide required information or documentation or fo attend required training within one year from the date the
completed apphcatl{m is received by the agency lel render this apphcanon mcompletc and the agency’s ﬁle on the apphcat[on will be closed

T/we agree to comnlete orientafion and preplacement fraining as required by the agency.
This application does not represent a final commitment on either side. Any placement of a child will be by my/our mutual agresment.
Vwe certify.that the information contained ir this application is accurate and complete to the best of my knowledge.

Liwe understand that providing materially false mformation will prevent the agency from comsidering my/our home for placement of 2 chiid
and is grounds for denial or revocation of a foster home certificate.

If there is any significant change affecting health, marital statns, residence, family composition or honsehold occupants, employment or
criminal charges, I/we agree to notify the agency promptly.

I/we give permission to the agency to contact any references or agency or association for information regarding any work or involvement with
the supervision of a child which T/we iave done.

1/we ceriify that I/we have been given a copy of the rules and/or policies governing the certification Of foster homes (Chapters 5101:2-5 and
5101:2-7 of the Administrative Code), if I'we are applying to be a foster caregiver.

Twe ccrthy that Ifwe have'been given a copy of the PCSA, PCPA or PNA adoptidn policy, or summary of the poliéy, prepared purssant fo
Tute 5101.2-48-05 of the Administrative Code, if T'we are applying to become an adopiive parent.

Applications for a foster home certificaie cannot be accepted by agents of the Ohio Department of Job and Family Services for a residence that
is licensed, regulated, operated under the direction of or otherwise certified as a facility to care for unrelated persons, by the Ohio Department
of Education, 2 local board of education, the Ohio Department of Mental Health, a community aleohol, drug addiction and mental health
services board, the Ohio Depariment of Mental Retardation/ Developmental Disabilities, & county board of mental retardation/developmental
disabilities, the Ohio Department of Health or 2 juvenile court.

A person seeking to provide foster care or to adopt a minor who knewingly makes a false statement that ts included in the written report of a
kome study conducted pursuant Section 3107.02 or Section 5103.03 of the Revised Code is guilty of the offense of falsification vnder Section
2921.13 of the Revised Code. A home study with 2 Icnowmcly false statement shall not be filed with the court and if filed may be struck from

ithe court's records.

Applicant #1 B

Applicant #2

Please tell us how you were referred to this agency.

Note:  Completion of this form is required in order for this agency to carry ent its obligations under Chapters 5101:2-5, 5101:2-7,
and/or 5101:2-48 of the Ohjo Administrative Code Your application cannot be processed unless this form is compieted in its

- enfirefy. -

Page 6 of 6
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Ohio Department of Job and Family Services
NOTICE OF EXPIRATION AND REAPPLICATION FOR A
FOSTER HOME CERTIFICATE OR ADOPTION HOMESTUDY UPDATE/AMENDMENT

First and Last Name of Foster Caregiver or Adoptive Parent #1 First and Last Name of Foster Caregiver or Adoptive Parent #2

Street Address Apt. # Lot#

City State Zip

1A. The purpose of this form is to let you know that your [ certificate as a foster home and/or [X] adoption homestudy is
scheduled to expire on
Foster Home Certification Update due Adoption Homestdy Update due

1B. If you wish to continue as a foster home and/or adoptive home, please check box 2A and/or 2B of Section II below, sign
and date the form at the bottom and return the form to me by . Also, provide any information required fo be

submitted as indicated in 1G below.

1C. If you indicate you want fo be recertified as a foster home, a representative of the agency will contact you in order that
we may update our records and make a recommendation to the Ohio Department of Job and Family Services regarding
the continuation of your foster home certification.

1D. If you indicate you want to remain approved as an adoptive home, a representative of the agency will contact you once
this completed form has been returned.

1E. If you no longer wish to be certified as a foster home and/or approved as an adoptive home, please check box 2C and/or
2D of Section II below, include the effective date of termination, sign the form at the bottom and return to me by

1F. If you do not return this form to the agency, your certificate as a family foster home and/or your approval as an adoptive
home will automatically expire on the date listed above in paragraph 1A.

iG. Additional information or documentation required to be submitted for recertification or approval.

1H. Form mailedto  [7] Foster caregiver(s) Adoptive parent(s}  Date

Name of Agency Representative Signature of Agency Representative

24, OJ I/we wish to continue to be certified as a pter 5101: ode.

2B. [ Tiwe wish to continue to be approved as an adoptive home under Chapter 5101:2-48 of the Ohio Administrative
Code.

2C. (] 1 do not wish to continue to be certified as a foster home under Chapter 5101:2-7 of the Ohio Administrative Code.
I am requesting my certificate be terminated effective: (not to extend beyond the expiration date of the current

certificate).

2D, [ Tdo not wish to continue to be approved as an adoptive home under Chapter 5101:2-48 of the Ohio Administrative
Code. I am requesting my homestudy be terminated effective: (not to extend beyond the expiration
date of the current approval).

Signature of Foster Caregiver or Adoptive Parent #1 Date

Signature of Foster Caregiver or Adoptive Parent #2 Date

Use of this form is mandated by OAC chapters 5101:2-5 and 5101:2-48. Failure to use this form may be cause to deny certification or licensure.

JFS 01331 (Rev. 12/2006)




Chio Department of Job and Family Services

APPLICANT FINANCIAL STATEMENT

Name (Last, First, Middle) Number of Dependent Adults
{Inciude Self)

Mumber of Dependent Children

The following information is being asked to assist you and the agency in vour child placement planning. Please complete the

financial statement using estimated monthly amounts.

A MONTHLY INCOME
1. Family Member Gross pay per month $ MNetpaypermonth | §
2. Famnily Mcmber Gross pay per month $ Netpaypermonth | 3
3. Cther mecome (reai estate, adoption subsidy, retirement, child support, public assistance, social security, ete) 3
| 5
§
£

TOTAL NET MONTHLY INCOME $0.00
B. MONTHLY EXPENDITURES
1. Rent or mortgage (including taxes and IBSUrance) . . ... L. e $
2. Udlites (including telephone} .. .. e 5
3. Other fiXed EXPERSES . ... oL 5
a ChildCare. . e e 5
b Carpayments. ... ... ... A $
c. Creditcardpaymenis. ... . .... .. ... ... ... ...... . e e s
d Otherloan paYmenls .. .. .. . 5
e. Child supportoralimeny . ... .. ... .. ... e e e b
f Regilarsavingsfinvestments . ... ... L 5
g Other (Speclfy) .. ..o 5
TOTAL MONTHLY EXPENDITURES |1 $0.00

COMPLETION OF THIS FORM IS REQUIRED FOR THE AGENCY TO PROCEED WITH YOUR APPLICATION FOR A CHILD.

JFS 81681 (Rev. 10/2000)
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D. LIABLITIES

C. ASSETS
TOTAL VALUE BALANCE OWED
i Residence 1. Resigence mortgege s
Moarket value 3
2. Other monigage £
2. Other real cstate
Markzt value s 3. Carsloans 5
3. Curs- Specify $ 4. Other logns 3
s 5. Credit rards 5
5 6 Other b
4. Savings 5 TOTAL LIABILITIES | § 0.00
5. StocksBonds s
& Qther assets - Specify | 3
TOTAL ASSETS | $0.00
E. INSURANCE COVERAGE
[ Teotal Coverage Amount ™ ost o Applicant Campany
Life Insurance
Applicant g ]
Applicant b L4
Children $ 3
Medical Insuranee $ 5
Automaobile Insurance 3 §
Cther g 3
F. ANY PERTINENT INFORMATION NOT COVERED
Applicant Signature Date Applieant Signature Dats
JF5 01681 {Rev. 10/2000) Page 2 of 2




Ohio Department of Job and Family Services
MEDICAL STATEMENT FOR FOSTER CAREGIVER/ADOPTIVE APPLICANT
AND ALL HOUSEHOLD MEMBERS

Name (Last, First, JMiddle) Date of Birth

Address (Strezt, City, State and Zip)

1. Have you had treatment for 2 serious or chromic fllness? ..............oooooeoooeeie. [ Yes INe
Have you been hospitalized in the past five years? ... ... . ..o it [[] Yes ] No
Have you ever recetved, or been advised to seck, mental health serviees? ... inieii e [ 1¥Yes O Xo

Have vou everreceived, or been advised to seek , ireatment for
Aleoholfsubstanee aBUSET . ... i e et e ae e e e L] Y £S [INe

Ifany are checked, please explain:

2. Fave you or your parents, grandparents, or siblings had any of the following? {Check ail that apply and indicate whom)
E Arthritis D Heart Disease
[ ] asthma ] Hypertension
[ Cancer D Kidney Disease
D Epilepsy D Tuberculosis

D Diabetes D Tleers

If any are checked, please explain:

3. Is there a history of other hereditary disease? ... oiiiii {]Yes [N

Tfyes, please explain:

AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby affim that T have completed this form to the best of my ability, and that the information provided is true and
correct, I further aithorize the physician completing the reverse side of this form io release any information he/she may
have conceming my physical or menial heath to:

(Mame of Agenay)

Stonature of Applicant Drate

COMPLETION OF THIS FORM IS REQUIRED FOR THE AGENCY T0 PROCEED WITH Y OUR APPLICATION
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i Date vou last completed a plysical examination of this individual { Date you last treated this individual

Do you provide services to this individual
(] Regularly O Oceasionaliy [} First Time

Please respond to cach of the following to the best of your knowledge:

1. Doss this individual suffer from an illness, including a communicable disease, that would be

detrimental to the care of a foster/adoptive child piaced in hisfherhome? ...l [ 1Yes []No
2. Are there arry chronie or serious disorders for which this individusl has received freatment? ...v.vvcvieviiinn, [ Yes [ ] No
3. Is this individual eurrently faking medication? ........icerirveee e oo e e e e e e e [1Ves [Ne
4. Is this individual experiencing any physical, behavioral er emotional problems that would be

detrimental {o a foster/adoptive child placed in hisherbome? ... {1Yes [Ne

L]

Have you ever referred this individual to other medical services, mental health services or N
treatrment for aleohol/substance abuse? ... o i e [1¥es [ JNo

If the answer to any of the above questions is YES, please explain:

(Fer foster/adeptive applicant only, please complete)

Please state your professional opinion regarding this individual®s suitability as a foster/adoptive parent from the standpoint of
heatth, considering the individual’s medical history 2s given on the reverse side of this form and from knowledge you have of the
individual

Signature Date Name {Print or Type)

Please check one of the following . Work Address

[ ] Licensed Physician [[] Physician Asststant

[ Clinical Murse Specialist {_] Certificd Nurse Practifioner W ork Phone Number J State License Number
[} Certified Nursc-Midwife I

NOTE: Completion of this form is required purseant to Chio Adminisirative Code Rules 5101:2-5-20 or 5101:2-48-117,

IFS 01653 (Rev. 6/2008) _ Bage 2 of 2




Ohic Department of Job and Family Services
MEDICAL STATEMENT FORFOSTER CAREGIVER/ADOPTIVE APPLICANT
AND ALL HOUSEHOLD MEWBERS

Name (Zast, First, Middle) Date of Birth

| Address (Streer, City, State and Zip)

1. Haveyouhadﬁ‘eatmentfcraseﬁousnrchrorﬁci]lness?..................................Dch [CiNeo
Havs you been hospitalized in the past five years? ... ... ... [ Yes [ Ne
Have you ever received, or been advised to seek, mental health serviees? ..o ovieiinone [ Yes CIxo

HEave you ever received, or been advised to seck , treatment for
Alcohol/substance abIISET .. ... .o .t e e e e st e ane e eenee e L] Y88 [ No

Ifany are checked, please explain:

2. Have you or vour parents, grandparents, or siblings had any of the following? (Check ol thet apply and mdicate whom)
D Arthritis D Heart Disease
D Asthms D Hypertension
|:| Cancer D Kidney Disease
L Epilepsy [] Tuberculosis

D Diabetes D Ulcers

If any are checked, please ¢xplain:

3, s there a history of other hereditary disease? ... i []Yes [ INe

If yes, please explain:

AUTHORIZATION FOR RELEASE OF NFORMATION

I hereby affimm that T have completed this form to the best of my ability, and that the information provided is true and
comrect. I further authorize the physician completing the reverse side of this form to release any information he/she may
have conceming my physical or mental heath to:

(Name of Agency}

Signature of Applicant Date

COMPLETION OF THIS FORM IS REQUIRED FOR THE AGENCY T0O PROCEED WITH YOUR APPLICATION

JFS 01653 (Rev. 62008} . .Page 1ol 2




Date you last completed a physical examination of this individual | Date you last treated this individual

Do you provide services to this individual
[ Regulariy [T Occasiomatly "] First Time

Please respond to each of the following to the best of your knowledge:

1. Dosgs this individual suffer from enillness, including 2 communicable disease, that would be

defrimental to the care of a fosterfadopiive child placed in Iis/her home? ...t [1¥es [ INo
2. Are there any chronic or serious disorders for which this indvidual has received freatmert? .. ovveiiisiiiniiiinnin, [ 1Yes [ |No
3. Js this individual currently taking medication? .......ooiiiiioii e e e e e e [(I¥es []No
4. Is this individual experiencing any physical, behavioral or emotional problems that would be

detrimental to a foster/adoptive child placed in histher home? .....ioiiiviiiiiii i, [1¥es [JNa
3. Have you ever referred this individual to other medical services, mental health services or

treatment for aleohol/substance abuse? ... .cciiiiiii s e T lYes [JNo

Hthe answer o any of the above gueshons is YES, please explain:

(For foster/fadoptive applicant only, please camplete)

Please state vour professional opinicn regarding this individeal’s sitability as a foster/adoptive parent from the standpoint of
health, considering the individual’s medical history as given on the reverse side of this form and from knowledge you have of the

individual.

Signature Date Name (Print or e}

Please check one of the following Wark Address

[] Licensed Physician {_] Physician Assistant

{7} Clinical Nurse Specialist [ ] Certified Nurse Practifioner Werk Phone Nummber State Licenss Number
[ Certified Nurse-Midwife

NOTE: Completion of this form is required purseant to Ohie Administrative Code Rules 3101:2-5-20 or 5101:2-48-07.

TFS 01633 (Rew. 672009) . . Pag=2ofZ




Ohio Department of Job and Family Services
MEDICAL STATEMENT FORFOSTER CAREGIVER/ADOPTIVE APPLICANT
AND ALL HOUSEHOLD MEMBERS

Name (Last, First, Middle) Date of Birth

Address (Street, City, State and Zipy

1. Have you had treatinent for a serious er chronic ilness? ..................covieivevnivnn. L) Yes O Ne
Have you been hospitalized inthe past five years? ......... . iiviiiiniiiiii e (] Yes [INe
Have you ever received, or been advised to seek, mental health serviees?..................... [ Yes [MNe

Have you ever received, or been advised to seck , treatment for
Alcohol/substance abUSe? . .o ottt i e e s {1 Yes [INa

¥ any are checked, please explain:

2. Have you or your parents, grandparents, or siblings had any of the following? (Check olf that apply and ndicate whoin)
i:‘ Arthritis |:| Heart Discase
[ | Asthma D Hypertension
D Cancer B Kidney Disease
L] Epilepsy I_—_l Tubereulosis
B Diabetes D Ulcers
I any are checked, please explain;
3 Is there a history of other hereditary disease? .. ... e []Yes [1No

If yes, please explaim

AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby affinm that I have completed this form to the best of my ability, and that the information provided is true and
correct. Ifurther mithorize the physician completing the reverse side of this form to release any information he/she may
have conceming my physical or mental heath to:

{Name of Agency)

Signature of Applicant Date

COMPLETION OF THIS FORM IS REQUIRED FOR THE AGENCY TO PROCEED WITH YOUR APPLICATION

JFS 01553 (RE‘J, 5!2009) Page l of2




Date you Iast complsted a physical examination of this individual

Date you last treated this individual

Do you provide services to this individual
(] Regularly [ Oceasionally {1 First Time

Please respond to cach of the following to the best of your knowledge:

1. Does this individual suffer from an illness, including a comnminicable disease, that would be

detrimental to the care of a foster/adoptive child placed in hisfher home? ... [JYes []No
2. Are there any chronie or serious disorders for which this individual has received treatmert? ......ooeevvvivnnieeenns [(¥es [INo
3. Is this individual currenily taking medication? .....oceureiieeiii i e e e e e i1Yes [No
4. Is this individual experiencing any physical, behavioral or emotional problems that would be

detrimental to a foster/adoptive child placed in higher home? ......o..oiiiiiiiiii i [ ¥es [INo
3. Have you ever referred this individual to other medical services, mental health services or

treatment for aleohol/SHbEEANCE AbIISET ...ttt e e {TY¥es [ JNo

Ifthe answer to any of the above questions is YES, please explain:

(¥ or fostex/adoptive applicant only, please complete)

Please state your professional opinion regarding this individual’s suitability as a foster/adoptive parent from the standpoint of
health, considering the individual’s medical history as given on the reverse side of this form and from knowledge vou have ofthe

individual.

Signature Date Name (Print or Type)

Please cheek ons of the following Work Address

[ Licensed Physician [[] Physician Assistant

[] Clinical Nurse Speciafist [} Certified Nurse Practitioner Wark Phone Number State License Number

[] Ceartified Nurss-Midwife

NOTE: Completion of this ferm is required pursuant to Chie Administrative Code Rules 51081:2-5-20 or 5141:2-48-07.

JES 01653 (Rev. 6/2008)
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OHIO DEPARTMENT OF PUBLIC SAFETY
BUREAU OF MOTOR VEHICLES

OBMV RECORD REQUEST
(Ohio Revised Code [0.R.C.] 149.43, 4501.15, 4501.27, AND 4507.53)

This agency is requesting disclosure of information that is necessary to accomplish the statutory purpose as outlined
under Q.R.C. 4501.27. Disciosure of this information is REQUIRED. FAILURE to provide any information will result in this

form not being processed.
> This request is being made by {check cne):

An individual inquiring regarding himself or herseif: (Complete Part A) If inquiring in person for information on
yourseif, you must provide personal information regarding yourself, or prove your identiity by presenting your driver
license or identification card.

£1 An individual inquiring regarding another person: (Complete Parts A and B) If inquiring regarding another
individual, you must attach a notarized BMV Form 5008 giving the written consent of the persen. All mail requests
without the BMV Form 5008 attached will be returned to the requester,

[-] Other: (Check applicable reason for request on Part C, and complete Parts A and B)

¥ | am requesting the following personal information contained in the Bureau of Motor Vehicles records:

IX] Driving Record (202 ($8.50) [ Title Owner/Lien hoider information o4 {$2.00)
[C] Vehicle Registration Record o3 _ ($8.50) [ Certified Owner/Lien holder information pessy  ($4.00)
7 Last Known Address pes (38.50)

1  Copy of Driver License Application jaosa) {$8.50)

NOTE: There is a $3.50 processing fee included in the above
listed record requests.

| NOTE: SIGNATURE REQUIRED |

i v v
DATE OF BIRTH | SIGNATURE
[ X
CURRENT S3TREET ADDRESS CITY STATE ZiF
COMPANY (IF APPLICABLE) BMV ACCOUNT # (IF APPLICABLE)
SOCIAL SECURITY # DRIVER LICENSE # LICENSE PLATE #
VEHICLE IDENTIFICATION # TIMLE# TELEPHONE #FAX #

STREET ADDRESS CiTY STATE ZiP
SOCIAL SECURITY # DRIVER LICENSE # LICENSE PLATE #
VEHICLE IDENTIFICATION # TITLE #

if requesting information or more than 1 person or vehicle, attach additional sheei(s).
[T Additional sheet(s) attached

Make check or monay order payable to Ohio Treasurer Kevin L. Boyce. if mailing, return to: Ohio Bureau of Motor Vehicles, Aftn:
Records Request, P.O. Box 16520, Columbus, Ohio 43216-6520. Resuits will be mailed to requester.

BMV 1173 7/08 Page 1 of 2




OHIO DEPARTMENT OF PUBLIC SAFETY
BUREAU OF MOTOR VEHICLES

OBMV RECORD REQUEST
(Ohic Revised Code [O.R.C.] 149.43, 4501.15, 4501.27, AND 4507 53)

This agency is requesting disclosure of information that is necessary to accomplish the statutory purpose as outlined
under 0.R.C. 4501.27. Disciosure of this information is REQUIRED. FAILURE to provide any information will result in this

form not being processed.
» This request is being made by {check one):

K An individual inguiring regarding himself or herself: {Complete Part A} If inquiring in person for information on
yourself, you must provide personal information regarding yourself, or prove your identity by presenting your driver
ficense or identification card.

] Anindividual inquiring regarding another person: (Complete Parts A and B) If inquiring regarding another
individual, you must attach a notarized BMV Form 5008 giving the written consent of the person. All mail requests
without the BMV Form 5008 attached will be refurned {0 the requester.

Other: {Check applicable reason for request on Part C, and complete Parts A and B}

» | am requesting the fallowing personal information contained in the Bureau of Motor Vehicles records:

Driving Record oz ($8.50) | [ Title Owner/Lien holder information so ($2.00)
[[] Vehicle Registration Record s ($8.50) | [ Ceriified Owner/Lien holder information ey ($4.00)
]  Last Known Address wos ($8.50)

[0 Copy of Driver License Application aoss {$8.50)

NOTE: There is a $3.50 processing fee inciuded in the above
listed record requests.

YOUEE{ NAME (REQUESTER) | DATE OF BIRTH

; X
CURRENT STREET ADDRESS CiTY STATE ZiP
COMPANY (IF APPLICABLE) BMV AGCOUNT # (IF APPLICABLE)
SOCIAL SECURITY # DRIVER LICENSE # LICENSE PLATE #
VEHICLE IDENTIFICATION # TITLE # TELEPHONE #FAX #

STREET ADDRESS city STATE ZIP
SOCIAL SECURITY # ' DRIVER LICENSE # LICENSE PLATE#
VEHICLE IDENTIFICATION # TITLE #

If requesting information on more than 1 person or vehicle, attach additional sheet(s).
[] Additional sheet(s) attached

Make check or money order payable to Ohio Treasurer Kevin L. Boyce. If mailing, return to: Ohio Bureau of Motor Vehicles, Attn:
Records Request, P.O. Box 168520, Columbus, Ohic 43218-6520. Results will be mailed to reqguester.

BMV 1173 7/09 Page1of2



National Background
Check, Incorporated

National Background Check, Inc. {(NBCI)

ELECTRONIC FINGERPRINTING

Fastlingerprints offers an enhanced Webcheck System known as National Webcheck (NWC) to capture
and submit fingerprint data to the Ohio Bureau of Criminal Identification & Investigation (BCI) and the
Federal Bureau of Investigation (FBI).

Because the FastFingerprints process for fingerprinting uses state-of-the-art scanners and secure
submission procedures, the process is virtually error-free, avoiding smudged readings and/or delivery

errors often associated with the ink processing method.

Frequently Asked Questions

Q: How do I schedule an appointment to be fingerprinted?
A: Schedule online by clicking on our SCHEDULE tab on the website www.fastfingerprints.com or call
1-877-932-2435 toll free.

Q: Can I just send in the fingerprint card I got from the police station?
A: No. We actuaily scan your fingerprint using a fingerprint camera. The only way to do it is to actuaily put your
finger on the scanner.

{: How long does it take?
Ax Tt only takes about two minutes to scan your prints. We also ask that you fill out a registration form. This form
tells us where to send the results once we receive them. This should only take a few minutes. You can literally be in

and out of our office in ten minutes.

Q: What do I need to bring with me?

A: You will need a valid government issued picture 1.D. as well as cash, check or credit card {(Visa, MC or AMEX).
Please bring the address of where you would like the results sent. If your company is paying for you, make sure to
bring the receipt showing that it's paid or the Direct Bill Registration Form showing which company we need to bill.
You will also need to know reason/purpose for fingerprinting. We also suggest that you use moisturizer prior to
coming to our faculty, Dry fingers can be difficult to print.

Q: What types of identification do you accept?
A: Priver’s license, State 1.D. card, Passport, Military 1.D. or Green Card. Must be valid and no copies.

Q: How long will it take until my results reach the appropriate agency I indicated on the registration
form?

A: We typically receive the results in a matter of hours. They are sent out the following day via secure email or U.S5.
Mail. It should only be two or three days until the agency receives your results, If there was a criminal arrest in your
past, we are notified within two days that your results are being mailed from BCI&I. BCI&I takes anvywhere from 3-
10 days to process the mailed results., We will then mail them off to the agency requesting the background check.

Please contact us for additional information

(877) 932-2435 or info@FastFingerprints.com

www. FastFingerprints.com




LOCATIONS:

Akron / Canton

1505 Corporate Woods Parkway Suite 100 - HONDROS COLLEGE
Uniontown, OH 44685

Special Notes:

Services at this location are the OHIO BCI and/or FBI FINGERPRINT CHECKS.
Hours: Monday-Friday (8:00 am - 5:00 pm)

Cincinnati

4605 Duke Drive, Suite 115 (inside HONDROS COLLEGE)
Mason, OH 45040

Special Notes:

Services at this focation are the OHIO BCI and/or FBI FINGERPRINT CHECKS.
Hours: Monday-Friday (8:00 pm-5:00 pm) and Saturdays {9:00 am-12:00 pm).

Cincinnati-West Chester
7600 Tylers Place Blvd. (inside HONDROS COLLEGE)
West Chester, OH 45069

Special Notes:
Located inside the Hondros College School of Nursing. Services at this location are
the OHIO BCI and/or FBI FINGERPRINT CHECKS,

Cleveland South
4100 Rockside Road (inside HONDROS COLLEGE/IWU)

Independence, OH 44131

Special Notes:

**%* Cleveland South Construction Notice *** From 177, head westbound on
Rockside Rd. Turn left onto Oak Tree Blvd South. At the 1st drive on the right side
of the street, turn right {There will be a white sign thatf says Indiana Wesleyan
University & VFW). Follow the drive in the parking lot until you see a smaller white
sign on the right side with our address of "4100". Turn right, this is our parking lot.
NBCI is located in Hondros College on the 2nd Floor. Expect construction delays
and please allow extra driving time. (Please note that the signs posted do not have
Hondros College's name on them. It refers to Indiana Wesleyan University.) 2nd
Floor Indiana Wesleyan University Building Hours: Monday-Friday (8:00 am-5:00
pm) and Saturdays (9:00 am-12:00 pm).

Columbus

1486 Bethel Road (in Bethel Centre)

Columbus, OH 43220

Special Notes:

Services at this location are the QHIQ BCI and/or FBI FINGERPRINT CHECKS.
Hours: Monday-Friday (8:00 am-5:00 pm) and Saturdays (9:00 am-12:00 pm).
WALK-INS WELCOME!

Dayton
1810 Successful Drive (inside HONDROS COLLEGE)
Fairborn, OH 45324

Special Notes: .
Services at this location are the OHIO BCI and/or FBI FINGERPRINT CHECKS.
Hours: Monday-Friday (8:00 am-5:00 p.m.)




Mobile Service
Call us for details
Anywhere, OH -

Special Notes:
Call 1-877-932-2435 ext.6291 or 614-557-1255 for details. NBCI will come to your
location for large groups anywhere in Chio. Additional travel charges apply.

Toledo

1750 Indian Wood Circle {inside HONDROS COLILEGE)
Maumee, OH 43537

Special Notes:

*This is the Therma-Tru Doors building. Services at this location are the OHIO BCI
and/or FBI FINGERPRINT CHECKS. Hours: Monday-Friday (8:00 am-5:00 pm)

Waeast Chester

7600 Tylers Place Blvd. (inside Hondros College)

West Chester, OH 45069

Special Notes:

Located inside the Hondros College School of Nursing. Services at this location are
the OHIO BCI and/or FBI fingerprint checks. Hours: Monday-Friday (8:00 am-5:00

pm)

Westerviiie

4140 Executive Parkway (inside HONDROS COLLEGE)

Waesterville, OH 43081

Special Notes:

Services at this location are the QHIO BCI and/FBI BACKGROUND CHECKS. Hours:
Monday-Friday (8:00 am-5:00 pm) and Saturdays (9:00 am-12:00 pm).

Younastown

19 East Front St

Atway & Cochran, LLC

Youngstown, OH 44503

Special Notes:

Services at this location are the OHIO BCI and/or FBE FINGERPRINT CHECKS.

Hours of Operation, M-F, (9:00 am - 12:00 pm, 1:00 pm - 4:00 pm). NO Saturday
hours are available. LIQUOR PERMITS CAN NOT BE PROCESSED AT THIS

LOCATION!I!




 Crrcle

A Mang-Frafir. State-Tscrveprd Agency

Adoption

ADOPTIVE APPLICANT REFERENCE LETTER

SECTION 1
Adoptive Applicant No. 1:

Adoptive Applicant No. 2:

SECTION 1
Name of Reference:

Address of Reference:

Telephone number of Reference:

SECTION 1t
The above named applicant/s has/have applied to ADOPTION CIRCLE

in hopes of adopting a child. We would appreciate your honest answers to the
following questions as a reference for this/these applicant/s. This reference should
not be considered confidential as it rmay be sent to other individuals/agencies as part
of the applicant’s-homestudy.

1. How long have you known the applicant/s?

2. What is your relationship to the applicant/s? (friend, physician or other
profession)

3. What are your feelings and impressions of the applicants’ ability to parent an
adopted child?(If more space is needed please attach additional page)

Signature/date Signature/date

Upon completion please mail the completed form to: ADOPTION CIRCLE
- 4005S. 5% st.

Suite 304
Columbus, Ohio 43215

B2 /rafan/raf




doption 8 Curcle

A Non-Prafit, State-Licensed Agency

FIRE INSPECTION REPORT

» You will need to call the Fire Department yourself to schedule an
appointment for them to come out and inspect your home.

> The Fire Department will be looking for the following things when they

come to your home for your inspection:

1) A working smoke detector on each floor

2) An approved Fire Extinguisher near cooking area

3) Floor plan drawn out for escape route

4) No storage within three feet of hot water tank and furnace

5) Child’s room must have two escape routes (i.e. a door and a window)

6) No Loose wires or cords




Ohio Department of Job and Family Services
FIRE INSPECTION REPORT FOR RESIDENTIAL FACILITIES CERTIFIED BY ODJFS

FACILITY TYPE BUILDING CODE REFERENCES COUNTY

[] Foster or Adeptive Home, 5 or fewer foster or [ ] Building code applicd at time of last inspection report
adoptive children

"] Group Houie, up to 10 children [ ] No information available (new application)

["] Children's Residential Center, 11 or more children | [} Not applicable

Name of Family/Facility Recommending Agency
Street Address Street Address
City, State, Zip Code City, State, Zip Code

Person with whom report was discussed

This is to certify that I inspected the buiiding(s) comprising this child care facility and find

[] Single Family (] Children's

Type of Structure D Mobile [:] Two Family |:| Apartment { ] Group Home Residential
I__j Modular Center

Type of Construction D Frame |:| Brick [:] Block f:l Other (specify)
Type of Floors [ 1wood E Concrete {_] Other (specify)
Type of Stairways ] Wood {1 Conerete [ 1 Steel [ Other (specify)
Number of floors . What floors have been approved for sleeping arrangements?
1 First 1 Second [ 1 Third "] Basement

Explain limitations, if any, on approval for sleeping arrangements

* A working U.L. approved smoke alarm on each level of oceupancy of the home? []ves | [INo Clwa
* A U.L. approved portable fire extinguisher in working order ir or near cooking area? (lves | [INo [ wa
*  Are unvenied kerosene heaters UL, approved and not prohibited by local ordinance? (] ves CInNo Jwa

#% Are smoke detectors located according to instructions of the local fire inspector or state fire marshal? (dYes | [INo Mwa

¥* Free standing wood burning stoves and unvented kerosene gas or oil heaters shall not be used. Is ’
there any evidence of usage? [dves | CIvo [ LIvA

#% Tg the written calendar of periodic fire drills (developed by the agency) approved by fire inspector? [Hyes | [INo CIwa

** Jg the evacuation plan approved? Tyes | [ONo A

*  Foster and adoptive homes
*% Group Homes or Children's Residential Centers

Distribution for Foster and Adoptive Homes: White — Recommending Agency; Canary — Family; Pink — Fire Inspector !
Distribution for Group Home or Children's Residential Center — White — ODJFES Licensing; Canary — Facility; Pink — Fire Inspector

Page 2 must be completed

JFS 01200 (Rev. 10/2000) Page 1 of 2



If applicable, what type of fire alarm system {s provided?

Is the facility reasonably free from conditions hazardous to the safety of children and approved as such? L] Yes CINo

If no, list violations

State the recommendations for correction of all violations listed above.

All violations musi be corrected. Reinspection and approval are required if any violations listed are not immediately
corrected on the spot.

Date Inspected Date Reinspected

Inspected by (Signature) Reinspected and Approved By (Signature)
Title Title

Name of Fire Department Telephone Number Name of Fire Department

JFS 01200 (Rev. 10/2000) Page 2 of 2



OHIO DEFARTMENT OF JOB AND FAMILY SERVICES
SAFETY AUDIT GF A FOSTER HOME

Alse usad for adoptive homes
identifying Information:
First . ———

Bame of Caregiver #1 (Last)

Name of Caragiver #2 (Last)

|

Zip Code

o
=
{

Strest Addwess City

O initial Cartification {1 Recertification

Name of Agency
0 Adoptive Home 7 Ralocation

The home and ali struciures associated with the home are maintained in a clean, safe, and sanftary I Yes  No

condiion and in a reasonabie state of repair. 5101:2-7-12(A)
’ 2 Outdoor recreation equipment on the grounds of the home 1s maintzined in a safe state of repair. Ovag D ne O nia
Oves [Ino D

[ ’ 5101:2-7-12(8)
, Patentially hazardous ouidoor areas on the grounds of or immediately adjacent to the home are
i

3
reasonably safegiarded. 5101:2-7-12(C)
N " The homeis adequately heatedrlightedand veniilated: 3101:2-7-12(0) — O v¥es ~UWNg
L
"""" ] Oves ONe

% -
Combdsflbfe matenais, potentzaity dangerous tools or utensiis, and aieﬂtnca! "qu{pmer‘it or machmery
in or on the grounds of the home are siored in a safe manner, 5101:2-7-12(E}

Firearm, air rifies, hunting slingshot or ather projeciile weapons kept on the grounds of or m_t_he home (1 ves CFne OO WA
27 (t

5. i . .
are stored in an inoperative condiion in a Jockad area inaccessible to children. 5101:2-7-12(F)

7. Ammunition, arrows or projectiles for weapons are stored in a locked area separats from the weapon. O ves DO wne O a
5101:2- 7—12(F)

8, There is reasonzhie access 1o a working felephone for smergency sifuations. 5101:2-7-12 (G) T ves DO nNo

{ 9. Emergency {elephone numbers posted: 3101:2-7-12(H) O ves DO No
- Fire - OPolice O Sguad/Rescue -
[ Paison Control & Recommending Agency O Placing Agency

10. All locking docrs to any roam or storage area inside the home in which a person could become 3 ves O Mo
confined, and from which the only other means of exit requires the use of a key, shall be abie io be
uniocked from sither side. 51071:2-7-12(1)

i1 well water used Tor drinking and cooking shall be tested and approved by the health depariment | orior Oves O No
ic initia! cerdificafion of the home and an ..\f ar rn.:m: is 2 confinyous Sx_:D—uU of e=fe dr rpkma waler,
5101:2-7-12(8)

12. The nome has working bathroom and foilet faciliies Iocated within the home and connecled o an Mves 0O No
indoer plumbing systen?. 5101:2-7-12(K)}

13 Garbage shall be dispesed of on a regular hasis. Garbage slored cutside shali be in covered TOves O No
containers or closed bags. 5101:2-7-12(L)

14. The home has a working smoke alarm approved by "Underwriter's Laboratory” on each level of Oves O No
occupancy. 5101:2-7-12(M)

18. The home has a written evacuation plan for evacuating the home or secking shelter in the event of Cves O No
fire, tomado or other disaster. 5101:2-7-12(N) )

16. The evacuation pian contains a primary and altemate escape for each foor,  5101:2-7-12(N) Oves ©No

17. Ali escape routes shail be kept free of clutter and-other obstructions.  5151:2-7-12{0C} - CvYes O nNe

JFS 07348 (Rev. 1/2003)
Page 1 of 2




OHIO DEPARTMENT COF JOB AND FAMILY SERVICES
SAFETY AUDIT OF A FOSTER HOME

Also used for adoptive homes
i8. Househoid heating eguipmant is equipped with appropriate safeguards in accordance with age and 0 ves 0O No ['

- functioning level of foster children-in the-home. 5101.2-7-12(F} . e IS

i
18. Any unveniad kerosene hesters used in the home ars agproved by "Undenwriier's Labcraiory™. O oves [ No O wia
5101:2-7-12(Q) )

' I , . |
[ 20. The home has an "Underwriter's Laboratory” approved porabie fire exiinguisher in working order in or T vas O e i
! near the cooking ares of the home, 51 01:2-7-12(R) l

2%, Pets or domestic anirmals in or on the premises of the home are Xept In & safe and sanitary manner in Coyes no O A
accordance with state and/or focal laws. 5107:2-7-1 2(R)
N i
22. Interior and exterior stairways accessible to chiidran are protecied by child safely gates or doors Jves [ ne O NiA
’ according to the child's age and functioning level. 5101:2-7-1 2{L)
23 Each foster child's bedroom has an outside wall window that should be screened and capable of Oves O No
opening ard closing, unless the room has a fresh air ventilation systemn. 5101:2-7-05(B)(1}
i B !
l 24 Bedrooms for foster children accommodate no more than four children. 5101:2-7-05(B){2} 73 Yes T No J
[, 25. Bedrooms for foster children provids reasonable sccess io an emergency exit. 5101:2-7-05(B)8) C Yes T No ’l
26. “Bedrooms 10 fostér ChIlren ard miat 163134 of & flodF higher thaT Ifie SaCoRg TIGar 6F IA & Basament T ves O No LI A '—Iu
[ Unless appraved in writing by a fire saigly Inspector. 5101.2-7-05(B}7
27 A bunk bed in use for a foster child is equippad with safety rafis on the upper fier for a child under the Dves Uno T wa

; age of fen years. 5101:2-7-05(F) . - .

; : - ]
[ 28. Cribs used for children under two yaars of age or under 35 inches in height are Tuli-sized, with slats Oves [OnNo O na ’
1 no more than 2% inches apan, no decorafiva cutout areas on crib end panels wilch could entrap a2

childs head, locks-and latches on the drop side of the crib ere safe and secure from accidental ‘
release or release by the child inside the orib, the matress is at least 1% inches thick and covered
witha waterproof material not dangeraus fo the child and fits close enough to the frame 50 that there '
is no mora than one inch between the matiress and the sides of the crh, 3101:2-7-10(A) . . i
f 29. i a bassinet is in use, itis used only for chifdren under 3 months of age or less than 15 pounds in Oves Oane O wia
! ‘weight! 5101:2-7-10(R) :
H M
30 All vehicles usead ta fransport foster children are covered by ladility insurance in accordance with Oves ONo O N/A-

)  current stats laws. 5101:2.7-15{A} ' ’ .

. in accordance with the age and weight of foster children placed In the home, child restraint seats or Oves O No O Na
booster saats are available for use in vehicles usad to transport foster chiidren. 5101:2-7-15 {DYE) .

Assessor and Supervisor Action:

Check one or both boxes below

and sign the form indicating approval or need _For a fire safety

inspection

& | certify that based on my chservations of this home or this date, this home appears to be reasonabiy. safe for placement of 5
fesier or adoptive child(ren). :

0 Based on my observations of ihis home on this date, the foster caregiver will be required to secure a fire safety inSpe.cﬂon
pursuant {o rufes 5101:2-5-20 or 5101:2-5-24 of the Ohio Administrafive Coade before a decision can be made regardm'g
recertification. Pursuant to rule 5101:2-5-30 a fire safely inspection is required within 90 days of the relocation of any foster
home,

I Agency Assassor Signature { Date B
’ Supervisor Signature Date

l X - -

| Date Fire Safety Inspection Was Conducted }

Note: Completion of this form is required by Chapter 5101:2-5 or Chapter 5101:2-48 of the Ohio Administrative Code.

JFS 01348 (Rev. 1/2003)
PageZof 2




Crrcle

A Non-Profit, State-Licensed Agency

Adoption

ADOPTIVE APPLICANT

MEDICAL/PSYCHOLOGICAL INFORMATION RELEASE

We/l, give my/our written permission

{o authorize any physician group, clinic, hospital, mental health professional or
association, or social service/adoption agéncy and its employees to release any or all
medical {specifically including HIV test resulis)/psychological/social information it may
have about me to ADOPTION CIRCLE. This release allows any of the above to discuss
our/my medical/psychological/social statns with ADOPTION CIRCLE.

Further, we/l authorize ADOPTION CIRCLE to use and disseminate any or all of
my medical (specificaily including HIV test results)/psychological/social information it
may acquire to any prospective birthparents, physician group, clinic, hospital, mental

health professional or association, other social service agency and the employees thereof.

A copy of this release shall be as effective as the original.

Signature Date

Signature Date

AMYCOPY/MEDPSYRELA-Rev. 7/09

One Amcricimﬁ, Suite 304, 400 South 5* Street, Columbus, Ohio 43215 Office 614-237-7222 Fax 614-237-8484
Birthparent Helpline 1-800-927-7222 infol@adoptioncircle. org.  www.adoptioncircle.org




