	Within 24 Hours
	 
	 
	 
	 
	 
	

	 
	Record of Admissions
(staff fills out)
	
	
	
	
	

	 
	Child Admission Checklist
	
	
	
	

	 
	Admission Inventory
	
	
	
	
	

	 
	Treatment Team Contact Information Sheet
	
	
	

	 
	Birth Family Information/
	
	
	
	

	
	Contact Sheet (staff fills out)
	
	
	
	

	
	
	
	
	
	
	
	

	Within 14 Days
	 
	 
	 
	 
	 
	

	 
	Admission Medical Physical Form (Use "Initial" Form)
	
	

	 
	Over-the-Counter Medication Form
	
	
	

	 
	Additional Medical Exam Forms
	
	
	
	

	 
	Immunization Records (Supplied By Physician and/or DHS)
	

	
	
	
	
	
	
	
	

	Monthly
	 
	 
	 
	 
	 
	 
	

	 
	Medication Log
	
	
	
	
	

	 
	Fire Drill Log
	
	
	
	
	

	 
	Weekly Progress Notes
	
	
	
	

	 
	Birth Family Contact Sheet
	
	
	
	

	
	
	
	
	
	
	
	

	Within 8 Weeks
	 
	 
	 
	 
	 
	

	 
	Initial Dental Examination Form
	
	
	
	

	 
	Initial Vision Examination Form
	
	
	
	

	
	
	
	
	
	
	
	

	Every 6 Months
	 
	 
	 
	 
	 
	

	 
	Dental Exam - every 6 months unless directed otherwise in writing by a physician

	
	Use Medical Exam Forms
	
	
	
	

	
	
	
	
	
	
	
	

	Annually
	 
	 
	 
	 
	 
	

	 
	Ongoing Physical Exam - annually unless directed othersie in writing by Physician

	
	Use Medical Exam Forms
	
	
	
	

	
	
	
	
	
	
	
	

	As They Occur
	 
	 
	 
	 
	 
	

	 
	Report Cards
	
	
	
	
	

	 
	Progress Reports
	
	
	
	
	

	 
	Copy of Individual Education Plan, if applicable (provided by school)

	 
	Critical / Non Critical Incident Reports
	
	
	

	
	
	
	
	
	
	
	

	If Need Arises
	 
	 
	 
	 
	 
	

	 
	Psychological Evaluation
	
	
	
	

	 
	Ongoing therapy Reports (Provided by Assessment Provider)
	

	 
	Mental Health Assessment (Provided by Assessment Provider)
	


HOPE & HOME
4945 N. 30TH 

COLORADO SPRINGS, CO  80919

(719) 575-9887

Child Admissions Checklist

Instructions:
This form must be completed by the foster family within 24 hours of admission into the home.  Please indicate if child is too young to understand any of the listed items.

Name of Child:  _________________________      Foster Family: __________________

Date of Admission: ________________________________

Date Completed:

_________________
Tour of the family foster care home

_________________
Instructions on fire safety in the home

_________________
Review of house rules and discipline used in the home

_________________
Review of Child’s rights and grievance procedure (per Vol 7)*

_________________
Completion of Medication log, if applicable

_________________
Completion of Personal Belongings Inventory

_________________
Receipt of Authorization for Medical Care Form from Caseworker

_________________
Receipt of Child’s Medical Passport

___________________________


____________________________

Foster Parent Signature



Home Supervisor Signature

*Understanding Volume 7 reviews all rights for any child in foster care.  A foster child or

parent/guardian has the right to file a grievance with the family foster care home.  A copy 

of Hope & Home’s grievance procedure is included with Admissions Records in the 

Foster Parent Handbook.

 




HOPE & HOME

4945 N. 30TH COLORADO SPRINGS, CO  80919

ADMISSION INVENTORY

Clothing & Personal Items

Name of Family Foster Home: ____________________    Date of Placement_________

Name of Child: ________________________________

	ITEM
	QUANTITY
	COLOR
	SIZE
	CONDITION

	UNDERWEAR
	
	
	
	

	Bra
	
	
	
	

	Underpants
	
	
	
	

	Shorts / Briefs
	
	
	
	

	Slips
	
	
	
	

	T-Shirts
	
	
	
	

	Socks
	
	
	
	

	Pajamas
	
	
	
	

	Nightgowns
	
	
	
	

	OUTERWEAR
	
	
	
	

	Shirts
	
	
	
	

	Pants
	
	
	
	

	Jeans
	
	
	
	

	Dresses
	
	
	
	

	Jackets / Coats
	
	
	
	

	Shoes
	
	
	
	

	Boots
	
	
	
	

	Caps / Hats
	
	
	
	

	PERSONAL 
	
	
	
	

	Shampoo
	
	
	
	

	Comb
	
	
	
	

	Brush
	
	
	
	

	Hair Care Products
	
	
	
	

	Curling Iron
	
	
	
	

	Hair Dryer
	
	
	
	

	Toothbrush
	
	
	
	

	Toothpaste
	
	
	
	

	Deodorant
	
	
	
	

	Cosmetics
	
	
	
	

	MISCELLANEOUS
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Youth Signature:______________________   Witness Signature ___________________

HOPE & HOME

4945 N. 30TH
COLORADO SPRINGS, CO  80919

(719) 575-9887

Treatment Team Contact Information Sheet

___________________________________________________________________________

Child’s Name: _____________________________   Date of Birth: ___________ Medicaid#____________

______________________________________________________________________________________

Family Foster Care Home Providers:

Names:__________________________

Home Phone:____________________________

Address:_________________________

Cell Phone (mom):________________________

              _________________________

Cell Phone (dad): _________________________

              _________________________

Caseworker:

Name: ____________________________

Phone: __________________________________

Home Supervisor:
Name: ____________________________

Phone: __________________________________

Family Support Worker:
Name: ____________________________

Phone: __________________________________

Therapist:

Name: ____________________________

Phone:  __________________________________







Address: _________________________________







_________________________________________







_________________________________________

G.A.L.
Name: ______________________________

Phone: ____________________________________

Address:  _____________________________________________________________________________

Court Appointed Special Advocate (CASA Worker)
Name: ____________________________________

Phone: ____________________________

Address: _____________________________________________________________________________

Please complete page 2

School:

Name:  _____________________________________
Phone: ____________________________

Teacher Name: _______________________________
Grade: ____________________________

Address: _____________________________________________________________________________

Primary Care Provider (Medical Physician)
Name: ____________________________________

Phone: ____________________________

Address: _____________________________________________________________________________

Specialist – Type:  _________________________________________________
Name: ____________________________________

Phone: ____________________________

Address: _____________________________________________________________________________

Dentist:
Name: ____________________________________

Phone: ____________________________

Address: _____________________________________________________________________________

Eye Care:

Name: ____________________________________

Phone: ____________________________

Address: _____________________________________________________________________________

Other 

Name: ____________________________________

Phone: ____________________________

Address: _____________________________________________________________________________

Other

Name: ____________________________________

Phone: ____________________________

Address: _____________________________________________________________________________

Other

Name: ____________________________________

Phone: ____________________________

Address: _____________________________________________________________________________

Other

Name: ____________________________________

Phone: ____________________________

Address: _____________________________________________________________________________

HOPE & HOME

4945 N. 30th Street

COLORADO SPRINGS, CO 80919

. (719) 575-9887

Birth Family Contact Record

	CHILD'S NAME:
	


Document contact between the child in your care and the child's birth family. Document contact that is in person, by phone, letter, etc. Indicate whether the contact was scheduled or not, supervised or unsupervised. Please note the child's reaction to the contact, behavioral or verbal or both.
DATE:                                   TYPE OF CONTACT AND COMMENTS:

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


[image: image1.jpg]HOPE & HOME

A LOVE TO NURTURE ORGANIZATION



 Hope & Home | 4945 N. 30th Street, 3rd Floor, Colorado Springs, CO 80919

 INITIAL Child Admission Physical Examination Form

Must be completed and turned in within 14 days!  Date Appointment Made_____________
Child’s Name:____________________________________________________ Sex ______  DOB ____________________

Date of Examination: _______________________NOTE: If more space is needed, please use the back side of this sheet!
Height: __________

Weight: __________

Temperature: __________

If under 2 years old, include the length, head circumference and growth percentile: __________________________________________________________________________________

Immunizations history or immunizations given: ___________________________________________________________________________________________________

Skin: ______________________________________________Scalp: ___________________________________________

Eyes - 

Vision without glasses:
Right: __________________
Left: __________________



Vision with glasses:
Right: __________________
Left: __________________

*Is Optometry Exam recommended for this child?    (Please circle)    Yes   /    No

Ears – 


Hearing:
Right: __________________
Left: __________________

Nose: _____________________________________________________________________________

Teeth – Number: ___________ Condition: ____________________ Occlusion ___________________________________

Throat – Pharynx: ________________________________________ Tonsils: _____________________________________

Adenoids: _______________________________________________ Glands: ____________________________________

Thyroid: ________________________________________________ Chest: _____________________________________

Heart: ____________________ Lungs: ______________________Abdomen: ____________________________________

Reflexes:____________________________ Extremities: _____________________________________________________

Posture and Spine: ________________________Nutrition: ____________________________________________________

Signs of Endocrine Imbalance: ___________________________________________________________________________

Menses: _____________________________________________________________________________________________

Blood Pressure: (1) Normal: _________  (2) Abnormal:_________ (3) Vasomotor Stability: ________________

Treatment given: ______________________________________________________________________________________

Should there be any limitations in the youth’s physical activities? ________ If so, please describe: _____________________

____________________________________________________________________________________________________
Recommendations: ____________________________________________________________________________________
____________________________________________________________________________________________________
Examining physician’s signature: _______________________________________________    Date: ___________________

Physician’s phone # & complete address (Please print or type) __________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________
Please complete page 2

Page 2
Hope & Home

4945 N. 30th Street

Colorado Springs, CO  80919

(719) 575-9887

Child’s Name: _______________________________  DOB: __________________

Additional Over-The-Counter Drugs

For Use When Necessary

As a foster parent, I am unable to dispense any medication unless prescribed in writing by a physician. This includes over-the-counter drugs such as pain relievers, cough syrup, diaper rash ointment, etc.  

Please complete the list below.

Aspirin


Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Acetaminophen

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Cough Syrup

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Decongestant

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Expectorant

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Diaper Rash Cream 
Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Cold Syrup

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

First Aid (minor)

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Baby Powder

Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Antacids


Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________

Other


Yes ( ) No ( )  Recommended Brand: ______________________





Dosage: _______________  Needed: ______________________
Physician Signature: _________________________________________________________________________
INITIAL
Hope & Home

4945 N. 30th Street

Colorado Springs, CO  80919

(719) 575-9887

_______________________________________________________________________

Dental Examination Form (Complete within 8 wks of Admission)
Child’s Name____________________________    Date of Birth__________________

Date of Exam ________________

Name of Care Provider____________________________________________________

Address of Care Provider___________________________________________________

Phone Number of Care Provider______________________________________________

Diagnosis _______________________________________________________________

________________________________________________________________________

________________________________________________________________________

Recommendations for follow-up care _________________________________________

________________________________________________________________________

________________________________________________________________________

Medications Prescribed ____________________________________________________

Signature of Care Provider ______________________________ Date _______________

Please fax to Hope & Home or submit to the Foster Family

If you have your own office forms, please attach them to Hope & Home’s form when submitting

