Arkansas Department of Human Services
Division of Children and Family Services

Birth Family Background Information

A parent, family members(s), or a person with knowledge of the child is to complete this form alone or in private interviews with the DCFS worker.  Please provide as much information as possible.  This will help to make the most appropriate foster care placement and enable DCFS to provide better services for the child.

Date of initial contact:      

Child's Name:      

DOB:      
Has any other child of this family been placed in foster care or for adoption?      
Source of information: birth mother  FORMCHECKBOX 

birth father  FORMCHECKBOX 


other (relationship)      
I. Information on the birth parents

About the child's birth mother:

	Name 
	     
	
	     
	
	     
	
	     

	
	first
	
	middle
	
	last
	
	maiden


	Current address: 
	     
	
	     
	
	     
	
	     

	
	Street
	
	City
	
	State
	
	Zip


	Phone 
	     


	Birthplace 
	     
	     
	Birthdate
	     
	Age
	     

	
	City
	State
	
	
	
	


	Race  
	     
	
	Native American Indian  
	     
	

	
	
	
	
	Tribe
	


	If deceased, when
	     
	Where
	     
	     

	
	
	
	City
	State

	
	
	
	
	

	Cause of Death
	     
	
	
	


About the child's birth father:

	Name 
	     
	
	     
	
	     
	

	
	first
	
	middle
	
	last
	


	Current address: 
	     
	
	     
	
	     
	
	     

	
	Street
	
	City
	
	State
	
	Zip


	Phone 
	     


	Birthplace 
	     
	     
	Birthdate
	     
	Age
	     

	
	City
	State
	
	
	
	


	Race  
	     
	
	Native American Indian  
	     
	

	
	
	
	
	Tribe
	


	If deceased, when
	     
	Where
	     
	     

	
	
	
	City
	State

	
	
	
	
	

	Cause of Death
	     
	
	
	


I. Information on the birth parents – birth father (continued)

Is the father of this child the father of any other children of this mother?       
If so, name each:       
Marital status of birth parents:

 FORMCHECKBOX 
 Married to each other:  When       


Where       
 FORMCHECKBOX 
 Divorced from each other:  When       

Where       
 FORMCHECKBOX 
 Separated from each other:  When       

Where       
 FORMCHECKBOX 
 Not married living separately
 FORMCHECKBOX 
 Not married living together
Are parents biologically related?       


If so, how?       
Other (explain):       
Any legal problems, criminal charges, arrests or convictions:       .  If yes, please explain.
Name the family member involved and the situation.

     
II. Health History of the Child's Birth Family: Complete for all family members having the condition, even if deceased.  Give dates and duration.

	Health Condition
	No
	Yes – Child’s mother
	Yes – Child’s father
	Yes – Other birth relatives 

(Give name and relationship to child)

	Muscular dystrophy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Club foot
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cleft palate (hare lip)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cerebral palsy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Scoliosis (spinal curvature)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Spina bifida
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cystic fibrosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other crippling disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Heart Conditions

   Murmur
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Attack
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Congenital defect
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Stroke
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Seizure disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Hypertension
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Hypoglycemia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Thyroid disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Tuberculosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Sickle cell anemia (trait or carrier)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Alcoholism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Hemophilia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


ll.  Health History of the Child's Birth Family: (Continued)

	Health Condition
	No
	Yes – Child’s mother
	Yes – Child’s father
	Yes – Other birth relatives 

(Give name and relationship to child)

	Anemia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	RH Factor (positive or negative)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Allergies (causes & reactions)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Eczema
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cancer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Tumors
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Kidney Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Emotional/Mental conditions:

   Clinical Depression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Schizophrenia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Mental retardation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Learning disability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Hyperactivity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Eye Conditions:

   Blindness  Accidental Cause
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	                    Physical Cause
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Nearsighted/Farsighted
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Crossed
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Astigmatism


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Sexually transmitted diseases:

   Syphilis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	   Gonorrhea
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	   Herpes Genitalia


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Acquired Immunodeficiency

Syndrome (AIDS)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	AIDS-Related Complex (ARC)


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Human Immunodeficiency

Virus (HIV)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Other significant diseases or conditions present in a family member and not mentioned above:

     
III.
Description of the Child's Birth Family.  Complete even if the family member Is deceased:

	Parents and Grandparents
	Child's Mother
	Child's Father
	Child's Maternal Grandmother
	Child's Maternal Grandfather
	Child's Paternal Grandmother
	Child's Paternal Grandfather

	Name


	     
	     
	     
	     
	     
	     

	Birth Date


	     
	     
	     
	     
	     
	     

	Address/ Phone
	     
	     
	     
	     
	     
	     

	Education


	     
	     
	     
	     
	     
	     

	Occupation


	     
	     
	     
	     
	     
	     

	Race, tribe or ethnic origin
	     
	     
	     
	     
	     
	     

	If deceased, give age and cause
	     
	     
	     
	     
	     
	     


	Child's Siblings

Please Name
	Sibling #1
	Sibling #2
	Sibling #3
	Sibling #4
	Sibling #5
	Sibling #6

	Sex


	     
	     
	     
	     
	     
	     

	Birth Date


	     
	     
	     
	     
	     
	     

	Address/ Phone


	     
	     
	     
	     
	     
	     

	Education


	     
	     
	     
	     
	     
	     

	Occupation


	     
	     
	     
	     
	     
	     

	Race, tribe or ethnic origin


	     
	     
	     
	     
	     
	     

	If deceased, give age 

and cause
	     
	     
	     
	     
	     
	     


Please list Name, Address and Phone Number of the Child’s relatives who could be considered for temporary placement for your child.

     
IV. Health History of the Child:

Labor:


 FORMCHECKBOX 
 Induced
 FORMCHECKBOX 
 Spontaneous
Duration       (Hours)
Delivery


 FORMCHECKBOX 
 Vaginal
 FORMCHECKBOX 
 Cesarean

Birth weight       (lb./oz)
Complications during labor or delivery:

     
Gestation (# months):      
V.
Pregnancy Related Information of Birth Mother

Date (or month of pregnancy) prenatal care began:      
Is/was this the first pregnancy?  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
If not, how many live births occurred prior to this pregnancy?      
How many stillbirths?      

Miscarriages?      
Previous pregnancies ended (dates)      
Did any of the following health related conditions exist or occur before or during the pregnancy?

	Health Conditions
	No
	Before
	During - Give

month of pregnancy
	Comments or explanation  (Dates and Duration

	Severe headaches


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Seizures


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Fever/Rheumatic fever
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Nausea/Vomiting


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Dizziness/Fainting


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Infectious disease (name)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	X-rays


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Operations


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Anesthetic


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Injections


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Childhood Diseases:

Mumps
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Chicken pox


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	German measles


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	3 day measles


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Hypertension


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     


	Health Conditions
	No
	Before
	During - Give

month of pregnancy
	Comments or explanation  (Dates and Duration

	Whooping cough 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Scarlet fever


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Encephalitis


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Meningitis


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Physical Trauma:

Falls, accidents
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Heavy lifting


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Blows to body


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Gestational Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     


Pregnancy Related Information: (Continued)

Were any drugs - prescription and non-prescription - used during the pregnancy?

Include alcohol, cigarettes, aspirin, marijuana, valium, etc.  If so, name, give frequency and amount, complications and reactions, if appropriate.

     
Abnormalities at birth:      
Treatment for birth abnormalities began at age       and continued until age      
Outcome of treatment:      
Health History of Child - Continued

Complete the following only for conditions present, or for which there is a history.  Update the form if the history changes.

	Health Condition
	Age at onset -

treatment received
	Health Condition
	Age at onset -

treatment received

	Mumps
	     
	Muscular dystrophy
	     

	Measles
	     
	Cleft palate
	     

	Chicken pox
	     
	Cerebral palsy
	     

	Convulsions/Seizures
	     
	Spina bifida
	     

	Accidents
	     
	Cystic fibrosis
	     

	Asthma
	     
	Other crippling

disorder (specify)
	     

	Allergies (specify)
	     
	Acquired Immunodeficiency Syndrome (AIDS)
	     

	Bronchitis
	     
	AIDS-Related Complex (ARC)
	     

	Pneumonia
	     
	Human Immunodeficiency Virus (HIV)
	     

	Frequent colds
	     
	Emotional or mental condition (specify)
	     

	Influenza
	     
	Autism
	     

	Tonsillitis
	     
	Hyperactivity
	     

	Eye Problems (specify)
	     
	Learning disability
	     

	Ear Problems (specify)
	     
	Mental retardation
	     

	Heart Problems (specify)
	     
	Sickle cell anemia (trait or carrier)
	     


Please list all inoculations, tests or special examinations.  Give ages or date as applicable.  Expand on the health conditions from the previous table if necessary.

     
VI.
 Information on the child’s daily life

(To be completed as age appropriate 

How does the child express his/her wants and needs?

     
How does this child tell you he/she needs to go to the toilet?

     
Are there any foods this child should/will not eat?  If yes what/why?

     
What does he/she like to eat?      
Is this child allergic to anything?  If yes, what?      
Is this child on any medication?        If so, what/why?      
Dosage?      
Who has been the child’s Primary Care Physician?      
Who has been the child’s Dentist?      
Does this child have any unusual worries or fears?  Please explain.

     
What time is child to getting up for the day?        

What is the usual bedtime?      
Does he/she sleep with a certain toy or possession?      
Is there anything a caregiver would need to know about this child in order to meet his/her daily needs?

     
Are there family members willing to take care of this child?  If so, who and give address and phone number.

     
Completed by:


(family member/relationship)

Date


(Family Service Worker)


Date
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