
Foster Children Registration

Date:_______________________

___________Child’s Full Name:____________________________________

Male________ Female________

________Child’s Birth Day:  Month_______________ Day______ Year__

______________Child’s Social Security Number:_____________________

___________________Child’s Medical Card Number:__________________

_______Foster Parent’s Name:_____________________________________

_________Foster Parent’s Home Address:___________________________
! Street

______________________________________________________________________!
! City State Zip Code

_______________Phone Number:__________________________________

____________________________Emergency Contact:_________________

__________________Emergency Phone Number:_____________________

_______________________________________Case Worker’s Name:_____

________________Case Worker’s Phone Number:____________________

________________________Siblings currently in same foster household: 

_______________________________________________________________

_______________________________________________________________

This is part of the Medical History.  Please complete and give to the receptionist with the 
child’s insurance card. 
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