Foster Children Registration

Associates
’ O of Salem

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.



	Date: 
	Child’s Full Name: 
	Month: 
	Day: 
	Year: 
	Child’s Social Security Number: 
	Child’s Medical Card Number: 
	Case Worker’s Name: 
	Case Worker’s Phone Number: 
	Male: Off
	Female: Off
	Foster Parent’s Name: 
	Foster Parent stre address: 
	Foster Parent address2: 
	phone number: 
	Emergency contact: 
	Emergency phone number: 
	siblings same household: 
	siblings same household2: 
	siblings same household3: 


