
admission application for children

Facility: _________________________________________________________	 Entry Date:___________________

Referral Source: __________________________________________________	 Inquiry Date: ____________________

Application Date: __________________	      Interview Date: ________________       Placement Date: ________________

q  Emergency Shelter     q  Group Home     q  Foster Home

DEMOGRAPHIC INFORMATION

First Name: _________________________  Middle: _______________________  Last Name: _________________________

Child Living With: ________________________________________________________________________________________

Address: ______________________________________________________________________________________________

County of Residence: __________________________________________________  State of Residence: ___________________

Citizenship: ___________________________________     Gender:   q  Male   q  Female     Race: ___________________

SS#: ________________________________________     DOB: ______________________    Age: __________________

CASE / BACKGROUND INFORMATION

Placement is     q  DSS     q  Private					     REASON FOR PLACEMENT

(custodial parent or DSS caseworker)					     q  Emergency Removal from Family of Origin	

Name: _____________________________________________		  q  Disruption from Foster Home/Group Home

Address: ___________________________________________		  q  Transfer from another Emergency Shelter

County: ____________________________________________		  q  Runaway

Email: _____________________________________________		  q  Preparation for Independence

Caseworker’s Phone: _________________________________		  q  Other: ______________________________

Supervisor’s Name: __________________________________			       ______________________________

Supervisor’s Phone: __________________________________		  Is this the least restrictive placement?

On-call Phone: ______________________________________		  q  yes     q  no

Other Agencies Involved: ______________________________		  REASON FOR REMOVAL FROM

PLAN OF CARE								       FAMILY OF ORIGIN

q  Plan under Development	 q  Return to Parent			   q  Threat of Harm	 q  Abandonment

q  Long-Term Foster Care	 q  Long-Term Group Care		  q  Physical Abuse	 q  Sexual Abuse

q  Independent Living		  q  Live With Relative			   q  Medical Neglect	 q  Physical Neglect	

q  Adoption								        q  Educational Neglect	 q  Lack of Supervision

q  Child Adopted    Date: __________________				    q  Parents Incarcerated

q  Child Released for Adoption   Date: ________________			  q  Family Dysfunction

q  Other: ___________________________________________		  q  Breakdown of Parent / Child Relationship

Miracle Hill
m i n i s t r i e s

FOR OFFICE USE ONLY	 q  new admission   q  re-admission   q  transfer     Intake Staff: __________________________

q  Boys’ Shelter     q  Children’s Home     Intake Date: _______________   Time: _______  Transfer Date: _____________

Financial Support $____________     q  DSS Board     	 q  Social Security     	 q  DSS Contract     	 q  Family



PERMANENCY PLANNING
Goals for Family / Child: __________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Expected Time Frame: _______________________  Services Required: ____________________________________________

CONTACT INFORMATION
Father’s Name: _________________________________         Mother’s Name: ______________________________________ 

Siblings: ____________________________________________________ Other: ____________________________________

Phone Calls Permitted To / From: ___________________________________________________________________________

Visitation Permitted With: _________________________________________________________________________________

Visitation Type:	 q  Supervised     q  Unsupervised     q  Campus Visits     q  Home Visits     q  Mail     q  Email

Contact is Prohibited With: ________________________________________________________________________________

HEALTH INFORMATION  (please check all that apply)
q Lice					     q Acid Reflux				    q Scabies					   
q Enuresis				    q Sexually Transmitted Disease		  q Bruises, welts, abrasions 
q Anemia				    q Drug / Alcohol Use			   q Malnourishment				  
q Drug-exposed baby (crack, etc.)	 q Diabetic				    q Fetal Alcohol Syndrome			 
q Physical Limitations/Disabilities		 q AIDS / HIV				    q Speech Needs
q Ringworm				    q Burns				    q Developmentally delayed 

q Sleeping Disorders: _____________________________________ 		      (speech, emotionally, etc.)

q Other—specify: ______________________________________________________________________________________

Are Immunizations/shots current?   q  Yes     q  No                 Copy of shot record provided?    q  Yes     q  No  

Date of last Physical: ________________	  Dental: ________________ Hearing: ________________ Vision: _______________	

Wears:      q Braces    q Appliance      q Hearing Aid     q Glasses

Pre-set appointments?______________________________      Mental Health Therapist: _______________________________	

Is child taking any medications?     q Yes     q No  (if yes, please list below)

Medicine: _________________________________  Dosage: _________________  Frequency: _________________________		

Time Frame: ______________________________	  Purpose: ____________________________________________________ 

Medicine: _________________________________  Dosage: _________________  Frequency: _________________________		

Time Frame: ______________________________	  Purpose: ____________________________________________________ 		

Allergies:      q Foods     q Medications     q Insects     q Other    If yes, specify: _____________________________________

Type of reaction: ________________________________________________________________________________________

Response: _____________________________________________________________________________________________ 	

If infant, specify type of formula: _______________________________________________

Medicaid #: ________________________________________     Insured Name: _____________________________________  

Type of Insurance: __________________________________      Policy #: __________________________________________		

________________________________________________________					   
Signature of Responsible Party


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Radio Button23: Off
	Radio Button24: Off
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Radio Button63: Off
	Text64: 
	Text65: 
	Text66: 
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Radio Button128: Off
	Radio Button129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Radio Button134: Off
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 


