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Names (anyone who resides in the home):










I hereby certify that the above names person(s), are healthy and do not suffer from any health concerns, that might interfere with or endanger the safety of any foster children in the home.





__________________________________       __________________________________
Signature of Examining Physician                     Date 



__________________________________       
Physician’s Name (Please Print)                   

_____________________________________________________________________       
Physician’s Full Address                  
