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Medical Reference Letter for Foster/Proctor Care Applicant

This section must be completed and signed by the applicant

	Applicant’s Name
	Date:


In Compliance with Utah Administration Code R501-12-4 (2)(a), At the time of application, each potential foster and proctor parent shall obtain and submit a medical reference letter, completed by a licensed health care professional, which assesses the physical ability of the individual to be a foster or proctor parent. 
Do you have any physical, mental, or emotional condition(s) that may limit your ability to properly fulfill your duties as foster/proctor parent? .................  ( Yes         ( No
If yes, please explain:  































































































































Authorization for Release

I, _________________________ (name), hereby affirm that the information I have provided is true.   I also authorize the physician, upon completion of page 2 of this form, to release the information contained herein concerning my physical ability to Colbren Family Care.

	Signature of Applicant
	Date


This section must be completed and signed by a licensed health care professional
	Physician’s Name
	Office Phone #

	Do you provide medical services to this individual:( Regularly    ( Occasionally   ( First Time


In Compliance with Utah Administration Code R501-12-4 (2)(a), At the time of application, each potential foster and proctor parent shall obtain and submit a medical reference letter, completed by a licensed health care professional, which assesses the physical ability of the individual to be a foster or proctor parent. This patient has authorized the release of the following medical information as part of their application to be a foster or proctor parent.
Does this individual suffer from any chronic illness or disorder that may impede him or her to properly care for a child placed in his or her home? ………………….….…  ( Yes         ( No
Is this individual currently experiencing any physical, mental, behavioral, or emotional problems that could limit his/her ability of providing appropriate child care as a foster parent? …………………………...................................................................………………  ( Yes         ( No
Based upon your professional assessment and your knowledge of the applicant, which of the following would best apply to the individual?

( The applicant is physically able of providing care to a minor child placed in his/her home.

( The applicant is NOT physically able of providing care to a minor child placed in his/her home.
( The applicant has the following limitations or barriers to providing care to foster or proctor children.

	Signature of Physician
	Date


On behalf of Colbren Family Care, we wish to thank you for your time and cooperation.[image: image1.png]



Forrest DeMille, Program Director

(435) 705-1833 Cell

colbren2@hotmail.com      www.colbren.com

(435) 879-8742 Fax

