
I authorize any physician who has medical information
about me to give that information to Alberta Children and
Youth Services to be used for my application to be
approved as a foster parent, kinship care provider,
adoptive parent or private guardian.

Please complete the medical reference on the back of this form.

Please base your responses on a medical examination completed within the past 12 months plus your
knowledge of this person's medical history.

The applicant is responsible to pay any costs for completing this reference.  However, the applicant may be
entitled to be reimbursed, so please provide a receipt.

Upon completion of the form, please return in the enclosed, self-addressed envelope to the above
identified caseworker. If additional information is needed you will be contacted by the caseworker.

name of applicant
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Request for a reference
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Regarding the application by

Signature of Caseworker

Medical Reference

To: (physician's name and address)

to become a
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From:

caseworker

worksite name

address

city 

phone number

date (yyyy/mm/dd)

Worksite NumberDate returned (yyyy/mm/dd)) Worksite NameFacility ID Number

Applicant's Signature

To be completed by applicant3

My name is 
name of applicant

My address is

date (yyyy/mm/dd)

foster parent. kinship care provider. adoptive parent. private guardian.

The information provided on this form is collected under the authority of the Child, Youth and Family Enhancement Act and is managed
in compliance with the Freedom of Information and Protection of Privacy Act. The information will be used to process the application to
foster, become a kinship care provider, adopt or become a private guardian.



Are you aware of any substance abuse /addiction condition?            

phone number

date (yyyy/mm/dd)

name of physician

address

province  postal code

area of practice

Signature

address

To be completed by a registered physician (If you need more room, attach further information to this form)

How long have you known the applicant
years/months

Date of last examination
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date (yyyy/mm/dd)

Describe anything medical that could affect the applicant's ability to be an effective parent.

Describe anything else that could affect the applicant's ability to be an effective parent or that might prevent the applicant from
handling the additional demands of adopting or fostering.

Has the applicant ever had an emotional, nervous, or psychiatric condition?                                      YesNo

No

if yes, please describe below

Yes if yes, please describe below

. .
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