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RESOURCE FAMILY PARENT HOME STUDY/LICENSING APPLICATION
Please print or type your information

	Check all resource family care programs in which you have an interest:
 FORMCHECKBOX 
 Foster Care Only        FORMCHECKBOX 
 Foster Care with Interest in Adoption      FORMCHECKBOX 
 Adoption Only      FORMCHECKBOX 
Undecided
 FORMCHECKBOX 
 Family Friend Care    FORMCHECKBOX 
 Relative Care    FORMCHECKBOX 
 Emergency Foster Care/Vacation/Respite Care      

	Have you ever applied for, or participated in, any of the programs listed above?      FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Are you applying to be a resource family parent for a specific child or children who you already know or know about?

  FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes  Name of Child ______________________________________________________________

	For Relative Care/Family Friend Care Only:  Has a child already been placed in your home?    FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No     

Name of Child _____________________________  Relationship to Child __________________________________________________


	
	Primary Applicant
	Secondary Applicant 

	Last Name


	
	

	Other names (maiden,  former married/civil union name, aka/alias)
	
	

	First Name
	
	

	Middle Name
	
	

	Date of Birth
	
	

	Social Security #
	
	

	Sex
	
	

	Race/Ethnicity
	
	

	Religion
	
	

	Languages Spoken
	
	

	Last Grade Completed
	
	

	Marital Status

(Single, Married/Civil Unioned, Divorced, Separated, Widowed, Domestic Partnership )
	Date of Marriage/Civil Union _______________
Date of Divorce/Dissolution of Civil Union _________________
	Date of Marriage/Civil Union ___________
Date of Divorce/Dissolution of Civil Union ___________

	U.S. Citizenship
	        FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No
	         FORMCHECKBOX 
Yes                  FORMCHECKBOX 
No


	Home Information

	Current Home Address: Street __________________________________________________Apt. #__________
City____________________ County __________________ State ________________ Zip Code ____________
Home Phone #: (      ) ________________ Work # (      ) ________________ Cell # (      ) ___________________
Home E-mail Address: ________________________________________________________________________
Mailing Address: (if different) ________________________________________________ Apt. #____________

City ___________________ County ____________________ State _____________ Zip Code ______________

	Previous Address(es): (address of previous residence for the last five years for every household member, if different than above):
Name: ___________________________Street _________________________________________
City ___________________ County ____________________ State _____________ Zip Code ______________
Name: ___________________________Street _________________________________________

City ___________________ County ____________________ State _____________ Zip Code ______________

Name: ___________________________Street _________________________________________

City ___________________ County ____________________ State _____________ Zip Code ______________

Name: ___________________________Street _________________________________________

City ___________________ County ____________________ State _____________ Zip Code ______________

Attach additional names and addressed on separate sheet, if necessary.

	Emergency Contact Name (other than applicant(s)):______________________________________ Relationship:__________________ Emergency Contact Numbers: Home # (      )__________ 

Work # (      ) ________________ Cell # (      ) ___________________

	# of Bedrooms________          Smoker in home    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No          Pets in  Home    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No

#Cats _______ #Dogs ________ #Birds _________ #Exotic Pets ________ Other _____________________


CP&P conducts the following reference checks:  police, medical, employment, personal, school/daycare, and child care.

	Medical Information

	
	Primary Applicant 
	Secondary Applicant 

	Name of primary physician
	
	

	Physician’s address and telephone number 
	
	

	Name of other treating physician  
	
	

	Physician’s address and telephone number
	
	

	List recent or chronic health conditions (include physical and mental/emotional health conditions)
	
	

	List any prescribed medication
	
	


	Employment Information

	
	Applicant 1
	Applicant 2

	Occupation
	□ Part Time  □ Full Time  □ Self Employed
	□ Part Time  □ Full Time  □ Self employed

	Current Employer 

(Date employment began)
	Start Date
	Start Date

	Work Address


	
	

	Work Phone Number
	
	

	Previous Employer

 (Please provide, if not with current employer for at least three years)
	Start Date                                    End Date
	Start Date                                    End Date

	Work Address


	
	

	Work Phone Number
	
	


	Personal References and Background Checks



	Please list three unrelated persons who know you and your home life who we may contact as references.

	Name
	Address
	Telephone Number

	1. Neighbor (within the last six months):


	
	

	2. Unrelated & has known you for at least 5 years:


	
	

	3. Other non-related reference:


	
	


	Children in the Home Under the Age of Eighteen

	First and Last Name
	Relationship to Applicant(s)

	Date of Birth
	Sex
	Name of  School or Day Care, Address, Telephone #
	Grade
	Physician’s

Name, Address,

& Telephone #

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Other Household Members Over the Age of Eighteen

	First and Last Name/Other Names Used
	Relationship to Applicant(s)

	Date of Birth
	Social Security #
& Occupation
	Physician’s

Name, Address, & Telephone #

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


 Please answer the following questions and attach additional pages if more space is needed:
Have you or any member of your household, including a juvenile age 14 years or older, been convicted of a crime or convicted of a disorderly persons offense?     □ No □ Yes         If yes, please explain in detail, including the name of household member, date(s), location, and nature of the offense(s).  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Note: Except for certain crimes, having a charge or conviction does not automatically disqualify you as an applicant.
Have you, or any member of your household, ever been investigated by, or received services from, CP&P or another state’s child protection agency?       □ No   □ Yes        If yes, please explain in detail, including the state, the name of household member, date(s) and locations of the investigation(s)/services.         
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Authorization to Conduct Child Abuse/Neglect Investigations & Criminal Background Checks in New Jersey, as well as any other state I have lived in during the past five years.  
By signing this application, I assert that all of the information is truthful.  Misrepresentation or false information on this application may result in denial of my application.  By my signature, I give permission to CP&P to conduct a child abuse/neglect and criminal history background check on me and to contact my personal, employment, medical, school/day care, and child care references.
*






             



_______
             Signature of Primary Applicant


             Date

*






              _____________________________             
             Signature of Secondary Applicant


              Date

 _____












            Signature of other adult in home



Date

 _____













            Signature of other adult in home



Date

 _____













            Signature of other adult in home



Date

 _____













           Signature of other adult in home



Date

** The Local Office sends a copy of the approved application to the Office of Licensing, Resource Family Intake Supervisor, PO Box 717, Trenton, NJ 08625-0717 within 7 days of the approval date.
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