
Physician'sReport

AdultFosterCareChildFosterCareFamilyDayCare

I.AuthorizationforReleaseofMedicalInformation
 Iauthorizemyphysicianorclinictoreleaseanymedicalinformationpertinenttomyapplicationfororemploymentwithinthe
residenceofaFamilyDayCareorChildFosterCareorAdultFosterCareHome.

 Signatureofindividualonwhomtheinformationisrequested  Date

II. IdentifyingInformation
LastName: FirstName:Birthdate:

Address: City: State: ZipCode: Relationshiptoprovider:

III. TotheExaminingPhysician:

Inthebestinterestoftheproviderandthechildrenand/oradultsincare,goodhealthisafactorintheselectionofhomes.

A. Howlonghastheabovenamedindividualbeenunderyourcare? _____________________________________________________

B. Dateoflastexamination______________________________________________________________________________________
 _________________________________________________________________________________________________________

C. Doesthispersonhaveahistoryorpresentevidenceofaseriousoperation,injury,orphysicalormentalillnesswhichinyour
 opinionwouldhinderhim/herinthecareofchildrenand/oradults?Pleaseexplain._______________________________________
 _________________________________________________________________________________________________________

D. Doesthispersonhaveanycommunicablediseases? ________________________________________________________________

E. Isthispersontakinganymedicationswhichmayaffecttheirabilitytoprovidecare?Ifso,what? ____________________________
 _________________________________________________________________________________________________________

F. Doesthispersonhaveahistoryorpresentevidenceofchemicalabuse/dependency?Pleaseexplain. _________________________
 _________________________________________________________________________________________________________

G. Isthereanotherphysicianwithwhomweshouldconsultbeforemakingadecisionaboutthisperson'sapplication?YesNo
 Ifyes,pleasegivenameandphonenumberofphysician. ____________________________________________________________

H. Inyouropinion,ishis/herhealthsuitabletoprovidecare?


Signatureofexaminingphysician:Date:Telephone#:

Physician'saddress:City: State: ZipCode: 

NOTICETOTHIRDPARTIES-MinnesotaStatutes,Sec.13.04allowsrecipientsaccesstorecordeddata.Beinformedthatuponrequest
oftherecipientorhisorherlegalrepresentative,thisDepartmentisrequiredtoprovidethemtheinformationcontainedonthisform.Any
statementsincludedintheclient'sfilemaybeopenedtohisorherinspection. 
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