WHITE EARTH FOSTER CARE
APPLICATION

Instructions

PO BOX 358

WHITE EARTH, MN 56591

218-983-4647

To apply for a child foster care license and/or adoption home study, complete and send this form along with the
Minnesota Adoption and Foster Care Individual Fact Sheet (DHS-4258B) for each applicant to your local county social

service agency or a private child-placing agency.

LICENSING AGENCY

TYPE OF APPLICATION

O New application O Update ORenewal O Change of premises

LYING FOR

Foster care/adoption  International or Domestic Infant Adoption

TYPE OF CHILD YOU ARE INTERESTED IN

OMale OFemale OEither  Age range

FOR INTERNATIONAL ADOPTION ONLY
INDICATE SPECIFIC COUNTRY OR AREA REQUESTED

[] Sibling group of up to children
[] Specific child
Applicant 1
Share about yourself and where you live
LAST NAME FIRST NAME MIDDLE NAME FORMER NAMES
SOCIAL SECURITY DATE OF BIRTH MARITAL STATUS
NUMBER
OMarried  OnDivorced O Separated OSingIe
RACE ETHNICITY
[ Asian ] American Indian/Alaska Native [ white
D Black or African American D Paciﬁc ISlander/NatiVe Hawaiian HiSpaniC D Yes D No
CURRENT HOME (STREET) ADDRESS (P.O. BOX if required for mail delivery) APT. NUMBER
cITty STATE ZIP CODE
HOME PHONE NUMBER WORK PHONE NUMBER CELL PHONE NUMBER EMAIL ADDRESS
TRIBAL AFFILIATION LANGUAGES SPOKEN RELIGION EDUCATION
AREAS OF SPECIALIZED EDUCATION OCCUPATION NUMBER OF HOURS IN WORK TYPICAL WORK SCHEDULE
WEEK
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Have you lived at any other address in the past five years? = OnNo () Yes  Ifyes, complete below

Address 1

ADDRESS

carTy STATE | ZIP CODE

DATE MOVED TO THIS ADDRESS

Address 2

ADDRESS

carTy STATE | ZIP CODE

DATE MOVED TO THIS ADDRESS

Address 3

ADDRESS

caTy STATE | ZIP CODE

DATE MOVED TO THIS ADDRESS

If you have additional addresses to report, please attach an additional sheet of paper.

Is there a second applicant in the home? O No () Yes Ifyes, complete the information

below
Applicant 2
LAST NAME FIRST NAME MIDDLE NAME FORMER NAMES
SOCIAL SECURITY DATE OF BIRTH MARITAL STATUS
NUMBER
OwMarried  OnDbivorced O Separated OSingle
RACE ETHNICITY
[] Asian [] American Indian/Alaska Native
] Black or African American [ Pacific Islander/Native Hawaiian ~ [_] White Hispanic [] Yes [ ] No
CURRENT HOME (STREET) ADDRESS (P.O. BOX if required for mail delivery) APT. NUMBER
Ty STATE ZIP CODE
HOME PHONE NUMBER WORK PHONE NUMBER CELL PHONE NUMBER EMAIL ADDRESS
TRIBAL AFFILIATION LANGUAGES SPOKEN RELIGION EDUCATION
AREAS OF SPECIALIZED EDUCATION OCCUPATION NUMBER OF HOURS IN A WORK TYPICAL WORK SCHEDULE
WEEK
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Has this applicant lived at any other address in the past five years? OnNo O Yes Ifyes, complete

below

Address 1

ADDRESS

carTy

STATE

ZIP CODE DATE MOVED TO THIS ADDRESS

Address 2

ADDRESS

Ty

STATE

ZIP CODE DATE MOVED TO THIS ADDRESS

Address 3

ADDRESS

Ty

STATE

ZIP CODE DATE MOVED TO THIS ADDRESS

If you have additional addresses to report, please attach an additional sheet of paper.

Emergency evacuation plan
Emergency contact person: Name a person who does not live in your household and would know how to contact you in case of

emergency and/or evacuation.

NAME

PHONE

If an emergency evacuation of a home is necessary due to disaster, indicate the specific location where foster children
would go (e.g. name of local hotel, address of emergency contact person or foster child's relative):

Do you have additional household members living in the home? O No O Yes

If yes, list all adults and children (not including foster children) living in the home below.

Household member 1

LAST NAME

FIRST NAME

MIDDLE NAME

RELATIONSHIP TO APPLICANT(S)

DATE OF BIRTH

EXPECTED ROLE WITH FOSTER AND/OR ADOPTED CHILD

Household member 2

LAST NAME

FIRST NAME

MIDDLE NAME
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RELATIONSHIP TO APPLICANT(S) DATE OF BIRTH

EXPECTED ROLE WITH FOSTER AND/OR ADOPTED CHILD

Household member 3

LAST NAME

FIRST NAME MIDDLE NAME

RELATIONSHIP TO APPLICANT(S) DATE OF BIRTH

EXPECTED ROLE WITH FOSTER AND/OR ADOPTED CHILD

Household member 4

LAST NAME

FIRST NAME MIDDLE NAME

RELATIONSHIP TO APPLICANT(S) DATE OF BIRTH

EXPECTED ROLE WITH FOSTER AND/OR ADOPTED CHILD

Household member 5

LAST NAME

FIRST NAME MIDDLE NAME

RELATIONSHIP TO APPLICANT(S) DATE OF BIRTH

EXPECTED ROLE WITH FOSTER AND/OR ADOPTED CHILD

If you have more household members to repo

Home (Description of home as it pertains to fos

rt, please attach an additional piece of paper.

ter care of children)

SCHOOL DISTRICT IN WHICH HOME IS LOCATED

Children placed in the home would attend

the following schools

ELEMENTARY

MIDDLE/JUNIOR HIGH

HIGH SCHOOL

SCHOOL TRANSPORTATION

L] Bus L] Other

DOES APPLICANT HOME SCHOOL?

ONo O Yes - has applicant's home school plan been approved by the public school district? O Yes O No

Does anyone smoke in the home? ONo Oves - fill in below

WHO SMOKES IN THE HOME?

WHAT IS YOUR PLAN TO PROVIDE A SMOKE-FREE ENVIRONMENT IN YOUR HOME, GARAGE, SURROUNDING AREA, AND CAR?

Are there pets in the home? ONo O Yes -

fill in below

WHAT TYPE(S) OF PETS?

DO ANY PETS IN THE HOME POSE SAFETY CONCERNS?

Oves ONo

DO PETS HAVE CURRENT VACCINATIONS?

Oves ONo

Dwelling information (check all that apply)
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[] Own
[] Rent

[] Mobile home
|:| Basement

[] Single family house
(] Multi-unit (apartment)

[] Free standing solid fuel
heating appliance

Sleeping arrangements (indicate where foster child will sleep)

Type of bed/s
Crib, single, double, bunk (if Storage space for personal
Bedroom floor/level Occupants bunk, indicate upper-U or possessions
lower —-L)
1.
2.
3.
4.

LIST AREAS AND/OR ITEMS IN YOUR HOME THAT ARE LOCKED AND/OR INACCESSIBLE TO FOSTER OR ADOPTED CHILD

Experience with foster care and/or adoption, or any other licensing (including child care, adult

foster care, etc.)

Have you ever applied, or worked with another foster care agency? (O

No O Yes - list all agencies (Minnesota and out-of-state)

Agency
name

Address

Dates of involvement and outcomes

Are you currently or have you ever been licensed? (O No (O Yes - list all agencies (Minnesota and out-of-state)

TYPE OF LICENSE (check all that apply)
L] Family child care

(] child foster care L] Adult foster/community residential setting L] Family adult day
[ services 245D-HCBS [ Other

LICENSE NUMBER (if known)

COUNTY/AGENCY/STATE

EFFECTIVE DATES OF LICENSE (if known)

Have you ever had a Minnesota Department of Human Services (department) license denied or revoked, or the subject of
an unfavorable home study?

ONo Oves
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EXPLAIN (include license type, denial or revocation, who completed the home study, etc.)

Do you operate a business from your residence? ONo O Yes

TYPE OF BUSINESS

DESCRIBE IMPACT HOME BUSINESS MAY HAVE ON YOUR FOSTER/ADOPTION PLAN
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Substitute caregivers

Whom do you plan to use as a substitute caregiver for foster children or prospective adoptive children (e.g., personal care

attendant, nurse, babysitter/respite care)?

NAME
AGE PHONE AND/OR EMAIL ADDRESS
STREET ADDRESS caTy

STATE

ZIP CODE

RELATIONSHIP TO CHILD (if any)

Transportation

Do you have a valid driver's license? ONo O Yes

Do you own vehicles?

ONo O Yes
Are there age appropriate car seats? (ONo OYes O will obtain  ONot applicable

Do you have adequate insurance for all vehicles? OnNo Oves

Do you have access to public transportation? (ONo () VYes

DISTANCE TO NEAREST PICK-UP LOCATION

DESCRIBE ALTERNATIVE TRANSPORTATION PLAN IF FAMILY NOT HAVE AN OPERATING VEHICLE OR THE HOME IS NOT NEAR PUBLIC
TRANSPORTATION

Are you able to transport children to appointments or school when needed?

WHAT ALTERNATIVE TRANSPORTATION ARE YOU ABLE TO PROVIDE?
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References (required at initial application only)
Reference 1

LAST NAME FIRST NAME MIDDLE NAME
ADDRESS carTy STATE | ZIP CODE
EMAIL ADDRESS PHONE

Reference 2

LAST NAME FIRST NAME MIDDLE NAME
ADDRESS carTy STATE | ZIP CODE
EMAIL ADDRESS PHONE

Reference 3

LAST NAME FIRST NAME MIDDLE NAME
ADDRESS Ty STATE | ZIP CODE
EMAIL ADDRESS PHONE

Municipality (Required at initial licensure only)

Applicants for a non-relative residential program license issued by the Minnesota Department of Human Services under
Minnesota Statutes, Chapter 245A, the Human Services Licensing Act, are responsible for contacting the municipality
where the program will be located to inquire about local ordinance requirements. The license applicant is responsible for
taking all necessary actions as directed by the municipality to comply with local ordinance requirements. Document the
following regarding your contact with the local municipality.

NAME OF MUNICIPALITY DATE OF CONTACT

NAME OF OFFICIAL PHONE

Notice about variances

All foster care licensing agencies are required to provide applicants with a summary of child foster care license
requirements and standards. A variance to these requirements and standards may be requested in circumstances that

do not jeopardize the health or safety of a child. County and child-placing agencies have authority to issue most
variances. Only the department has authority to grant variances for dual licensure, child foster care maximum age
requirements, chemical use problems, and variances regarding individuals disqualified for child foster care licensure
based on background study information.
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By signing below:

| acknowledge that | received the Applicant Privacy Notice: Child Foster Care and/or the Notice of Privacy Practices
(DHS-3979). | also acknowledge that information | have provided on this application is complete and true. | agree that:

« | will comply with requirements in Minnesota Statutes, chapter 245A, and all applicable laws and rules, at all times
during terms of the license.

* The department's commissioner representative has the right to request any documentation required by Minnesota
rules or laws and to inspect my home and its grounds at any time. The documentation and inspection required by
rules are necessary for the commissioner to determine whether | am complying with Minnesota rules and laws.

« Any documentation | provide or representations that | make to the commissioner's representative during the
application process, during the time | am licensed, during an investigation or throughout the adoption process, will
be complete and true. | understand that any misrepresentations or other violations of Minnesota rules and laws may

result in immediate suspension, revocation or denial of a child foster care license, denial of an adoption home study,
or termination of adoption services.

APPLICANT 1 SIGNATURE DATE

APPLICANT 2 SIGNATURE DATE

Authorized agent information (Required only for new applicants)

If more than one applicant, you must designate one applicant to act as the authorized agent authorized to

accept service on behalf of all individual license holders of the program. Service on the authorized agent is on
all license holders of the program. It is the responsibility of authorized agent to distribute mail received from
the department within the facility as needed, and a response provided within stated timelines, when required.

Who is the authorized agent for your child foster care program?

NAME EMAIL ADDRESS
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Applicant Privacy Notice: Child foster care

To apply for a license, you must provide identifying information, some of which is public, unless an identified reason for
information to be not public. You must allow your program to be inspected by licensing agency staff.

What information is public?

+ The applicant/license holder name, address and phone number

« License number, license status, services provided under the license, and any limitations on the license
« Licensing actions taken regarding application or license.

How license information is made available

Access information about a license by using the online Licensing Information Lookup search tool on the department's
website. See Licensing Information Lookup or http://mn.gov/dhs/general-public/licensing/.

What if | do not want my identifying information made public?

There are circumstances when public identifying information can be limited to ensure the safety of children in foster care.
If you believe this applies to you, talk with your licensing worker about limiting public information.

Will licensing information be shared with anyone?

Department staff may give information about you and your program to others authorized under state or federal law.
Information is only shared on an as-needed basis to conduct investigations, or provide needed assistance to you or
your program.

What if | refuse or withhold information?

Knowingly withholding relevant information, or giving false or misleading information for your license application, may
result in denial of your application, or suspension or revocation of a license already issued.
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Attention. If vou need free help interpreting this document, ask your worker or call the number below for
your language.

Pof@m-e: PUTT B0-a it AGPHCHI® AC8T PTLAAT P 21807 AT &mP® @R9° (Indh &TC 1-844-217-3547
L2 LM

1-800-358-0377 Al o Joaih 5f ol ph e ol Collal Ay 5 o3a daa i Byilaa Baebise < i 1) -AkRADL

20031 ojengobonobimmamagomamigheofyt mopmpdcdsaddon nfapeeamapdoow seead: (a3 wupcd
1-844-217-3563 o8&l 33

Aandaimnd 1 ilgngimmsamumpnranis s aisiy auaiarmsainhin iwaln pinigrainenms
1-888-468-3787 '

HAR MIRERERE BB ERED X IF BAEF TN IIEARZETT1-844-217-3564

Attention. Si vous avez besoin d'une aide gratuite pour interpréter le présent document, demandez a votre
agent chargé du traitement de cas ou appelez le 1-844-217-3548.

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais lus rau tsab ntaub ntawv no pub dawb,
ces nug koj tus neeg lis dej num los sis hu rau 1-888-486-8377.

(ﬁoﬁﬁ(ﬁm:mﬁmoﬂ. b.ﬂia@clcgﬁm5035@1@110’)(3(0103%@0%:066@'5038 AedH8omal c:51.%5,3")()25335(])1r_ﬁgm(flulmlm"imuisgggm
g‘icﬁzmﬁ 1-844-217-3549 oof.

dH =Y o] EAMC] g ol E F7] A3 FER ATEHE 25 ToAed ddAdA
2 Al AL} 1-844-217-3565 0.2 A4 Al L.

Tusazaw. naman paunegnaunauzosdie lunawsdenzswias, Symaweingriafivniwgoodio
299maU i tins (Ui 1-888-487-8251.

Hubachiisa. Dokumentiin kun tola akka suf hitkamu gargaarsa hoo feete, hojjettoota kee gaafadhu ykn afaan
ati dubbattuuf bilbili 1-888-234-3798.

BHHMAaHHE: ecTH BaM HYXHa OecrrmarHas MOMOIIE B YCTHOM IIEPEBOJE TAHHOI'O JTIOKYMEHTA, oﬁparﬂ'recr: K
CBOEMY COIIHATIBHOMY paGOTHHKY HIIH IO3BOHHTE 10 Tenedony 1-888-562-5877.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda qoraalkan, hawlwadeenkaaga
weydiiso ama wac lambarka 1-888-547-8829.

Atencion. Si desea recibir asistencia gratuita para interpretar este documento, comuniquese con su trabajador
o llame al 1-888-428-3438.

Chu y. Néu quy vi can dugc gitp d& dich tai liéu ndy mién phi, xin goi nhin vién xi hdi cia quy vi hodc

£0i 50 1-888-554-8759.

(o1-8) 19T

For accessible tormats ot this information or
assistance with additional equal access to
human services, write to

A visory DHSi f @ t t 1651 431 4671
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Civil Rights Notice CB4 (Social Services) 1-21

Discrimination is against the law. The Minnesota Department of Human Services (DHS) does not discriminate on
the basis of any of the following:

* race * creed « public assistance « disability

* color * religion status ¢ sex

* national + sexual  marital status « political beliefs
origin orientation * age

Civil Rights Complaints

You have the right to file a discrimination complaint U.S. Department of Health and Human
if you believe you were treated in a discriminatory Services' Office for Civil Rights (OCR)
way by a social services agency. You have the right to file a complaint with the OCR, a
Contact DHS directly only if you have a federal agency, if you believe you have been
discrimination discriminated against because of any of the following:
complaint:

Civil Rights Coordinator : racle : 399 i « religion

Minnesota Department of Human * color * disability

. . * national * sex
Services Equal Opportunity and Access -
L origin

Division

P.O. Box 64997 . . .

St. Paul, MN 55164-0997 Cont'act the OCR Fjlrectly to file a complaint:

651-431-3040 (voice) or use your preferred relay Office for Civil Rights

U.S. Department of Health and Human Services

service Midwest Region
. . 233 N. Michigan Avenue, Suite 240
Minnesota Department of Human Rights Chicago, IL 60601
(MDHR) Customer Response
In Minnesota, you have the right to file a complaint Center: Toll-free: 1-800-
with the MDHR if you believe you have been 368-1019
discriminated against because of any of the TDD Toll-free: 1-800-537-7697
following: Email: ocrmail@hhs.gov
* race . sex
* color + sexual orientation
* national  marital status
origin * public assistance status
* religion « disability
* creed

Contact the MDHR directly to file a
complaint: Minnesota Department of
Human Rights 540 Fairview Avenue
North, Suite 201
St. Paul, MN 55104
651-539-1100
(voice)
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1-800-657-3704 (toll free)

711 or 1-800-627-3529 (MN Relay)
651-296-9042 (fax)

Info MDHR@state.mn.us (email)
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