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PLEASE REQUEST SEPARATE MEDICAL FORMS FOR CHINA, ETHIOPIA, ZAMBIA & HAITI
CERTIFICATE OF MEDICAL APPROVAL FOR ADOPTIVE APPLICANT
The personal information requested on this form is collected under the authority of and will be used for the purpose of administering the Adoption Act and/or the Child, Family and Community Act (CFCS Act).  Under certain circumstances, the collected information may be subject to disclosure as per the CFCS Act and/or the Freedom of Information and Protection of Privacy Act.  Any questions about the collection, use or disclosure of this information should be directed to the Director, Information, Privacy and Record Services Branch.

TO BE COMPLETED BY THE APPLICANT

Applicant’s Name:  
  Date of Birth:  

Address:  



I consent to the disclosure of this information, and permit you to release the information to CHOICES for the period of one year.  I also authorize you to discuss the content of this report with CHOICES.

Signature of Applicant

Date  MM/DD/YYYY



TO BE COMPLETED BY THE PHYSICIAN (if more space is required, please attach separate sheets)
Date of Examination


Pulse


How long have you known the applicant?


Blood Pressure


Is the applicant currently taking any medication?  No / Yes     Please explain:

Do you consider the applicant’s weight to be a serious health risk?  No / Yes
Please comment 

 

Medical History

Please indicate if the applicant has had any of the following health conditions:

Tuberculosis 
 No / Yes 
Cancer 
 No / Yes 
Alcoholism/Substance Abuse 
 No / Yes

Liver Disease 
 No / Yes 
HIV 
 No / Yes 

Psychopathology 
 No / Yes

Heart Disease 
 No / Yes 
STD 
 No / Yes 

Neuropathy 
 No / Yes

Diabetes 
 No / Yes 
Epilepsy 
 No / Yes 

Vision/Hearing Problems 
 No / Yes

Hepatitis A & B & C 
 No / Yes
Other (please describe) ... No / Yes
Counselling 
 No / Yes

Comments/Dates 

Please describe any health problems that would affect the applicant’s ability to provide for the physical, emotional and personal care of a child/ren now and in the future.
In your opinion, is the applicant’s state of health suitable for raising a child?   Yes   No

Name of Physician

Signature of Physician


________________________________

_________________________________________
________________

License Number

Address & Office Stamp

Date  MM/DD/YYYY
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