
 
 

CFW INITIAL HOME VISIT REQUEST                Date:_____________ 

 

 

Current desire to help children in our area: � Foster Parent    � Foster to Adopt     � Respite Care/Other 

Possible barriers/challenges to becoming a foster parent: 

_____________________________________________________________________________________ 

What ages do you feel would be successfully supported by your family? __________ Sibling groups? 
_____ 

Would you consider caring for a child that: 

        May have been sexually abused? __________                        May have behavioral challenges? __________ 

        May struggle with mental health? _________                         May have medical concerns? ___________ 

 

Are you or have you ever been a certified foster/adoptive parent?  � YES   � NO 

If so, Where__________________________________________________________________________ 

                 Applicant 1:                                                                                                   Applicant 2: 
 
Last Name:_______________________                                       Last Name:_______________________   
 
First Name: ______________________                                        First Name: ______________________ 
 
Cell Phone:_______________________                                       Cell Phone:_______________________ 
 
Email:___________________________                                        Email:___________________________ 
 
Best person and number to reach ______________________________________________________ 
 
Home address: _____________________________________________________________________ 
                                   Street                                                                                 City, State                        ZIP 
 
NAMES OF OTHERS IN YOUR HOME:                                          AGE                                   RELATIONSHIP 
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