
	

	Tennessee Department of Children’s Services
Border Agreement Kinship Home Placement Checklist and Consent for Medical Treatment




	Child’s Name
	[bookmark: Text36]     

	DOB/Age
	     
	Security Number
	[bookmark: Text4][bookmark: Text5]    -    -     
	Gender
	[bookmark: Check1][bookmark: Check2] |_| Male     |_| Female

	Grade Level/School
	[bookmark: Text25]     

	Kinship Caregiver(s)
	     




Foster parents have a right to information regarding the children placed in their care.  The information provided below is in compliance with Tennessee Code 37-2-415 .  This information is provided to the foster parent at the time of the child’s placement and consists of pertinent information available to the Department at the time of placement.


	Child Risk Behaviors

	Delinquent Behavior      |_| Yes     |_| No
If the child was placed due to delinquent behavior would their behavior constitute one of the following criminal offenses?    
(Check all that apply – Circle if needed – If yes, answer all questions below.)
Arson   	|_| Yes     |_| No
Assault   	|_| Yes     |_| No
Burglary of a Home   	|_| Yes     |_| No
Kidnapping   	|_| Yes     |_| No
Murder  	|_| Yes     |_| No
Possession of Drugs
 for Re-Sale   	|_| Yes     |_| No
Rape/Sexual Battery   	|_| Yes     |_| No
Robbery   	|_| Yes     |_| No
Serious Property Theft
 (i.e., Auto, Over $500, etc.)
   	|_| Yes     |_| No
Vandalism or 
 Destroying Property   	|_| Yes     |_| No
	Risk Behaviors     
· these may affect the care and supervision of the child
(check all that apply)
Danger to Others   	|_| Yes     |_| No
Fire Setting   	|_| Yes     |_| No
Other Self Harm	|_| Yes     |_| No
Runaway   	|_| Yes     |_| N	
Self Mutilation   	|_| Yes     |_| No
Sexual Aggression	|_| Yes     |_| No
Sexually Reactive 
 Behavior   	|_| Yes     |_| No 
Substance Use	|_| Yes     |_| No
[bookmark: Check36]	|_| Alcohol Use
[bookmark: Check66]	|_| Illegal Drugs	
[bookmark: Check67]	|_| Prescription Drugs
	|_| Smoking
Suicide Risk   	|_| Yes     |_| No

	Other Behavioral/Emotional Factors  
· these may affect the care and supervision of the child
(check all that apply)
Bedwetting	|_| Yes    |_| No
Constant Supervision Required 	|_| Yes    |_| No
Cruel to Animals   	|_| Yes    |_| No 
Extreme Attention Seeking   	|_| Yes    |_| No
Fear of Animals   	|_| Yes    |_| No
Habitual Lying   	|_| Yes    |_| No
History of Family Criminality	|_| Yes    |_| No
Intense Anger   	|_| Yes    |_| No
Makes False Accusations   	|_| Yes    |_| No
Negative Peer Association   	|_| Yes    |_| No
Oppositional                                |_| Yes    |_| No
Physical Aggression   	|_| Yes    |_| No
School Difficulties   	|_| Yes    |_| No
Stealing   	|_| Yes    |_| No
Stool Smearing	|_| Yes    |_| No

	Other:
	[bookmark: Text29]     
	Other:
	[bookmark: Text30]     
	Other:
	[bookmark: Text33]     

	Are petitions for any such offenses pending?  |_| Yes    |_| No
	[bookmark: Check54][bookmark: Check55]Is there a history of such offenses?   |_| Yes    |_| No

	[bookmark: Check43]Abuse History   |_| Yes     |_| No      |_| N/A
	[bookmark: Check73][bookmark: Check74][bookmark: Check75]– If yes, check all that apply: |_| Emotional   |_| Physical   |_| Sexual

	
	[bookmark: Check76]|_| Other (explain)
	[bookmark: Text32]     





	

Child’s Name
	     
	DOB/Age
	     



	Mental Health Conditions  |_| Yes     |_| No 
If so, please explain:      

	Medical Conditions / Special Equipment  |_| Yes     |_| No 
If so, please explain:      

	Allergies  |_| Yes     |_| No 
If so, please list:      

	Special Needs or Disabilities  |_| Yes     |_| No 
If so, please explain:      

	Medical/Modified or Religious Diet  |_| Yes     |_| No 
If so, please explain:      

	Current medications and dosage (list all prescription and over-the-counter medications child is currently taking)
[bookmark: Text42]     
[bookmark: Check77]Does the child have a 3 day supply of medication  |_| Yes    |_| No   |_| N/A
If psychotropic medication, is a signed Informed Consent CS 0627 included  |_| Yes     |_| No

	Scheduled Appointments  |_| Yes     |_| No 
If so, please explain:      



All information shall remain confidential and not subject to disclosure to any person by the kinship caregiver. 

	I 
	[bookmark: Text39]     
	am granting 
	[bookmark: Text40]     
	consent to seek 

	
	Name of Parent/Guardian
	
	Name of Kinship Caregiver
	

	

	Medical treatment for 
	[bookmark: Text41]     
	

	
	Name of Child
	
	



	
	Effective Date
	[bookmark: Text45]     
	
	

	
	Expiration Date
	[bookmark: Text46]     
	
	

	
Medical consent limited to a maximum of 72 hours or next business day from the effective date



	Insurance Provider
	[bookmark: Text43]     

	Policy/Group ID Number
	[bookmark: Text44]     



	     
	[bookmark: Text37][bookmark: Text38]             
	     

	Child’s Case Manager
	Day & Evening Contact Numbers
	Date

	
	

	     
	
	     

	Kinship Caregiver
	Contact Number
	Date

	
	

	     
	
	     

	Kinship Caregiver
	Contact Number
	Date


 
	
	

	     
	
	     

	 Parent/Guardian
	Contact Number
	Date

	
	

	     
	
	     

	 Parent/Guardian
	Contact Number
	Date




Check the “Forms” Webpage for the current version and disregard previous versions. This form may not be altered without prior approval.
Distribution: : Child’s Case File, Parent/Guardian, Kinship Caregiver, Border Agreement CM/FSW, & local legal counsel                   RDA 2982
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