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WELCOME!

TheBureauof SocialServicesAdministration(BOSSA)of theDivision of Public
Welfare, Departmentof Public Health andSocial Services(DPHSS)welcomes
your interestin providingcareto our fosterchildren. Our childrenarein foster
carebecauseofeitherphysical,emotional,sexualabuseorneglectin theirfamily.
Fosterparentshavean importantandrewardingrole that will directly impact,
nurtureandsupportthechild’s life while temporarilyremovedfrom theirhomes.

Individuals applying to becomefosterparentsmustbe U.S. citizensor resident

aliensandberesidentsof Guam(this indudesactivedutymilitary personnel).

WhoMayApply

:

• Marriedcouples
• Domesticpartners(joint or alone)
• :Singlepersons(includingsingleparents)i8 yearsorolder

If you meet the requirementabove,pleasecompleteall the documentsin the
enclosedapplication packet and submit to the Bureau of Social Services
Administrationfor processing.Thiswill helpusin certifyingyou asaprospective
parent.

Theapplicationpacketincludes:
• Applicationfor License
• Autobiographyof FosterParentForm
• Report of Medical History forms required for each applicant including

tuberculosisclearance
• EmploymentVerificationForm
• (3) CharacterReferenceforms
• Consentfor DisclosureForm

TEL. NO.: (671) 735-7399.735-7171,735-7119,735-7173
FAX: (671)734-5910



Familiesinterestedin ourfostercareprogrammustsubmitthefollowing:

Z GuamPoliceClearance
Z Copy ofrecentcheckstub
Z Marriagecertificate/licenseif applicable
Z Clearancefrom investigativeagency (i.e. Navy Criminal Investigative

Services,Offices ofSpecialInvestigation)if activeduty military personnel

Whatto Expect

:

A socialevaluationof theapplicationandhomeenvironmentwill be conducted
by our agencyto assessthe applicant’spersonalcharacter,fitnessandfactors
whichshowcompetencyfor thecareoffosterchildren.

If an applicanthassatisfactorilymet the aboverequirements,theDepartment
will issueacertificationshowingapprovalfor licensingafamily fosterhome. The
licenseis valid for 2years..

Weneeddedicatedfamiliesthatwill meetthechallengingneedsof our children.
We appreciateyour time andconsiderationandwe look forwardto hearingfrom
you.

You maycontactusat:

Mailing Address

:

Bureauof SocialServicesAdministration
DivisionofPublicHealthandSocialServices
P.O. Box 2816
Hagatna,Guam96932

TelephoneNumbers

:

(7671)475-2672/2653

FacsimileNumber

:

(671)472-6649



AUTOBIOGRAPHY OF FOSTER PARENT

NAME OF APPLICANT(S):
ADDRESS
TEL.: (Home) (Work) (Other)

Who initiated the ideaofbeing a foster parent and who is most interested?

What are your reasonsfor wanting to be a foster parent?

What wasyour upbringing like? (Describeyour parents’ attitude toward
child rearing and your family’ relationship to oneanother).

How much contactdoyou havewith your own family now?

II. MARITAL RELATIONSHIP:

How are decisionsmadeand who makesthem?

As a couple,what areyour strengthsand weaknesses?

How do you dealwith difficult issueswhenthey comeup?



III. CHILD REARING:

What method(s)of disciplinedo you practice? Underwhat circumstances
would you apply them?

What behaviorsdo you expectfrom children, during mealsand playtime?

What behaviorsor expectationsdo youhave with regards to teenagers?

IV. RELIGION:

What are your feelingson religion or morals? How doesit relate to child
rearing?

I certify that the aboveis true and correct to thebestofmy knowledge.

Signature Date:
Jdc4/02

2



DEPARTMENT OF PUBLIC HEALTH & SOCIAL SERVICES
DIVISION OF PUBLIC WELFARE

BUREAU OF SOCIAL SERVICES ADMINISTRATION
P.O.BOX 2816

HAGATNA, GUAM 96910
Telephone:(671)475-2653/2672

Facsimile:(671)472-6649

APPLICATION FOR LICENSE: (checkthosewhichapply)

[] FAMILY FOSTERHOME
Li FAMILY DAY CARE
Li GROUPDAY CARE
Li CHILD CARECENTER/NURSERY
Li RESIDENTIAL TREATMENT FACILITY FORCHILDREN

A. NAME OF FACILITY

ResidentialAddress:
Mailing Address:
TelephoneNumber:

(1-6Children)
(1-6 Children)
(7-12Children)
(13or moreChildren)

(nameto appearon license)

B. TYPE OF OWNERSHIP: Li Individual Li PartnershipLi Association Li Corporation

C. FOR CHILD CARE FACILITY SPONSOREDBY GROUP / ORGANIZATION:

Nameof SponsoringOrganization: ___________________________________________________
Address:
Nameof Chairpersonof theBoardof Directors:________________________________________
Address:
TelephoneNo.

D. TYPE OF INSURANCE COVERAGE: ______________________________

BEFORECOMPLETINGITEMSI-V. YOUMAYWISHTODISCUSSYOURSITUATIONWITHALICENSING
WORKER.

I. NUMBER OF PERSONSTO BE GIVEN CARE: _______ AGE RANGE: ____TO____
NUMBER OF DAYS PERWEEK _______WILL FEES BE CHARGED? __________

WILL YOU ACCEPT EMERGENCY FOSTER CARE? ________________________

II. GIVE A STATEMENT OF YOUR PURPOSEFOR OFFERING THIS SERVICE:

III. DESCRIBE PROGRAMS and ACTIVITIES DESIGNED TO ACCOMPLISH THE ABOVE
STATED PURPOSE.

DESCRIPTION OF BUILDING TO BE USED: (checkwhere applicable)

Li Building OccupiedbyFamily Number ofBedrooms:
Li Building Not Occupiedby Family

Amountof IndoorSpace: ft. OutdoorSpace ft.
(ExcludingBathroom,Kitchen,CupboardSpaceandHallways)

COMMENTS:

V. REFERENCES:If sponsoredby aNON-PROFITorganization,list threemembersoftheBoard;
otherwise,list threereferenceswhoknowyou.

(Mailing Address& Zip)

(Mailing Address& Zip)

(Mailing Address& Zip)

IV.

1.
(Name)

2.
(Name)

3.

(Telephone#)

(Telephone#)

(Telephone#)(Name)

SIGNATURE OFAPPLICANT
1/04

DATE



DEPARTMENT OF PUBLIC HEALTH & SOCIAL SERVICES
DIVISION OF PUBLIC WELFARE

BUREAU OF SOCIAL SERVICES ADMINISTRATION
P.O.Box 2816

Hagatna, Guam 96910

EMPLOYMENT VERIFICATION

Name:

Employer:

Hire Date:

Position:

Employment Status:

Salary:

DatesPaid:

By:

To: PersonnelDepartment

Date:

You arehereby authorized to releasethe aboverequestedinformation to the
DepartmentofPublic Health & SocialServices.

Signature ofEmployee Date:

Jdc4/02



DEPARTMENT OF PUBLIC HEALTH & SOCIAL SERVICES
DIVISION OF PUBLIC WELFARE

BUREAU OF SOCIAL SERVICES ADMINISTRATION
P.O.Box 2816

Hagatna, Guam 96910

EMPLOYMENT VERIFICATION

Name:

Employer:

Hire Date:

Position:

Employment Status:

Salary:

DatesPaid:

By:

To: PersonnelDepartment

Date:

You arehereby authorized to releasetheaboverequestedinformation to the
Department ofPublic Health & SocialServices.

SignatureofEmployee Date:

Jdc4/02



DEPARTMENT OF PUBLIC HEALTH & SOCIAL SERVICES
Bureau of SocialServicesAdministration

P.O.BOX 2816
HAGATNA, GUAM 96910

Tel. (671)475-2653/2672 Fax: (671) 472-6649

CHARACTER REFERENCE FORM

Nameof Client(s):

Typeof Case: ( ) Adoption ( ) Custody ( ) Foster ( ) Other

This form is to be filled out by a reference(preferably non-relative)who has known the
above-namer’client(s)for atleastsix months.Theinformationsubmittedwrn ~issistusin
assessingthecapabilitiesofsaidclient(s)ascaretakersofchildren.

Length of time you haveknown: (pleaseindicatenameon the line/provide the length of
time)

Lengthoftime:

Length of time: _____________

Length oftime: ____________

Lengthoftime:

TypeofRelationship:(pleaseindicatenameon theline/providelengthoftime)

Length oftime:

Length oftime:

Length of time:

Mr.

Mrs./Miss.

Child(ren)

Other

Friend(s)

Co-Worker(s)

Other

How oftendo you meet?(specifyif social,business,etc.)



Briefly describeyouropinionsoftheabove-namedclient(s):(i.e. character,personality
traits, etc..)

Briefly describein detail your observationsofthe interaction betweenthe above-named
client(s)andthechild(ren)involved:

Basedon your observations,what are your recommendationsof the above-namedclient(s)
regarding their capabilities in regards to servingthe bestinterestof the child(ren). Please
explain:

REFERENCE:

Name:

Address:

Telephone: Home

Work

Other

I certify thattheaboveis trueandcorrectto thebestofmy knowledge.

Signature: Date:

Jdc4/02

2



DEPARTMENTOF PUBLIC WEALTH & SOCIAL SERVICES
Bureauof SocialServicesAdministration

P.O.BOX 2816
HAGATNA, GUAM 96910

Tel. (671)475-2653/2672Fax: (671)472-6649

CHARACTERREFERENCEFORM

Nameof Client(s):

Typeof Case: ( )Adoption ( ) Custody ( ) Foster ( ) Other

This form is to befilled outby areference(preferablynon-relative)whohasknownthe
above-namedclient(s)for atleastsix months.Theinformationsubmittedwill assistus in
assessingthecapabilitiesof saidclient(s)ascaretakersof children.

Lengthoftimeyouhaveknown: (pleaseindicatenameon theline/providethelengthof
time)

Lengthoftime:

Mrs./Miss. Lengthoftime:

Child(ren) Lengthoftime:____________

Lengthoftime:____________

Typeof Relationship:(pleaseindicatenameon theline/providelengthof time)

Lengthoftime:_____________

Co-Worker(s) Lengthoftime: ___________

Lengthof time:

Mr.

Other

Friend(s)

Other

How oftendo you meet?(specifyif social,business,etc.)



Briefly describeyouropinionsoftheabove-namedclient(s): (i.e.character,personality
traits,etc..)

Briefly describein detailyour observationsof theinteractionbetweentheabove-named
client(s)andthechild(ren)involved:

Basedon your observations,whatareyour recommendationsof the above-namedclient(s)
regardingtheircapabilitiesin regardsto servingthebestinterestofthechild(ren). Please
explain:

REFERENCE:

Name:_______________________________________________

Address:

Telephone: Home

Work

Other

I certifythattheaboveis trueandcorrectto thebestof myknowledge.

Signature: Date:

Jdc4/02

2



DEPARTMENTOFPUBLICHEALTH & SOCIAL SERVICES
Bureauof SocialServicesAdministration

P.O.BOX 2816
HAGATNA, GUAM 96910

Tel. (671)475-2653/2672 Fax:(671)472-6649

CHARACTERREFERENCEFORM

NameofClient(s):

Typeof Case: ( ) Adoption ( ) Custody ( ) Foster ( ) Other

Thisform is to befilled outby a reference(preferablynon-relative)who hasknownthe
above-namedclient(s)for at leastsixmonths. Theinformationsubmittedwill assistusin
assessingthecapabilitiesofsaidclient(s)ascaretakersof children.

Lengthoftimeyouhaveknown:(pleaseindicatenameon theline/providethelengthof
time)

Lengthoftime:

Lengthoftime:

Lengthoftime:____________

Lengthoftime:

TypeofRelationship:(pleaseindicatenameon theline/providelengthoftime)

Lengthoftime:____________

Co-Worker(s) Lengthof time:

Other Lengthoftime:

Mr.

Mrs.JMiss.

Child(ren)

Other

Friend(s)

How oftendo youmeet?(specifyif social,business,etc.)



Briefly describeyour opinionsof theabove-namedclient(s): (i.e. character,personality
traits,etc..)

Briefly describein detailyour observationsoftheinteractionbetweentheabove-named
client(s)andthechild(ren)involved:

Basedonyourobservations,whatareyour recommendationsoftheabove-namedclient(s)
regardingtheircapabilitiesin regardsto servingthebestinterestofthechild(ren). Please
explain:

REFERENCE:

Name:

Address:

Telephone: Home

Work

Other

I certify thattheaboveis trueandcorrectto thebestofmy knowledge.

Signature: Date:

Jdc4/02

2



DEPARTMENTOFPUBLIC HEALTH & SOCIAL SERVICES
DIVISION OFPUBLIC WELFARE

BUREAU OF SOCIAL. SERVICES.ADMINSTRATION

CONSENTFORDISCLOSURE.OFCLIENT INFORMATION

This informationis. to bereleasedfrom recordswhoseconfidentialityis protectedby
FederalLaw. regardingright to. privacy,which prohibitsyou from makingany
furtherdisclosureofthis.informationwithout thespecificwrittenconsentof the
personto whom it pertains,or asotherwisepermittedby suchregulations.A
GeneralAuthorizationfor thereleaseofmedicalorotherinformaiion will not be
sufficientfor this.purpose.

Nameofprogramto. give information: Departmentof Public Health & Social
Services, Bureau of Social Services Administration, Child Protective Services Unit

Nameofpersonororganizationto. receive:information:T)PHScv RO~A T-Tom~ Ev~1.ii~t ion

& Placement Section.

NameofClient:.___________________________________________________________

Purposeorneedfor thedisclosure(pleasebeveryspecific):m-~ i~T~t111~h1--~1, ~tiidy

for Foster Parent Certification.

natureof informationto bedisclosed(pleasebevery __________

Neglect Registry Check. specific1~: Child

TheClient mayrevokethis Consentfor Disclosureof ClientInformationat any
time. This Consentfor Disclosureof ClientInformation.shallhavedurationno
longerthanreasonablynecessaryto effectuatethepurposefor which it is. given.

SignatureofClient/Guardian/Parent SignatureofPersonRequesting
Information

Date:_________________________ . Date:._______________

I HEREBYREVOKECONSENTFORDISCLOSURE.OF THE. INFORMATION
TO THE PERSONORORGANIZATION AJIOVE.AS OF:

SignatureofClient/Guardian/Parent Date:



GOVERNMENTOF GUAM INSPECTINGAGENCIES

DEPARTMENTOF PUBLIC WORKS

Building PermitandInspection
Administrator-Mr. JesusNinete
PermitInspectionSupervisor— Mr. EddieBorja
BuildingB. Tumon
Telephone#: 646-3260/3142/31108
APPLICANT MUST COMEIN FORAN INSPECTIIONSCHEDULE

GUAM FIRE DEPARTMENT
Tiyan 1-1301
Fire PreventionBureau
Capt.Marquez
Telephone# 475-4534Time: 8:00a.m. to 11:30 a.m.

DIVISION OFENVIRONMENTAL HEALTH, PH&SS
FORNEW CONSTRUCTION,ALTERATION, OR.CONVERSION,ORFOR
EXISTING STRUCTURESTOBE USEDAS A CHILD CARE FACILITIES.
REFERTO:
Supervisor:RossanaRabago
Telephone# 735-7217

Forissuanceandrenewalofsanitarypermitorroutinesanitaryinspectionreferto:

(1). NorthernRegion
Telephone# 635-7466

(2). CentralRegion
Telephone# 735-7399

(3) SouthernRegion
Telephone#: 828-7517

DEPARTMENTOFLAND MANGEMENT
ZoningDivision-OneStop,Center
AcrossPigo Cemetary(FormerRevenue& TaxationBuilding)
ChiefPlanner:JohnT. Anderson
PlannerIV: JoeT. Cruz
PlannerIII: RudyCabana
TelephoneH 475-5259
NOTE: ATTACH TO YOURAPPLICATION FORM THE ZONING
CLEARANCE TO EXPEDITESIGNATURENEEDED



DEPARTMENT OF PUBLIC HEALTH AND SOCIAL SERVICES
BUREAU OF SOCIAL SERVICES ADMINISTRATION

LICENSING UNIT

CERTIFICATION OF COMPLIANCE WITH PUBLIC LAW 11-99
(SUB-CHAPTER C-I OF CHAPTER VI, TITLE X, GOVERNMENT CODE OF GUAM)

NAME OF CHILD CARE/ADULT CARE FACILITY

NAME OF OPERATOR

ADDRESS OF FACILITY OR OPERATOR

This facility conforms to those portions of Public Law 11-99and to other applicable Government of Guam Laws, Codes,
or Regulations relating to building standards.

BUILDING INSPECTOR

DATE

This facility conformsto those portionsof PublicLaw 11-99and to other applicable Government of Guam Laws, Codes,
or Regulations relating to building standards.

TERRITORIAL PLANNING COMMISSION
DEPARTMENT OF LAND MANAGEMENT

DATE

This facility conforms to those portions of Public Law 11-99 and to other applicable Government of Guam Laws, Codes,
or Regulations relating to building standards.

COMMANDER, FIRE OPERATIONS BUREAU
INSPECTOR

DATE

This facility conforms to those portions of PublicLaw 11-99 and to other applicable Government of Guam Laws, Codes,
or Regulations relating to building standards.

ENVIRONMENTAL HEALTH SPECIALIST

DATE



DEPARTMENT OF PUBLIC HEALTH & SOCIAL SERVICES
DIVISION OF PUBLIC WELFARE

GOVERNMENTOF GUAM
HAGATNA, GUAM

REPORTOF MEDICAL HISTORY

SEX: MARITAL STATUS:

DATE OFBIRTH: _________ PLACE OFBIRTH: _______CITIZENSHIP:_______

• Pleasecompletethis form andtakeit with you to yourPhysicianfor examination.

FAMILY HISTORY
Has any of your family members or relatives ever had a history of the following ailments?

Family
Member

—i-——

Age Stateof
Health

Ageat
Death

Causeof 1
Death

Aliment

TUBERCULOSIS

Y

YES

[NO

Relationship

FATHER

MOTHER
DIABETES

BROTHER(5)
ARTHRITIS

EPILEPSY

CONVULSIONS
HEART

DISEASE
KIDNEY
DISEASE

SISTER(5) HIGH BLOOD
PRESSURE
STOMACH!

ABDOMINAL
AILMENT
ASTHMA

HAY FEVER
OTHER

DISEASE_(5)

PERSONALHISTORY
Please indicate YESor NOfor all questions. Make appropriate comments in the space provided below or on a separate
sheet of paper.

had....Haveyou ever YES NO had...Haveyou ever YES NO had...Haveyou ever YES NO

SCARLETFEVER CHESTPAIN INSOMNIA
(can’tsleep)

RHEUMATIC
FEVER

SHORTNESS
OF BREATH

ANXIETY
WORRY

MEASLES
ASTHMA DEPRESSION

GERMAN
MEASLES

HAY FEVER NERVOUSNESS

MUMPS ALLERGY
STOMACH!

ABDOMINAL
AILMENTS

CHICKEN POX TUBERCULOSIS DIARRHEA

MALARIA
TUMOROR
CANCER

DIZZINESS
FAINTNESS

RECENTGAIN OR
WEIGHT LOSS

JAUNDICE PALPITATION

ANYSURGERY
HEADACHES

COLDS/SORE
THROAT

PHYSICIAN’SCERTIFICATION

Based on myexamination of

I Certify that this person is

____________________ __________________ on _________________

NAME
free from infectious disease and in good health [ ] Temporarily until

In poor health but able to maintain employment [ ] Permanently

In poor health and unable to maintain employment

ACTIVITIES TOBEAVOIDED [ ] Lifting [] Pushing [] Standing [ ] Climbing [ ] Walking [ ] Other

CLINIC/HOSPITAL

2002

DATE

NAME:

PHYSICIAN’S SIGNATURE
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