COUNTY OF LOS ANGELES                                                                                                       
DEPARTMENT OF CHILDREN AND FAMILY SERVICES


FAMILY HISTORY:

BIRTH FATHER INFORMATION
Child(ren) Name(s):
_________________________________________

CWS/CMS Case Number:  
_________

· Complete one form for each father.

· Complete all items clearly in ink.

· Interview the father if possible.  If not possible, interview the mother or any other known relative and gather as much information as possible about the identified father.  

A.  IDENTIFYING INFORMATION 

Birth Father’s Name (first, middle, last)
Other names known by:




Social Security Number
Driver’s License Number
Date of Birth (month, day, year)
Birthplace (city, state, country)






Current address (street, city, state, zip code)
Telephone Number


(

)


Permanent mailing address (street, city, state, zip code)
Permanent Telephone Number


(

)


B.  OTHER CHILDREN 

Name of Child
Gender
Birth Date
Name of Mother









































C. PATERNITY OF MINOR(S)

Have you and the child’s birthmother ever been married?       Yes   FORMCHECKBOX 
          No   FORMCHECKBOX 


If yes, date and place of marriage:  _____________________________________________________________________________

If divorced, date and place of divorce:  _____________________________________________________________________________

Have you and the child’s birthmother ever attempted to marry?     Yes   FORMCHECKBOX 
         No  FORMCHECKBOX 
 

If yes, explain:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

D. NATIVE AMERICAN ANCESTRY

Does anyone in your family on your mother or father’s side have any American Indian ancestry?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, what tribe(s)? __________________________________________________________________

Where is the tribe located?_____________________________________________________________ 
.  

Are you or your parents presently registered with the tribe or have any other ancestors ever been registered with the tribe?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, what is your or their enrollment number(s)? __________________________________________                                     .

Have you, your parents, grandparents or any other ancestor ever had a certificate of degree of Indian Blood (CDIB)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, please provide a copy for the case record.


E.
GENERAL INFORMATION AND PHYSICAL DESCRIPTION
Height
Usual Weight
Eye Color
Skin Color
Natural Hair Color
Natural hair texture (check all that apply)






 FORMCHECKBOX 
 Fine
 FORMCHECKBOX 
 Medium
 FORMCHECKBOX 
Coarse

 FORMCHECKBOX 
 Straight
 FORMCHECKBOX 
 Wavy
 FORMCHECKBOX 
 Curly  

 FORMCHECKBOX 
 Balding

Blood Type
RH Factor


Body Type
Right Handed
 FORMCHECKBOX 

Left Handed
      FORMCHECKBOX 







 FORMCHECKBOX 
  Small Boned    FORMCHECKBOX 
  Medium Boned
 FORMCHECKBOX 
  Large Boned


Race/Ethnic group

 FORMCHECKBOX 
 Caucasian
 FORMCHECKBOX 
 Hispanic
 FORMCHECKBOX 
 Asian
 FORMCHECKBOX 
 Afro-American

 FORMCHECKBOX 
 Specific Nationality/Descent (i.e., Irish, Cantonese, Mexican, Nigerian, etc.)  ________________________________



F.
EDUCATION

Last grade completed:
Usual grades in school:
Other training:





Extra curricular activities/special interests:





G.
OCCUPATION

Usual Occupation:
How long?




What are your occupational goals?  (i.e., teacher, welder, sales clerk)



H.
PERSONALITY

Describe your personality in terms of your usual behavior, attitudes, moods, activities,  types of people you enjoy being with, etc.







Describe your talents, hobbies and goals in life.  







Describe how you perceive yourself as a child.







I.  PERSONAL HEALTH HISTORY

Describe your general health.



Check the appropriate box if you have had :

 FORMCHECKBOX 
   Measles: 

 FORMCHECKBOX 
   Mumps 

 FORMCHECKBOX 
   Hay Fever

 FORMCHECKBOX 
   Ear Infections
 FORMCHECKBOX 
   Rheumatic Fever 


 FORMCHECKBOX 
   Rubeola (2 weeks)
 FORMCHECKBOX 
   Chicken Pox
 
 FORMCHECKBOX 
   Asthma

 FORMCHECKBOX 
   Encephalitis 

 FORMCHECKBOX 
   Heart Murmur
 

 FORMCHECKBOX 
   Rubella (3 day)
 FORMCHECKBOX 
   Roseola 

 FORMCHECKBOX 
   Meningitis

 FORMCHECKBOX 
   Scarlet Fever


 FORMCHECKBOX 
   Urinary/Bladder Infections
 FORMCHECKBOX 
   Other (specify):  ___________________________________________ 



Major Surgery?       FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No    FORMCHECKBOX 
 If yes, for what conditions/and when?               





Are you a   FORMCHECKBOX 
 twin   FORMCHECKBOX 
 triplet   FORMCHECKBOX 
 other multiple birth?  If yes, check identical   FORMCHECKBOX 
  or fraternal   FORMCHECKBOX 
.  N/A   FORMCHECKBOX 



J.  PSYCHOLOGICAL COUNSELING

Have you ever gone to a psychologist, psychiatrist, clinical social worker, mental health or behavioral health therapist for emotional, psychological or behavioral problems you may have had?    Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 
  If yes, complete the following information:      

Name of therapist/agency and location:                     Date Treated                                                 Reasons for Treatment                 

1.

2.

3.

4..

Indicate medications prescribed during your treatment:

1.

2.

3.

4.

Reason for discontinuance if no longer under treatment:

1.

2.

3.

4.

K.  FAMILY HISTORY

Were you or any member of your immediate family adopted?   Yes    FORMCHECKBOX 
   No    FORMCHECKBOX 
   If yes, explain:




YOUR BIOLOGICAL FATHER
YOUR BIOLOGICAL MOTHER

Name



Address



Telephone Number



Current Age



If deceased, age and cause of death



Height and Weight











Hair Color and Texture



Eye Color



Skin Color



Left or Right Handed



Outstanding Features



Education Completed



Occupation



Race/Ethnic group
 FORMCHECKBOX 
 White
 FORMCHECKBOX 
 Hispanic
 FORMCHECKBOX 
 Asian  FORMCHECKBOX 
Afro-American   FORMCHECKBOX 
 American Indian 

 FORMCHECKBOX 
 Other (specify) 
 FORMCHECKBOX 
 White
 FORMCHECKBOX 
 Hispanic
 FORMCHECKBOX 
 Asian 

 FORMCHECKBOX 
 Afro-American   FORMCHECKBOX 
 American Indian  

 FORMCHECKBOX 
 Other (specify)

Nationality



Religion



How many brothers or sisters did she/he have?



If any of your aunts or uncles have died, age at death and cause of death




YOUR FATHER’S PARENTS
YOUR MOTHER’S PARENTS


FATHER
MOTHER
Father
Mother

Age





If deceased, age and cause of death





Describe physical appearance





Height and Weight
Height
Weight
Height
Weight
Height
Weight
Height
Weight

Outstanding Features





Education Completed





Current or Former Occupation





YOUR BROTHERS AND SISTERS

(if you have more than 4 siblings, please use additional paper)


1
2
3
4

Sex (male or female)





Age





If deceased, age and cause of death 





Full or half sibling to you?
 FORMCHECKBOX 
 Full


 FORMCHECKBOX 
 Half
 FORMCHECKBOX 
 Full


 FORMCHECKBOX 
 Half
 FORMCHECKBOX 
 Full


 FORMCHECKBOX 
 Half
 FORMCHECKBOX 
 Full 

  FORMCHECKBOX 
 Half

Height and Weight
Height
Weight
Height
Weight
Height
Weight
Height
Weight











Hair Color and Texture





Eye Color





Skin Color





Hobbies and Talents





Last Grade Completed





Occupation





Marital Status





Number of children (s)he has?





General health of his or her children





L.
HEALTH HISTORY OF YOU, YOUR PARENTS AND OTHER RELATIVES (Check the appropriate box if you or any relatives (i.e., your parents, sisters, brothers, aunts, uncles, grandparents, other children born to you, etc.) have or now have the medical conditions listed below.  If a medical condition resulted in death of a family member, indicate this and the person’s approximate age at time of death in the comments sections.

Medical Condition
No
Not Known
Yes 
If yes, specify relationship.
Comments








A. Congenital Impairments








1.
Clubfoot or any orthopedic problem (i.e., flat-footed, etc.)






2.
Harelip (cleft lip) or Cleft Palate






3.
Down’s Syndrome






4.
Other Chromosome Abnormality






5.
Hydrocephalus






6.
Muscular Dystrophy




Parts of body involved.  Age at onset?

7.
Dwarfism






8.
Spina bifida






9.
Congenital heart defect






10. Sickle cell anemia  

  






11. Tay-sachs Disease     








B. Allergies  






Describe and list treatment/medication.

1.
Eczema or Other Skin Condition






2.
Hay Fever or other allergy






3.
Drug Allergy






4. Food Allergy  








C. Eye, dental, ear, and developmental disorders






If “yes”, age of onset and Special Education 

1.
Blindness, glaucoma, color blind-ness or other visual problems






2.
Corrective glasses or contact lenses.




At what age were prescription lenses necessary?

Nearsighted
 FORMCHECKBOX 

Farsighted
 FORMCHECKBOX 







Astigmatism
 FORMCHECKBOX 

(inability to focus)






Strabismus
 FORMCHECKBOX 

(cross-eye)






Other (explain)
 FORMCHECKBOX 







3.
Braces on teeth or other orthodontia work




If so, what orthodontic work and for how long?

4.
Deafness or other ear problems




If “yes,”  age at onset and any Special Education..

5.
Speech Problems






6.
Learning Disability




State diagnosis. 

7.
Developmentally Disabled l






D. Circulatory Disorders








1.
Hemophilia






2.
Sickle Cell Anemia or trait






3.
Hypertension (high blood pressure)




Age at onset, treatment/hospitalizations.

4.
Stroke






5.
Heart attack (coronary)






6.
Arthritis




What kind?  Age at onset.  What part of body?

7. Kidney Disease






Age at onset.  What treatment?

E. Hormonal Disorders






Age of onset.

1.
Diabetes






2.Thyroid Disorder






3. Obesity                     








F. Respiratory Disorders






Any known cause.  What treatment?

1.
Asthma






2.
Emphysema




Age at onset.

3. Tuberculosis






Age at onset.  What kind?  What part of body?

G.
Mental and Behavioral Disorders




Age at onset.  What treatment/hospitalizations?

1.
Diagnosed Schizophrenia






2.
Diagnosed Manic-Depressive






3.
Other mental illness.  Describe, using additional page, if necessary






4.
Alcoholism or heavy drinking






5.
Drug Usage




Kind, amount, and when taken?

H.
Lymphatic Disorders  




What kind?  Age at onset.  What part of body?

1.
Cancer






2.
Tumors






3.
Cystic Fibrosis






4.
Hodgkins Disease






I.     1.
Multiple Sclerosis  




Parts of body involved.  Age at onset.

2.
Huntingtons Disease






3.
Cerebral Palsy






4.
Seizures or Convulsions






5.
Epilepsy




Age at onset and frequency.  What treatment?  

J. Infection/Hospitalization  






Diagnosis.



1.
Repeated attacks of fever with known infection.




Reason and When.



2.
Repeated severe infection necessitating hospitalization.






3.
Hospitalization, operation, or injury.






K. Other medical or health problems








Sections A-E was completed by  ___________________________________________  on  _______________________







CSW Signature    




Date

Information was obtained from  __________________________________________,  ____________________________





  
                  Name



Relationship to Child(ren) 

Sections F-H was completed by  ___________________________________________  on  _______________________







CSW Signature





Date

Information was obtained from ________________________, __________________,  ___________________________

     Name



Relationship to Child(ren)

Sections I-L was completed by  ___________________________________________  on  ________________________







PHN/CSW Signature





Date

Information was obtained from ________________________, __________________,  ___________________________







Name




Relationship to Child(ren)
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