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This form is used to obtain complete and accurate information regarding the prospective or current Bridge resource parent’s health history and is completed by the: (1) Bridge resource applicant as a component of the application packet; or (2) Bridge resource parent during the re-assessment process.
Resource Information
Have You Ever Been Treated For:
Have You Ever:
Provide Information for any Box Checked
Condition
Dates
Treatment and results
List all Prescribed and Over-the-Counter Medications You Currently Take and the Related Condition
Medication
Dosage
Frequency
Related condition
 Has a Child in Your Household Other than a Child in OKDHS Custody:
received psychological or psychiatric counseling or substance abuse treatment?
If yes, child's name:
received treatment for any major health condition?
If yes, child's name:
Routing Information
Original	-	resource record Copy		-	resource assessment contractor, when applicable
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