
 
 
Dear Prospective Adoptive Family: 
 
We are thrilled that you have chosen Christian Adoption Services, Inc. to provide the direct services needed to 
build your family through adoption and to make a difference in the life of a child.  On behalf of the staff at CAS, I 
would like to thank you for allowing us to assist you as you embark on this exciting journey. 
 

CAS has been supporting families in their adoptions for more than 30 years now.  The services we offer include 

Preplacement Assessments (adoption home studies), Home Study Updates, Postplacement Supervision after 

you have received your child, and support services for Finalizations.  We are prepared to provide these services to 

adoptive applicants who reside within 100 miles of Asheville, Charlotte, Fayetteville, Greensboro, Matthews, 

Raleigh, and Winston-Salem. 

 

Home Study 

North Carolina requires that all adoptive families have a home study prepared for them by a licensed child placing 

agency or the Department of Social Services.  The home study serves two purposes - evaluation, to show 

adoption and government agencies that you meet their requirements to adopt a child and education, to assist 

families as they prepare to parent an adopted child.  While being diligent in the area of evaluation, CAS’ emphasis 

is on education and preparing families to parent.  Our workers help families as they explore their hopes, questions, 

and concerns about adoption, rather than seeking “right” or “wrong” answers.  Finally, the home study considers 

your stated preferences and concludes with a recommendation of the child or children appropriate for you.  If you 

are adopting internationally, be aware that the home study, may have to address points required by CIS and/or the 

country from which you are adopting, in addition to the information required by North Carolina; therefore, it is 

best to select an agency with experience in international adoptions. 

 

Postplacement Supervision  

Once your child has been placed with you, ordinarily you will be required to have follow-up visits by a 

caseworker.  If you will be finalizing your adoption in North Carolina, you are required to have a minimum of 

two such visits - the first is to occur two weeks from your arrival home with your child.  You should also check 

with your child placing agency or attorney since they may have additional requirements regarding Postplacement 

Supervisions.  

 

The time period necessary to conduct adoption home studies is determined to a large degree by the caseload of 

our social workers and the speed with which CAS receives supporting documents to be provided by yourself.  At 

the present time, we are completing most home studies within 60 days of having received all supporting 

documents.  CAS is usually able to complete updates in less time than a home study.  Depending on our current 

workload, CAS can occasionally expedite the study process provided that we are notified in advance of this need 

so that we can prepare and confirm the availability of a caseworker to do so.  

 
We are excited to support you as you begin your adoption journey. Please feel free to contact CAS at 704-847-
0038 or cas@christianadopt.org, should any questions or concerns arise as you review this mailing. Our staff is 
eager to assist you and we welcome your calls and emails!  
 

   Sincerely,  

 

   

             

                   Doris Woodward, BSW 

            Social Work Supervisor 

 

 

 

mailto:cas@christianadopt.org




CAS AGREEMENT 
PREPLACEMENT ASSESSMENT (HOME STUDY) UPDATE 


FOR INDEPENDENT ADOPTION 
 


We/I hereby attest that we have contracted the services of Christian Adoption Services, Inc. for the 
purpose of updating our/my adoption home study. Because we/I have made the decision to proceed with a 
parent-initiated placement, we/I recognize that Christian Adoption Services, Inc. holds no legal 
responsibility for the child whom we/I choose to adopt or for any element of the adoption process that 
we/I choose to follow. 
 
Scope of Work:  We/I do recognize that CAS will be responsible for completing the Preplacement 
Assessment Update in accordance with North Carolina General Statute 48-3-303 and rules adopted by the 
Social Services Commission.  In addition, CAS will forward via the United States Postal Service up to 
three (3) originals of the Preplacement Assessment Update to those parties designated by yourself.  
Additional work and/or coordination services will be billed at the hourly rate of $75.00. 
 
Payment:  We/I do recognize that an application fee of $200 is due when the application for the home 
study update is submitted.  We/I agree to pay CAS' minimum total fee per the fee schedule we have been 
provided with for the home study update toward which the application fee is applied and which fee is 
based on up to 10 hours of work required to complete the report.  
 
Notification of Placement:  We/I further understand that we/I will be responsible for notifying 
the CAS Main Office at the time we/I receive a placement of a child(ren) and to indicate 
whether we/I will need postplacement services.  If CAS will be conducting the postplacement 
supervision then we/I will submit monthly a completed "Parent's Postplacement Questionnaire" 
to CAS until the time of finalization. 
 
Postplacement Services:  In addition, it is our/my understanding that we/I are to contract for 
postplacement services as required by the State of North Carolina and/or one's placing agency  in 
order to finalize our/my adoption in North Carolina.  The first supervisory visit is to occur 
within two weeks of placement.  Subsequent visits should be scheduled at this time in 
accordance with the requirements of one's placing agency. Finalization may occur at the end of a 
6 month period unless such legal proceedings are permitted by the State of North Carolina prior 
to this time. 
 
Expiration:  Preplacement Assessment Updates are valid for eighteen (18) months from the date 
on which they are signed.  We/I understand that it is our/my sole responsibility to notify CAS if 
we/I will be needing to have our/my a further update. 
 
   
 
 
Adoptive Father's Signature                     Date                                  Adoptive Mother's Signature Date      
 
 
  
CAS Representative                       Date 
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Adoptive Father's Signature                     Date                                  Adoptive Mother's Signature Date      
 
 
  
CAS Representative                       Date 








  
 AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION 
 
 (to be forwarded to the local agency currently providing your adoption services) 
 


 
 
We hereby authorize    


Name of Agency


to provide notarized copies of our adoption home study, home study update(s), and 
postplacement reports, whichever are applicable, to Christian Adoption Services, Inc. 
 
We understand that this authorization is limited to the exchange of information stated above and 
that both agencies will respect the confidential nature of such information and will use it only in 
their cooperative service to us. 
 


Signatures:   


   


 Address:  


   


Date:  


 


 


  








 


 AUTOBIO outline for an update 


 Adoptive Father 
 
 


UPDATE TO AUTOBIOGRAPHY 
 
The autobiography is intended to briefly acquaint the caseworker with yourself to prepare them 
prior to meeting with you. Please review the following categories and briefly respond to any 
items where there has been some change since the writing of your original autobiography.  
Examples might include a new child in the family, a change in address or job, or significant 
events for family members. 
 


A. Family Background 
 1. Place and date of birth 
 2. Summary of extended family (parents and siblings) 
  a. Relationships 
  b. Health histories 
  c. Attitudes towards adoptive children 
 
B. Childhood Experiences 
 1. Hobbies and interests 
 2. Effects of your experiences on your later life 
 3. Feelings about experiences 


4. How child will be reared differently than you were 
 
C. Significant Life Experiences and Challenges 


1. Feelings about each 
 2. Lessons you learned from the above 


3. Indicate any issues of physical, verbal, or sexual abuse 
 4. Counseling, if applicable 
 
D. Education 
 1. Highlights of your educational experiences 
 2. Feelings about each 
 3. Academic and social achievements 
 
E. Occupation 


1. Job description 
 2. Employment history 
 3. Future occupational plans 
 
F. Current Family Status 
 1. Children 
  a. Ages 
  b. Adopted or born to applicants 
 2. Preference of child(ren) desire to adopt 
 
G. Statement of Applicant 
 1. Description of self in physical and emotional terms 
 2. Strengths and weaknesses 







 


 Adoptive Mother 
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1. Job description 
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 AUTOBIO outline for an update 








 APPLICATION FOR ADOPTION HOME STUDY UPDATE 
The information in this application for Christian Adoption Services, Inc. to prepare an adoptive home study in support of the 
applicant's adoption of a child/children will be held confidential and will not be released to anyone not involved in the 
adoption process. 


Legal Name       First Name by Which 
Last First         Middle    You Prefer To Be Called 
 


Adoptive Father    
 
Adoptive Mother 
 
Address:  
   Number and Name of Street Address 
   
  City County State Zip Code     
Home Phone (        )                              EMAIL:            FAX #:  (         ) 
His Work (        )                              EMAIL:            CELL:   (         ) 
Her Work (        )                              EMAIL:            CELL:   (         ) 
Date of present marriage:  Place:  
Previous marriages:  
  Adoptive Father  Adoptive Mother 
Date of birth:     
Place of birth:     
Religion and church presently attend:    
CHILDREN 
Name:      
Birth date:      
Adopted/biological:      
At home? (Yes/No):      
Other persons living at home?  
Country interested in adopting from?  
 
Do you have a current application pending with anyone else? If so, please state the organization’s name and the 
results of the application.  
 
 
Directions to your home:  
  
  
 
 
Has either parent ever been convicted of a criminal offense or does either parent have a history of substance abuse, sexual or 
child abuse, or domestic violence, even if it did not result in an arrest or conviction?     
If yes, please provide an explanation on a separate page.  Please note that for international adoptions, the failure to disclose 
such information - even expunged incidents - may result in a family being denied by Immigration Services or, at best, 
substantially delay receiving approval, as Immigration Services will require full disclosure and procurement of certified 
documentation for the undisclosed incident.  







 
If adopting from a Hague country please list all states as well as any foreign countries in which you 
have lived since the age of 18 in order to obtain necessary Child Abuse clearances. 
Adoptive Father: 
  
Adoptive Mother:   
 
 
 
Three (3) signed copies of your completed home study will be prepared. Please indicate the names and mailing addresses to which 
you want copies sent. If you wish to have a copy for yourself, please write “Personal” on one of the lines below 
 
Copy #1 ______________________________________________________________________________ 
Copy #2 ______________________________________________________________________________ 
Copy #3 ______________________________________________________________________________ 
 


• We/I hereby certify that the information included in this application is true and correct to the best of 
our knowledge and belief. We/I understand that our/my providing false information or the 
withholding of requested information will be justification for CAS to deny us/me adoption services 


• We/I hereby attest that we/I have reviewed Christian Adoption Services, Inc’s Fee Schedule for 
Direct Services and agree to make payments to the agency in accordance with the Fee Schedule 
provided to us/me which is dated:____________ 


• We/I further understand that we/I will be responsible for notifying CAS within one week of having 
received the placement of a child(ren). [Note: Often the placing agency DOES NOT notify CAS 
when a family has had a child(ren) placed with them.] 


• We/I will inform CAS in a timely manner of the number and frequency of Postplacement 
Supervisions that we/I will need. [Note: North Carolina requires a minimum of two supervisions for 
adoptions that will be finalized in North Carolina. The first must occur within two weeks of 
placement.] 


 
 
 
____________________________________________                         _______________________________________________ 
Adoptive Father                                         Date                                             Adoptive Mother                                  Date        
  








 


  


 TO: COUNTY SUPERIOR COURT 


 FROM:                                                                                        


 RE: CRIMINAL RECORD CHECK 


We have filed an application for a preplacement assessment (home study) or update with Christian 
Adoption Services, Inc. in Matthews, North Carolina. In compliance with pre-adoption 
requirements, we are requesting criminal history record checks on the following adult members of 
our household: 
 
    
ADOPTIVE FATHER'S FULL LEGAL NAME DATE OF BIRTH 
 
    
ADDRESS SOC.SEC.NUMBER 
 
ADOPTIVE FATHER'S SIGNATURE:  
 
 *                    *                    *                    * 
 
    
ADOPTIVE MOTHER'S FULL LEGAL NAME DATE OF BIRTH 
 
    
ADDRESS SOC.SEC.NUMBER 
 
ADOPTIVE MOTHER'S SIGNATURE:  
 
ADOPTIVE MOTHER'S MAIDEN NAME:     
 
OTHER NAMES USED (I.E.NICKNAMES, FORMER MARRIED NAMES, ETC.):  
 
  


*                    *                    *                    * 
 
   
OTHER ADULT MEMBER OF HOUSEHOLD'S FULL LEGAL NAME DATE OF BIRTH 
 
   
ADDRESS SOC.SEC.NUMBER 
 
OTHER ADULT MEMBER OF HOUSEHOLD'S SIGNATURE:  
 
Please sign and notarize the requested documents.  These records should be sent to: 
 


Doris Woodward, Social Work Supervisor 
  Christian Adoption Services, Inc. 
  624-134 Matthews-Mint Hill Road 
  Matthews, NC  28105-1775 
 
Thank you for your assistance in this matter. 
 


NOTE TO ADOPTIVE FAMILY:  
You will need to complete this form and submit by mail or in person to the Clerk of the 
Superior Court for the county in which you reside. Include a stamped pre-addressed 
envelope to CAS with your request.  The fee for each individual request is $25, payable to 
“Clerk of Superior Court” by money order or certified check only (no personal checks).  
To find Address of Clerk of Superior Court in a specific County go to: 
http://www.nccourts.org/JDirectory/JDSearch.asp 
Select Clerk of Superior Court as Job Function and County name from list of Counties; select Name of Clerk for the 
specific county to see address.  


 
 



http://www.nccourts.org/JDirectory/JDSearch.asp






FIN_DATA INTL.wpd  October 29, 2002


F
O
R


O
F
F
I
C
E


U
S
E


FINANCIAL DATA


FOR THOSE PURSUING INTERNATIONAL ADOPTION (not domestic), some countries, particularly
Russia and China,  require applicants to prepare and submit a separate Financial Statement to the country.
Please furnish CAS with a copy of such statements.   It is ABSOLUTELY ESSENTIAL that the financial
information in the home study, the financial statement, and the wages stated in one's employment verification
letter(s) corroborate one another.


CURRENT INCOME PER MONTH   ( N E T )
Salary (Adoptive Father) $                       
Salary (Adoptive Mother) $                       
Other (specify)                         + $                       


TOTAL   NET   INCOME PER MONTH = $                       


EXPENSES PER MONTH


Home Mortgage or Rent - Monthly Payment $                       
Second Mortgage, if applicable $                       
Auto Loan $                       
Other Loan $                       
Credit Cards $                       
Utilities $                       
Food (including meals out) $                       
Misc. (e.g. clothing, recreation, pets, other) $                       
Charitable Contributions + $                       


TOTAL MONTHLY EXPENSES = $                       


ASSETS DOCUMENTED UNDOCUMENTED


Market Value of Home $                       ‘ ‘


Other Real Estate $                       ‘ ‘


Life Insurance (CASH VALUE not policy or face value) $                       ‘ ‘


Automobile(s) $                       ‘ ‘


Stocks/Bonds $                       ‘ ‘


Checking Account (Bank)                           $                       ‘ ‘


Savings Account (Bank)                           $                       ‘ ‘


Personal                         $                       ‘ ‘


Other (specify)                         + $                       ‘ ‘


TOTAL CURRENT ASSETS = $                       


LIABILITIES AND DEBT


Mortgage -  Balance Outstanding $                       
Credit Card Balance(s) $                       
Loan Balance(s)                            $                       
Other (specify)                         + $                       


TOTAL LIABILITIES/DEBT = $                       








1
The North Carolina General Statutes (NCGS 58-51-125) require any insurer which provides health insurance


coverage in North Carolina to provide such coverage to adopted children so that it becomes effective upon placement,


irrespective of whether the adoption has become final.  Coverage is to begin once the subscriber assumes and retains legal


obligation for total or partial support of the child.  Furthermore, a health benefit plan may not restrict coverage solely on the basis


of any preexisting coverage.


Health insurance coverage stmt.wpd


HEALTH INSURANCE COVERAGE STATEMENT


Some form of statement or documentation is to be provided to CAS which substantiates that health insurance


coverage will be provided for one’s adopted child or children.  The statement needs to state that:


(1) coverage 1 begins when the child is placed with you - whether this occurs abroad or in the United States


AND


(2) preexisting conditions are covered.


The “statement” may be in the form of:


h a letter from one’s health insurance provider OR 


h a letter from one’s employer or human resources representative OR


h copied pages or excerpts from one’s insurance policy manual which provide the necessary information.


EXAMPLES OF LANGUAGE USED IN MANUALS AND/OR INSURANCE POLICIES


Date Coverage Begins


Various language may be used in policies to address the date on which coverage begins for a child who is from the United States or  who


is coming from an international country for the purpose of legal adoption in the United States.  Examples of such phrases follow.  Note


that some of these DO NOT meet the requirement that coverage begins when the child is placed with their adoptive family.


a. Coverage begins at the time the child leaves the custody of the foreign agency and is received by the parents,


even when that event takes place in a foreign country.


b. Coverage begins at the time the child leaves custody of the foreign agency for the purpose of transport to the


adoptive family, including being escorted by a third party (this would apply to adoptions from Korea).


c. Coverage begins at the time the child is placed in the adoptive home for the purpose of adoption.


d. Coverage begins after the point of legal adoption. Please indicate if a copy of the adoption decree is required.


"Preexisting" Conditions 


a. Coverage is for the child with exclusion for "preexisting" condition entirely.


b. Coverage is for the child with exclusion of "preexisting" condition for a specific period of time.


c. The child is not covered at all if there is a "preexisting" condition. Total permanent exclusion.


d. Definition of "preexisting" condition by insurance company.


e. Other conditions which may affect adopted child's coverage.







Health insurance coverage stmt.wpd


FOR REFERENCE - NOT FOR DISTRIBUTION


§§ 58-51-120. Coverage of children.


(a)No health insurer shall deny enrollment of a child under the health benefit plan of the child's parent on any of the
following grounds:


(1) The child was born out of wedlock.
(2) The child is not claimed as a dependent on the parent's federal income tax return.
(3) The child does not reside with the parent or in the insurer's service area.


(b) If a parent is required by a court or administrative order to provide health benefit plan coverage for a child, and
the parent is eligible for family health benefit plan coverage through a health insurer, the health insurer:


(1) Must allow the parent to enroll, under the family coverage, a child who is otherwise eligible for the
coverage without regard to any enrollment season restrictions.
(2) Must enroll the child under family coverage upon application of the child's other parent or the Department
of Health and Human Services in connection with its administration of the Medical Assistance or Child
Support Enforcement Program if the parent is enrolled but fails to make application to obtain coverage for the
child.
(3) May not disenroll or eliminate coverage of the child unless the health insurer is provided satisfactory
written evidence that: a. The court or administrative order is no longer in effect; or b. The child is or will be
enrolled in comparable health benefit plan coverage through another health insurer, which coverage will take
effect not later than the effective date of disenrollment.


(c) If a child has health benefit plan coverage through the health insurer of a noncustodial parent, that health insurer
shall do all of the following:


(1) Provide such information to the custodial parent as may be necessary for the child to obtain benefits
through that coverage.
(2) Permit the custodial parent (or the health care provider, with the custodial parent's approval) to submit
claims for covered services without the approval of the noncustodial parent.
(3) Make payments on claims submitted in accordance with subdivision (2) of this subsection directly to the
custodial parent, the provider, or the Department of Health and Human Services.


(d) No health insurer may impose requirements on any State agency that has been assigned the rights of an
individual eligible for medical assistance under Medicaid and covered for health benefits from the insurer that are
different from requirements applicable to an agent or assignee of any other individual so covered. (1993 (Reg. Sess.,
1994), c. 644, s. 1; 1997-443, s. 11A.118(a).) 


§§ 58-51-125. Adopted child coverage.


(a)Definitions. –– As used in this section:
(1) "Child" means, in connection with any adoption or placement for adoption of the child, an individual who
has not attained 18 years of age as of the date of the adoption or placement for adoption.
(2) "Placement for adoption" means the assumption and retention by a person of a legal obligation for total
or partial support of a child in anticipation of the adoption of the child. The child's placement with a person
terminates upon the termination of such legal obligations.


(b) Coverage Effective Upon Placement for Adoption. –– If a health benefit plan provides coverage for dependent
children of persons covered by the plan, the plan shall provide benefits to dependent children placed with covered
persons for adoption under the same terms and conditions that apply to the natural, dependent children of covered
persons, irrespective of whether the adoption has become final.
(c) Restrictions Based on Preexisting Conditions at Time of Placement for Adoption Prohibited. –– A health benefit
plan may not restrict coverage under the plan of any dependent child adopted by a covered person, or placed with
a covered person for adoption, solely on the basis of any preexisting condition of the child at the time that the child
would otherwise become eligible for coverage under the plan, if the adoption or placement for adoption occurs while


the covered person is eligible for coverage under the plan. (1993 (Reg. Sess., 1994), c. 644, s. 1.) 


March 7, 2001


For more information contact the North Carolina Department of Insurance at


800-JIM LONG (800-546-5664) or consumer@ncdoi.net








DIRECT SERVICE  
INDIVIDUALIZED SERVICE PLAN FOR ADOPTIVE FAMILY AND CHILD 


(Home Study Only, Postplacement Supervision, Finalization) 
 
 


Family Name:______________________________ 
 
 


SERVICE SERVICE 
PROVIDED BY: 


TIMELINE 


Acknowledgement of Application CAS Staff Within 14 days of 
receipt of application 


Contact placing agency to acquire guidelines for 
home study or Post placement report 


CAS Staff Within 14 days of 
receipt of application 


If service requested is Home Study, completion of 
Home Study 


Contract 
Worker/Social 
Work Supervisor 


Within 90 days of 
receipt of all supportive 
documentation (skip to 
Postplacement 
Supervision/Reports 
below) 


If service requested is post placement report only Contract 
Worker/Social 
Work Supervisor 


Caseworker assigned 
within 7 days  


Postplacement Supervision/Reports Contract Social 
Worker/Social 
Work Supervisor 


After placement-varies 
by type of case 


Finalization/Re-finalization of Adoption Vonnie Bishop Varies by type of case 
   
Other Specific Services Needed:   
   
   
   
   
   
   
 
 
 
 
 
 
____________________________________________                  _______________________ 
Family                                                                                     Date 
 
____________________________________________                  _______________________ 
Family        Date 
 
 
___________________________________________            ________________________ 
Agency Representative      Date 
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____________________________________________                  _______________________ 
Family                                                                                     Date 
 
____________________________________________                  _______________________ 
Family        Date 
 
 
___________________________________________            ________________________ 
Agency Representative      Date 
 








 CHRISTIAN ADOPTION SERVICES, INC. 
 624-134 Matthews-Mint Hill Road 
 Matthews, North Carolina  28105-1775 
 


PATIENT NAME            AGE  


DATE OF EXAMINATION:  


MEDICAL HISTORY 
 Is there a history of any medical illness in this individual's family?     YES     NO      
 If YES, check the applicable problems below. 
            arthritis            diabetes            rheumatism 
            asthma            epilepsy            tuberculosis 
            cancer            heart trouble            allergies (specify) 


            convulsions            rheumatic fever            Other (                      ) 


Has this adult been treated for any [1] medical, [2] mental, or [3] emotional problems in the past five (5) 


years? YES     NO       If YES, please describe the problems.   


  
PHYSICAL EXAMINATION 


Abdomen                                                         Musculoskeletal                                                          


Blood Pressure                                                 Neurological                                                                     


Cardiovascular                                                 Nose and Throat                                                          


Ears                                                                  Respiratory                                                                           


Eyes                                                                 Teeth and Gums                                                          


Height                                                              Weight                                                                     


IMPRESSIONS OF GENERAL HEALTH 


General Health is:     Excellent             Good             Fair             Poor            


Was any recommendation made to this patient for further medical care?     YES                 NO      


If YES, explain briefly  


  
 


Does the patient have any communicable disease, specific illness, or disabilities which may pose a 


significant risk of transmission in the home?        YES             NO      


If YES, please explain briefly  


 


If the examiner has known the patient personally or as a family physician, any additional comments 


relative to his or her ability to parent children would be appreciated.  


 


 


  
                                                                
 Signature   


                             Medical Practioner Conducting Exam 


      Printed Name                                                         


 Address                                                        


                                                         


 Telephone                                                        


 


NOTARY STATEMENT 


State of _________, County of _________________ 


Signed before me this ____________ day in the month 


of ______________, __________ (year) by 


___________________________________________ 


Notary Public                                     


SEAL 


My Commission Expires: ___________________________________ 
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Eyes                                                                 Teeth and Gums                                                          


Height                                                              Weight                                                                     


IMPRESSIONS OF GENERAL HEALTH 


General Health is:     Excellent             Good             Fair             Poor            


Was any recommendation made to this patient for further medical care?     YES                 NO      


If YES, explain briefly  


  
 


Does the patient have any communicable disease, specific illness, or disabilities which may pose a 


significant risk of transmission in the home?        YES             NO      


If YES, please explain briefly  


 


If the examiner has known the patient personally or as a family physician, any additional comments 


relative to his or her ability to parent children would be appreciated.  


 


 


  
                                                                
 Signature   


                             Medical Practioner Conducting Exam 


      Printed Name                                                         


 Address                                                        


                                                         


 Telephone                                                        


 


NOTARY STATEMENT 


State of _________, County of _________________ 


Signed before me this ____________ day in the month 


of ______________, __________ (year) by 


___________________________________________ 


Notary Public                                     


SEAL 


My Commission Expires: ___________________________________ 


 








 CHRISTIAN ADOPTION SERVICES, INC. 
 624-134 Matthews-Mint Hill Road 
 Matthews, North Carolina  28105-1775 
 


PATIENT NAME            AGE  


DATE OF EXAMINATION:  


MEDICAL HISTORY 


 Is there a history of any medical illness in this individual's family?     YES     NO      
 If YES, check the applicable problems below. 
            arthritis            diabetes            rheumatism 
            asthma            epilepsy            tuberculosis 
            cancer            heart trouble            allergies (specify) 
            convulsions            rheumatic fever            Other (                      ) 


Has this adult been treated for any [1] medical, [2] mental, or [3] emotional problems in the past five (5) 


years? YES     NO       If YES, please describe the problems.   


  
PHYSICAL EXAMINATION 


Abdomen                                                         Musculoskeletal                                                         
Blood Pressure                                                 Neurological                                                                    
Cardiovascular                                                 Nose and Throat                                                         
Ears                                                                  Respiratory                                                                          
Eyes                                                                 Teeth and Gums                                                          
Height                                                              Weight                                                                    


IMPRESSIONS OF GENERAL HEALTH 


General Health is:     Excellent             Good             Fair             Poor            
Was any recommendation made to this patient for further medical care?     YES                 NO      
If YES, explain briefly  


  
 


Does the patient have any communicable disease, specific illness, or disabilities which may pose a 
significant risk of transmission in the home?        YES             NO      
If YES, please explain briefly  


 


If the examiner has known the patient personally or as a family physician, any additional comments 
relative to his or her ability to parent children would be appreciated.  
 
 


  
                                                                
 Signature   


                             Medical Practioner Conducting Exam 


      Printed Name                                                         


 Address                                                        


                                                         


 Telephone                                                        


 








 CHRISTIAN ADOPTION SERVICES, INC. 
 624-134 Matthews-Mint Hill Road 
 Matthews, North Carolina  28105-1775 
 


PATIENT NAME            AGE  


DATE OF EXAMINATION:  


MEDICAL HISTORY 


 Is there a history of any medical illness in this individual's family?     YES     NO      
 If YES, check the applicable problems below. 
            arthritis            diabetes            rheumatism 
            asthma            epilepsy            tuberculosis 
            cancer            heart trouble            allergies (specify) 
            convulsions            rheumatic fever            Other (                      ) 


Has this adult been treated for any [1] medical, [2] mental, or [3] emotional problems in the past five (5) 


years? YES     NO       If YES, please describe the problems.   


  
PHYSICAL EXAMINATION 


Abdomen                                                         Musculoskeletal                                                         
Blood Pressure                                                 Neurological                                                                    
Cardiovascular                                                 Nose and Throat                                                         
Ears                                                                  Respiratory                                                                          
Eyes                                                                 Teeth and Gums                                                          
Height                                                              Weight                                                                    


IMPRESSIONS OF GENERAL HEALTH 


General Health is:     Excellent             Good             Fair             Poor            
Was any recommendation made to this patient for further medical care?     YES                 NO      
If YES, explain briefly  


  
 


Does the patient have any communicable disease, specific illness, or disabilities which may pose a 
significant risk of transmission in the home?        YES             NO      
If YES, please explain briefly  


 


If the examiner has known the patient personally or as a family physician, any additional comments 
relative to his or her ability to parent children would be appreciated.  
 
 


  
                                                                
 Signature   


                             Medical Practioner Conducting Exam 


      Printed Name                                                         


 Address                                                        


                                                         


 Telephone                                                        


 








Support Documents Needed for Preplacement Assessment Update 
With Original Not Prepared by CAS 


 
 


1. Application for Preplacement Assessment Update 
2. Fee (see enclosed Fee Schedule – initial one copy and return to CAS) 


 
Updated Dossier of Supporting Documents 
 


1. Marriage Certificate – Certified original 
 


2. Birth Certificates 
 
3. Divorce decree(s) or Death Certificate(s), if applicable  - Certified original 
 
4. Provide copies of most recent bank statement(s) OR obtain account balances on financial 


institution letterhead (state date account opened and present balance). 
 


5. Financial Data Form (enclosed) 
FOR INTERNATIONAL ADOPTIONS: Financial statements corroborating as many current 
assets listed on Financial Data Form.  


 
6. Medical History Forms (forms enclosed) 


Use medical history forms for household members 18 years of age and older. Use Medhist 
Notary Stmt for international adoptions and Medhist for Domestic Adoptions. For those who 
are younger, have their physician write a statement on letterhead stating that the child is 
“healthy and free of communicable diseases” and note the date of their last examination.  
 


7. Criminal Record Checks (form enclosed) Please note a Criminal Record Check is required for 
each member of the household age 18 years or older.   


8. Updated statements of employment – have employer or human resources specify dates of 
employment, position, full or part time and salary. 


9. Updated verification of Health Insurance 


10. Most current 1040 tax return (first 2 pages only)  
FOR INTERNATIONAL ADOPTIONS: submit copies of 1040s from the last three years.  


 
Send all support documents and originals to CAS to be photocopied, incorporated into case file, 
and distributed to your caseworker.  








 


                                                                                                                                                                                DS Sept 2010 
 


 
DIRECT SERVICES FEE SCHEDULE 


(All fees are non-refundable) 
 


PREPLACEMENT ASSESSMENT (also referred to as a Home Study) 
1
 


Domestic or International2 Adoption (includes an individual interview of each parent, a joint interview, and a home visit) 
 A. Application Fee                                                                                       200.00 
 B. Home Study Interviews                                                                        1,600.00 
     
NOTE: No home study interviews will be scheduled until payment has been made in full. Except as noted for International adoptions, the 
scope of work only includes those services associated with the preparation of the home study.  


 
EXPEDITED HOME STUDY, additional fee of $500 payable with application fee (study will be completed or submitted to placing agency 
for review within 30 days provided complete supporting documentation is received with the application. As part of the home study process, should the need for 
additional supporting documentation be required [e.g., more detailed medical information, letters from counselors, undisclosed previous marriages, etc,], the 
home study completion may be delayed until additional documentation is received and reviewed.) 


 


POSTPLACEMENT SUPERVISION
4
, each ...........................................................  .......... $ 300.00   


              Interstate Compact Filing Fee, each report …………………………………………………..    75.00 
 Completed postplacement reports will not be released to your placing agency until payment is received by CAS.  
 


ADOPTION SUMMARY (for Relative Adoption) & REPORT TO COURT  ................. 750.00   


REPORT TO COURT – ONLY .............................................................................................. 500.00  


OTHER SERVICES 
 ! Preplacement Assessment Update   (Update Fee is Application Fee plus fee for item A, B, or C) 
  Update of study prepared by CAS ³ 
          Application Fee  .......................................................................................  .............. 200.00 
   A.   Less than 18 months from date of original  ..............................................  .............. 400.00   
   B.   18 months to less than 36 months from date of original  .........................  .............. 650.00   
   C.   36 months or more – requires new Preplacement Assessment   
  Update of study prepared by another agency (subject to review of the study by CAS) 
                            Application Fee  ........................................................................................  .............. 200.00 
   A.   Less than 18 months from date of original  ..............................................  .............. 600.00   
   B.   18 months to less than 36 months from date of original  .........................  .............. 800.00   
   C.   36 months or more – requires new Preplacement Assessment 
 
 ! Conversion of Home Study or Home Study Update to Hague Standards  ........  .............. 350.00 
 


 ! Home Study Validation per Hague Standards  ....................................................  .............. 500.00 
  Home Study Update Validation per Hague Standards  ..........................  .............. 300.00 


 
 ! Child Custody Home Study  ...................................................................................  .............. 600.00 
 


 ! Facilitation Services, Addendums, or Custom Reports/Letters  .........................  ................ 75.00 hourly 
 


 ! Processing Expenses 
  A. Express Mailing, fixed fee  .............................................................................  ................ 25.00 
  B. International Express Mailing, fixed fee  ........................................................  ................ 35.00 


 


 ! Additional Notarized Copy of Home Study, EACH  ............................................  ................ 25.00 


 


 ! FAX Home Study (or support document) ...............................................................  ...............  $1.50 per page 


 


 ! Notarization of Document  .....................................................................................  .................. 2.00 


 
 


 


 


 







 


                                                                                                                                                                                DS Sept 2010 
 


 
 


 


 
 
 
  1 Cost for up to three (3) notarized originals of the adoption home study prepared in accordance with the North Carolina Department of Health and 
Human Services' guidelines. The cost for deviations from these North Carolina guidelines is subject to negotiation; however, changes will be billed at 
an hourly rate of $75.00 if notification of deviations is not provided to CAS prior to the first interview.  Home studies are currently valid for 18 
months from the date of completion.  Home study fees are non-refundable. 
 
 2 For International Adoptions, CAS will mail one of the three originals of the home study to USCIS.  In addition, CAS will provide one (1) notarized 


copy of its license (as such is available from the State), and one (1) notarized letter of commitment to provide postplacement supervision using CAS’ 


standard language.  All other services may be provided as additional services listed under Other Services. 


 


 3 Based upon ten (10) hours of work. Substantial revisions requiring in excess of 10 hours will be charged at the hourly rate of $75.00 for the 


additional hours. 


 


 4 Postplacement Supervision rates are guaranteed for a period of 12 months from application date. Postplacement reports prepared after this 12 month 


period will be billed at the current prevailing rate. Completed postplacement reports will not be released to your placing agency until payment 


has been received.  


 


 


 


 


 


 


 


 


Payments for all fees are to be made payable to CAS via cash, check, or credit card.  
(Payments made via credit card are subject to a 2% processing fee.) 
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DIRECT SERVICES FEE SCHEDULE 


(All fees are non-refundable) 
 


PREPLACEMENT ASSESSMENT (also referred to as a Home Study) 
1
 


Domestic or International2 Adoption (includes an individual interview of each parent, a joint interview, and a home visit) 
 A. Application Fee                                                                                       200.00 
 B. Home Study Interviews                                                                        1,600.00 
     
NOTE: No home study interviews will be scheduled until payment has been made in full. Except as noted for International adoptions, the 
scope of work only includes those services associated with the preparation of the home study.  


 
EXPEDITED HOME STUDY, additional fee of $500 payable with application fee (study will be completed or submitted to placing agency 
for review within 30 days provided complete supporting documentation is received with the application. As part of the home study process, should the need for 
additional supporting documentation be required [e.g., more detailed medical information, letters from counselors, undisclosed previous marriages, etc,], the 
home study completion may be delayed until additional documentation is received and reviewed.) 


 


POSTPLACEMENT SUPERVISION
4
, each ...........................................................  .......... $ 300.00   


              Interstate Compact Filing Fee, each report …………………………………………………..    75.00 
 Completed postplacement reports will not be released to your placing agency until payment is received by CAS.  
 


ADOPTION SUMMARY (for Relative Adoption) & REPORT TO COURT  ................. 750.00   


REPORT TO COURT – ONLY .............................................................................................. 500.00  


OTHER SERVICES 
 ! Preplacement Assessment Update   (Update Fee is Application Fee plus fee for item A, B, or C) 
  Update of study prepared by CAS ³ 
          Application Fee  .......................................................................................  .............. 200.00 
   A.   Less than 18 months from date of original  ..............................................  .............. 400.00   
   B.   18 months to less than 36 months from date of original  .........................  .............. 650.00   
   C.   36 months or more – requires new Preplacement Assessment   
  Update of study prepared by another agency (subject to review of the study by CAS) 
                            Application Fee  ........................................................................................  .............. 200.00 
   A.   Less than 18 months from date of original  ..............................................  .............. 600.00   
   B.   18 months to less than 36 months from date of original  .........................  .............. 800.00   
   C.   36 months or more – requires new Preplacement Assessment 
 
 ! Conversion of Home Study or Home Study Update to Hague Standards  ........  .............. 350.00 
 


 ! Home Study Validation per Hague Standards  ....................................................  .............. 500.00 
  Home Study Update Validation per Hague Standards  ..........................  .............. 300.00 


 
 ! Child Custody Home Study  ...................................................................................  .............. 600.00 
 


 ! Facilitation Services, Addendums, or Custom Reports/Letters  .........................  ................ 75.00 hourly 
 


 ! Processing Expenses 
  A. Express Mailing, fixed fee  .............................................................................  ................ 25.00 
  B. International Express Mailing, fixed fee  ........................................................  ................ 35.00 


 


 ! Additional Notarized Copy of Home Study, EACH  ............................................  ................ 25.00 


 


 ! FAX Home Study (or support document) ...............................................................  ...............  $1.50 per page 


 


 ! Notarization of Document  .....................................................................................  .................. 2.00 
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  1 Cost for up to three (3) notarized originals of the adoption home study prepared in accordance with the North Carolina Department of Health and 
Human Services' guidelines. The cost for deviations from these North Carolina guidelines is subject to negotiation; however, changes will be billed at 
an hourly rate of $75.00 if notification of deviations is not provided to CAS prior to the first interview.  Home studies are currently valid for 18 
months from the date of completion.  Home study fees are non-refundable. 
 
 2 For International Adoptions, CAS will mail one of the three originals of the home study to USCIS.  In addition, CAS will provide one (1) notarized 


copy of its license (as such is available from the State), and one (1) notarized letter of commitment to provide postplacement supervision using CAS’ 


standard language.  All other services may be provided as additional services listed under Other Services. 


 


 3 Based upon ten (10) hours of work. Substantial revisions requiring in excess of 10 hours will be charged at the hourly rate of $75.00 for the 


additional hours. 


 


 4 Postplacement Supervision rates are guaranteed for a period of 12 months from application date. Postplacement reports prepared after this 12 month 


period will be billed at the current prevailing rate. Completed postplacement reports will not be released to your placing agency until payment 


has been received.  


 


 


 


 


 


 


 


 


Payments for all fees are to be made payable to CAS via cash, check, or credit card.  
(Payments made via credit card are subject to a 2% processing fee.) 


 


 








NORTH CAROLINA DIVISION OF SOCIAL SERVICES 
RESPONSIBLE INDIVIDUALS LIST (RIL) INFORMATION REQUEST 


DSS-5268 (rev. 08/10) 
Child Welfare Services 


Page 1 of 2 
 


 
 


 
 
 
 
 


 
 
 
 
 


 
 


Instruction for completing DSS-5268 (please read carefully): 
 
G.S. § 7B-311 authorizes the release of information regarding substantiated cases of abuse and serious neglect 
from the Responsible Individuals List (RIL), for the sole purpose of determining current or prospective 
employment in certain situations, or fitness to provide case for children. This includes applications to foster or 
adopt a child.  Requests for information may be submitted by: 


 
Fax    (919) 715-6714, Attn: RIL 
 
Mail (must include SASE) N.C. Division of Social Services  


325 N. Salisbury St. 
     Mail Service Center 2408 


Raleigh, North Carolina 27699-2408 
Attn: RIL  


 
All sections of the DSS-5128 must be completed and signed by the agency and the prospective 
employee/applicant/volunteer. Please print legibly or type all information. Incomplete or illegible forms will be 
returned via fax without the RIL check completed.


Section 1: Requesting Agency Information  
 
Agency Name: _______________________________________________________________________________ 
 
Mailing Address: _____________________________________________________________________________ 
 
City: ___________________________________________________ State: _______ Zip: ___________________ 
 
Phone: ______________________________________ Fax: _________________________________________ 
 
E-Mail Address: _____________________________________________________________________________ 
 
Type of Agency: __ Child Care Provider    __ Child Caring Institution 
  (check one)  __ Child Placing Agency    __ County DSS 
   __ Group Home Facility    __ Guardian ad Litem 
   __ Other Provider of Adoption   __ Other Provider of Foster Care 
   __ Adoption Home Study    __ Foster Parent Applicant 
 
Agency License Number (if available):____________________________________________________________ 
 
Agency Certification: I herby request information from the North Carolina Responsible Individuals List. I certify that I am a person 
representing a child caring institution, child placing agency, group home facility, or a provider of foster care, child care or 
adoption services that needs to determine the fitness of individuals to care for or adopt children. I either currently employ the 
individual listed below, or am strongly considering the individual for an employment, contract, or volunteer position. I will only use 
the information requested to determine whether to hire or retain the individual.   
 
Name and Title (print): _________________________________________________________________________ 
 
Signature: ____________________________________________________________ Date: _________________ 



http://www.ncga.state.nc.us/EnactedLegislation/Statutes/HTML/BySection/Chapter_7B/GS_7B-311.html





NORTH CAROLINA DIVISION OF SOCIAL SERVICES 
RESPONSIBLE INDIVIDUALS LIST (RIL) INFORMATION REQUEST 


DSS-5268 (rev. 08/10) 
Child Welfare Services 


Page 2 of 2 
 


 


Section II: Employee (E), Applicant (A), or Volunteer (V) Information  
 
E, A, or V’s Full Name (Including MI):____________________________________________________________ 
 
E, A, or V’s Date of Birth (MM/DD/YYYY): __________/__________/__________ 
 
E, A, or V’s Social Security Number (last four digits only): ____ ____ ____ ____ 
 
E, A, or V’s Gender: ____ Male ____Female 
 
Other names E, A, or V has used (maiden name, nicknames, former married names, etc.):__________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
Employee (E), Applicant (A), or Volunteer (V) Acknowledgement: I acknowledge that I have been informed that the North Carolina 
Division of Social Services will disclose to the above named agency whether my name appears on the Responsible Individuals 
List, indicating that I am identified as being responsible for the abuse or serious neglect of a juvenile. 
 
 
Name (print):_______________________________________________________________________________ 
 
Signature: ____________________________________________________________ Date: ________________ 


 
Section III: North Carolina Division of Social Services Office Use Only 
 
Staff Initials 
 
______ Form submitted incomplete and returned without the RIL check completed. 
 
______ As of ___________________________ (date), E, A, or V’s name is NOT found on the RIL. 
 
______ As of ___________________________ (date), A, A, or V’s name found on the RIL. 
 
  Finding: _______________________________________________________________________ 
 
Completed by: 
 
Staff Name (print): ___________________________________________________________________________ 
 
Signature: ____________________________________________________________ Date: ________________ 
 





		Agency Name: Christian Adoption Services, Inc.

		Mailing Address: 624-134 Matthews-Mint Hill Rd

		City: Matthews

		State: NC

		Zip: 28105

		Phone: 704-948-0038

		Fax: 704-841-1538

		E-Mail Address: CAS@christianadopt.org

		Agency License Number if available: N/A

		Name and Title print: James M. Woodward, Executive Director

		Date: 

		E, A, or V’s Full Name Including MI: 

		E, A, or V’s Date of Birth MMDDYYYY: 

		undefined: 

		E, A, or V’s Social Security Number last four digits only: 

		undefined_2: 

		1: 
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		undefined_3: 

		E, A, or V’s Gender: 
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		Other names E, A, or V has used maiden name, nicknames, former married names, etc 1: 

		Other names E, A, or V has used maiden name, nicknames, former married names, etc 2: 

		Other names E, A, or V has used maiden name, nicknames, former married names, etc 3: 

		Name print: 

		Date_2: 

		As of: 

		As of_2: 

		Finding: 

		Staff Name print: 

		Date_3: 

		Check Box2: 

		0: 

		0: Off

		1: Off



		1: 

		0: Yes

		1: Off



		2: 

		0: Off

		1: Off



		3: 

		0: Off

		1: Off



		4: 

		0: Off

		1: Off
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Instruction for completing DSS-5268 (please read carefully): 
 
G.S. § 7B-311 authorizes the release of information regarding substantiated cases of abuse and serious neglect 
from the Responsible Individuals List (RIL), for the sole purpose of determining current or prospective 
employment in certain situations, or fitness to provide case for children. This includes applications to foster or 
adopt a child.  Requests for information may be submitted by: 


 
Fax    (919) 715-6714, Attn: RIL 
 
Mail (must include SASE) N.C. Division of Social Services  


325 N. Salisbury St. 
     Mail Service Center 2408 


Raleigh, North Carolina 27699-2408 
Attn: RIL  


 
All sections of the DSS-5128 must be completed and signed by the agency and the prospective 
employee/applicant/volunteer. Please print legibly or type all information. Incomplete or illegible forms will be 
returned via fax without the RIL check completed.


Section 1: Requesting Agency Information  
 
Agency Name: _______________________________________________________________________________ 
 
Mailing Address: _____________________________________________________________________________ 
 
City: ___________________________________________________ State: _______ Zip: ___________________ 
 
Phone: ______________________________________ Fax: _________________________________________ 
 
E-Mail Address: _____________________________________________________________________________ 
 
Type of Agency: __ Child Care Provider    __ Child Caring Institution 
  (check one)  __ Child Placing Agency    __ County DSS 
   __ Group Home Facility    __ Guardian ad Litem 
   __ Other Provider of Adoption   __ Other Provider of Foster Care 
   __ Adoption Home Study    __ Foster Parent Applicant 
 
Agency License Number (if available):____________________________________________________________ 
 
Agency Certification: I herby request information from the North Carolina Responsible Individuals List. I certify that I am a person 
representing a child caring institution, child placing agency, group home facility, or a provider of foster care, child care or 
adoption services that needs to determine the fitness of individuals to care for or adopt children. I either currently employ the 
individual listed below, or am strongly considering the individual for an employment, contract, or volunteer position. I will only use 
the information requested to determine whether to hire or retain the individual.   
 
Name and Title (print): _________________________________________________________________________ 
 
Signature: ____________________________________________________________ Date: _________________ 



http://www.ncga.state.nc.us/EnactedLegislation/Statutes/HTML/BySection/Chapter_7B/GS_7B-311.html
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Section II: Employee (E), Applicant (A), or Volunteer (V) Information  
 
E, A, or V’s Full Name (Including MI):____________________________________________________________ 
 
E, A, or V’s Date of Birth (MM/DD/YYYY): __________/__________/__________ 
 
E, A, or V’s Social Security Number (last four digits only): ____ ____ ____ ____ 
 
E, A, or V’s Gender: ____ Male ____Female 
 
Other names E, A, or V has used (maiden name, nicknames, former married names, etc.):__________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
Employee (E), Applicant (A), or Volunteer (V) Acknowledgement: I acknowledge that I have been informed that the North Carolina 
Division of Social Services will disclose to the above named agency whether my name appears on the Responsible Individuals 
List, indicating that I am identified as being responsible for the abuse or serious neglect of a juvenile. 
 
 
Name (print):_______________________________________________________________________________ 
 
Signature: ____________________________________________________________ Date: ________________ 


 
Section III: North Carolina Division of Social Services Office Use Only 
 
Staff Initials 
 
______ Form submitted incomplete and returned without the RIL check completed. 
 
______ As of ___________________________ (date), E, A, or V’s name is NOT found on the RIL. 
 
______ As of ___________________________ (date), A, A, or V’s name found on the RIL. 
 
  Finding: _______________________________________________________________________ 
 
Completed by: 
 
Staff Name (print): ___________________________________________________________________________ 
 
Signature: ____________________________________________________________ Date: ________________ 
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