FIRST SCHEDULE

FORM A
THE ADOPTION OF CHILDREN ACT No. 18 of 2009

APPLICATION FORM

PART 1. PARTICULARS OF CHILD (REN)

I (we) the undersigned desire to make application to the Childcare and Protection Agency in respect of
child(ren):

Name(s) & Sex of each child:

;- Ry Ml:] F D TSR NN R MDFD

Dateof Birth of each child: T)............c.ccoccccninaiionnnis L)osivssisnsessisssnssssisniiin . YT re PR T

Ageof each chilld; 1)..........ciiiii YEREE, Z)oisiisiiiasinsain VERIS,: Iisiiviissiuivnns YORER, Biiiviviinasisinie YEOTS

LT e AL RRE .. ....osenrirnessssmmnsnssmnssnsnannssassssynhess sbannnssn sasnpossssbhngnds

PART 2. PARTICULARS OF APPLICANT(S)
I (We) hereby undertake that the particulars given below are true to the best of my (our) knowledge and belief.

1. Full Namig of AppHeaint (1):.....nnnnnmnipianmmaneianimumimsses@isisii S0k M [j F D

FUPPIRCHIIL AN winrvaniansoncssnsnsaspumamarssssums chenrpmssbssvivinsiasamaavsaassiomorsiiiesss vy SO V1 [j FD
2. Date(s) of Birth:

ABDRERE I o L b ernindunscbisrn st DRI ERRE Jh v b 30, ches 0 Dy i sonbidesmns dupmaimeshisan sisehsans

3. Addvess:  Appheant (1) ..........oiismaninaiiimvamsaimninmmndollil Saiitiemhausmsmmarisiimismiae
AR ot e L 1 R R R E LT e SRR MR
BUIEN clcslavissnssgiaavmumminvss wiss sbanbaansub s oes Sovs AR SRS s v R SRS TR SOkt
o R RO AN O s AR T P T SO |52 1 N L U I S | O
COMIY: < bivicanapus

Contact Information: Telephonie: Local. ...oovcsmnsosmsaranessssssnsressod OVETSBAE s ossenssorssssasesnussaseorsasonssssrasensss

BERELY oo s basviisssomko s SSR S A ARV
4. Nutlopality: AppHENE 1); woovummosmnmmsnnsbussismsessissssned) woses

SiHelghonr.  ADDBOERELE . o amtrrr e odias el Srrrsshemsn i s s T s AR e



- 6. References: Names and addresses of two responsible persons who are able to vouch for the character of

the applicants:-

1. Name:vvvverierivennnnnn..
T L
Address: ....ccooveennnn.

Contact Information: Telephone: Local: ............cc.ccovevueveeveceererereseed OVETSEAS oo

Email: .............

2 NAMEO! cconiinmmin g
Profession:......ccccveeeeeeennnnnn..

B e T

Contact Information: Telephone: Local: ...........ccccevvvevivrernsrenensns..OVETSEAS: oo

BYOBIL it it e s n e v me s s e xome e e iane

“I/We have not made or attempted to make or give a payment or reward for the adoption of the above named
child/children”.

“I/We was/were not coerced or manipulated and it is of my/our free will that I/we make this application”.

Signature(s):

Applicant (1): ......ccreeen.

1B 253 (S

FOR OFFICIAL USE

Case Number: ......

Date Received:

Interview Date:

Officer Assigned:

FORM B



ADOPTION OF CHILDREN ACT No. 18 of 2009

MEDICAL CERTIFICATE

TO BE COMPLETED BY A DULY QUALIFIED MEDICAL PRACTITIONER

APPLICANT

L NS i

2. Address: a7 ORI o | -, S
State: ...............

GO <citiiicinanmnsan

3. Please describe any health problems that would affect the applicant’s ability to provide for the physical and

emotional needs of a child now and in the future.

4. Is there evidence of any infectious disease liable to be contracted by the child? .................

5. Is there evidence of any neurotic or allied illnesso.................... sahinas

6. Does the applicant suffer from PSPV s

7. Please comment on the applicant’s general health. In your opinion, is the condition of the applicant’s
physical/or mental health such that he/she could be able to undertake the responsibility and perform duties of a

parent?

ARG DIV L. it i s S T B S s
QUBLBCRION . . it s e eemssammans
Hospital/Private Practice: ..........c.iisiiiomms

Address: .........oeeunren.
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+ (To be completed in respect of SPOUSE when a joint application is made)

1o NBIES ooisinuieinsinins i itiseoranernernns
2. AAAIESS: ...ttt LTI
BB .o emrunssusninsnssusssssmresnsiesssssissesvsscsins

i T

3. Please describe any health problems that would affect the applicant’s ability to provide for the physical and

emotional needs of a child now and in the future.

4. Is there evidence of any infectious disease liable to be contracted by the child? ..............oooooovooovo
5. Is there evidence of any neurotic or allied illNESS?.............oovevveermeeeeeoeeoeeeoeeoeeoeoeoeeooeooo
6. Does the applicant suffer from epilepsy? .........cccoevvuveneennn.

7. Please comment on the applicant’s general health. In your opinion, is the condition of the applicant’s

physical/or mental health such that he/she could be able to undertake the responsibility and perform duties of a

parent?

.............................................................................................................................................................................

T LT T RO RRED 1 AN Ut (e

Hospital/Private Practice: ...............coocouvvveuivervrerenennns
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FORM B

PART 11

MEDICAL CERTIFICATE

TO BE COMPLETED BY A DULY QUALIFIED MEDICAL PRACTITIONER
CHILD
Natiig OF CBIA oo esemmmrersesns
PR IR oo s oo e e s oo o
1. State the nutritional standard of the child (good, fair, poor): ................
2. Is there any evidence of Syphilis or other Venereal Disease?: ..o,
State laboratory tests and their results:...............o.ooovevvomeoooooo,
3. 15 there any evidence of Tuberculosis? o
4. Has the child ever suffered from epilepsy? If so, state nature?: ...
5. Is there or has there been any infection of the SKin?: .............cocooveovemooeoooooooo
6. Is there or has there been any infection of the eyes?: .......

7. Has the child ever had any discharge from the ears or any serious ear trouble and can he/she
hear Well?. ...

8. Are the nose and throat in a healthy condition?: ...............coooovvooeoooeooooo
9. Is there any evidence of disease of the heart Or TUNG?: .........c.oooveeueeeeeeeereeoeeeeooooooooo
10. Has the child normal control of bowels and bladder for his/ her T L

11. Is the child suffering from any infectious or contagious diSease?: ...,

12. Has the child ever suffered from malaria, typhoid fever, measles, chicken-pox, whooping cough, diphtheria

OEHIIPET. | vt o i s i s etammrntr e oty iasant

13. Has the child been appropriately vaccinated?: ....................

14. Is the child’s mental or physical development normal for his/her BHE T v s i s ssemans

15. Has the child any signs of active or healed rickets?: .....................

16. Are behaviour, speech and articulation normal for his/her aZ€?: .......oovovveveeoeoeoeeeeeeeooo

17. If the child has been neglected, or improperly fed, do you consider his/her condition such that if

given good nursing and proper care could he/she achieve normal physical/mental development?:..........

18. Give particulars of any condition not mentioned above about which you consider an adopter should be

informed: ..................

SIEARA DY wiciimitasiiisummmmmsmossssmionsres - AOUABHIOBRIONS Jvs vevensssus soinsases

Hospital/Private Practice: ..........ccoervurvversevererveverers AQAIESS: oenvvrerrenerinnns
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