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Direction de la qualité, de l’évaluation, de la performance et de l’éthique
	CONFIDENTIAL




OFFER OF SERVICE

APPLICATION TO SERVE AS A 

FAMILY-TYPE RESOURCE (FTR)
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FTR
ADULT 
 FORMCHECKBOX 

FTR
YOUTH 

· REGULAR
 FORMCHECKBOX 

· MIXED BANK
 FORMCHECKBOX 

REV. 2021-02-18
1.
GENERAL INFORMATION
	
	Applicant 1
	Applicant 2

	Surname / First name
	____________________
	____________________

	Date of birth
	____________________
	____________________

	Social insurance number
	  _____ - _____ - _____
	  _____ - _____ - _____

	Languages (spoken)
	____________________
	____________________

	Education
	____________________
	____________________

	Religion
	____________________
	____________________

	Indigenous
	 FORMCHECKBOX 
 YES  
 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 Covered by Agreements
 FORMCHECKBOX 
 Off reserve
 FORMCHECKBOX 
 On reserve

	 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 Covered by Agreements
 FORMCHECKBOX 
 Off reserve
 FORMCHECKBOX 
 On reserve

	Citizenship
	____________________
	____________________

	Marital status (if living as a couple, date of the start of cohabitation)
	____________________

____________________
	____________________

____________________

	Address of main residence 
	Street, number(
Town, postal code(
	____________________

____________________

____________________
	____________________

____________________

____________________

	How long have you been living at this address?
	
	

	Number of moves over the last five years and reasons 
	____________________

____________________
	____________________

____________________

	Do you expect to move in the near future?
	 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO
	 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO

	
	If yes, when and to where?
____________________
	If yes, when and to where?
____________________

	Telephone 
	Home
	____________________

____________________

____________________
	____________________

____________________

____________________

	
	Work
	
	

	
	Cell
	
	

	E-mail address
	____________________

____________________
	____________________

____________________


2.
CHILDREN OF APPLICANT AND OF SPOUSE OR OTHER APPLICANT 
	Surname and name
	Surname and name of parents
	Date of birth
	Occupation
	Level of education
	Home address
(if other than parents’ home)

	1.
________________


________________
	_________________

_________________
	___-___-______
	__________

__________
	________

________
	___________________

___________________

	2. 
________________


________________
	_________________

_________________
	___-___-______
	__________

__________
	________

________
	___________________

___________________

	3. 
________________


________________
	_________________

_________________
	___-___-______
	__________

__________
	________

________
	___________________

___________________

	4. 
________________


________________
	_________________

_________________
	___-___-______
	__________

__________
	________

________
	___________________

___________________


If more than 4 children, add information on back of sheet.
3.
OTHER PERSONS LIVING IN THE HOME
	Surname and name
	Date of birth
	Family relationship
(if applicable)
	Reasons why this person lives with you


	1.
______________________


______________________
	____-____-______
	__________________

__________________
	_________________________________

_________________________________

	2. 
______________________


______________________
	____-____-______
	__________________

__________________
	_________________________________

_________________________________

	3. 
______________________


______________________
	____-____-______
	__________________

__________________
	_________________________________

_________________________________


4.
INFORMATION ON THE HOME WHERE USERS WILL BE ACCOMMODATED 

	Type of dwelling
	 FORMCHECKBOX 
 Single-family home
 FORMCHECKBOX 
 Apartment – how many rooms: _________________________

	Are you?

	 FORMCHECKBOX 
 Owner
 FORMCHECKBOX 
 Tenant
 FORMCHECKBOX 
 With lease (You will need to provide a copy.)


 FORMCHECKBOX 
 Without lease

	Insurance
	Do you have home insurance and liability insurance?
 FORMCHECKBOX 
 Yes  (You will need to provide a copy.)    
 FORMCHECKBOX 
 No 

	Smoker in the home
We recommend a smoke-free environment.
	a)
Are there any smokers in the home?


 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No

	
	b)
Would you accept users who smoke?

 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 

	
	c)
If you are a smoker, would you agree to smoke only outside if that were necessary  to protect the health of one or more users? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Fire safety in the home
(Indicate what you have.)
	 FORMCHECKBOX 

Smoke detector(s)
Number: ___________ 


Location of smoke detector(s):
_______________________________

 FORMCHECKBOX 

Carbon monoxide detector(s)
Number: ___________


Location of detector(s):
_______________________________

 FORMCHECKBOX 

Fire extinguisher(s)
Number: ___________


Location of fire extinguisher(s):
_______________________________

	Pets
	Are there pets in the home?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Specify which pets and how many:
______________________________


______________________________________________________________


	Interior and exterior leisure and recreation equipment

	Describe the equipment you would use with the users entrusted to you.
(Bicycle, snowshoes, 
board games, fitness equipment, computer…)
	____________________________________________________________
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________


5.
MEANS OF TRANSPORT

	
	Applicant 1
	Applicant 2

	Do you have a valid driver’s licence?
	 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No 

	Do you own a car?
	 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No 

	Would you use your car to transport the users?
	 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No 


6.
FINANCIAL STATUS
A)
EmploYMENT:

	
	Applicant 1
	Applicant 2

	Type of employment
	____________________________
____________________________
	____________________________

____________________________

	Since when?
	____________________________

____________________________
	____________________________

____________________________

	Work schedule
	____________________________

____________________________
	____________________________

____________________________

	Seasonal employment
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If yes, how many weeks? 
	____________________________

____________________________
	____________________________

____________________________

	Name of employer
	____________________________

____________________________
	____________________________

____________________________

	Address and phone number of employer
	____________________________

____________________________

____________________________
	____________________________

____________________________

____________________________

	If you do not have a job, are you looking for employment?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If no, reasons:
____________________________

____________________________
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If no, reasons:
____________________________

____________________________


B)
BUDGET :

	INCOME

	At present, what is: 
AMOUNT

	The applicant’s monthly net income?
	$________________ 

	The spouse’s or other applicant’s net income?  
	$________________ 

	The monthly amount of family allowances?
	$________________ 

	Other net monthly income (example: room rentals).
Source: __________________________________________________________
	$________________ 

	TOTAL:
	$________________ 

	 If you are self-employed, could you provide us with last your tax return? 
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No


	EXPENSES

	AMOUNT    

	Monthly cost of rent or mortgage
	$________________ 

	Utilities (telephone, electricity, Internet)
	$________________ 

	Monthly cost of loans (car, personal loan, student loans, etc.)
	$________________ 

	Monthly cost of various insurance policies (life, home, car)
	$________________ 

	Miscellaneous expenses (food, recreation, health and beauty care, etc.)
	$________________ 

	Other monthly cost of outstanding debts:

(credit cards, loans, etc.) for the applicant, spouse of applicant or other applicant?

Source : _________________________________________________________
	$________________

	TOTAL:
	$________________ 

	The Establishment could ask you to provide proof that you have not invoked the Bankruptcy and Insolvency Act any time in the last 3 years.  


7.
PHYSICAL HEALTH, MENTAL HEALTH, DIAGNOSED CONDITION(S)  

	If one or both of the applicants or any member of your family or another person living in your home has health problems (illness, impairment, etc.), please give his/her name, the type of health problem and the name of the attending physician, if applicable.
The Establishment could eventually require that you provide a doctor’s certificate.

	_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________


8.
RECREATION, VOLUNTEER WORK AND SOCIAL INVOLVEMENT
	What recreational activities do you engage in and what social organizations do you belong to or volunteer for ( service club, organization, other)?

	Applicant 1
	_____________________________________________________________
_____________________________________________________________

_____________________________________________________________

	Applicant 2
	_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

	What family recreational activities do you engage in?  
	_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

	What activities would you provide for users living in your home?    

	_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________


9.
TRAINING
	Do you have training in the following:
	Applicant 1
	Applicant 2

	CPR and standard first aid?
	 FORMCHECKBOX 
 Yes    Expiry date: _______

 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes    Expiry date: ________

 FORMCHECKBOX 
 No

	Principles of safe patient handling (SPH)?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  

	Have you taken any other training courses that would be useful in your project?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Specify:  __________________

___________________________

___________________________
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Specify:  ___________________

____________________________

____________________________

	Have you had any key experience that would help you in your role as a family-type resource?

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

· Details of this experience: 
____________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________


10.
INFORMATION ON THE PROJECT
	Why do you want to become a family-type resource?
	__________________________________________________________

__________________________________________________________

__________________________________________________________
__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

	Do all your family members and the other persons who share your home agree that this is a good project?
	 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No 

Please comment: __________________________________________

__________________________________________________________

_________________________________________________________

	Would you agree to take in users from the following programs?  

	Youth in difficulty
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
          FORMCHECKBOX 
 0 to 5 years   FORMCHECKBOX 
 6 to 11 years      FORMCHECKBOX 
 12  to 18 years 

	Intellectual disability
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Youth
 FORMCHECKBOX 
 Adult

	Physical impairment
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Youth
 FORMCHECKBOX 
 Adult

	Autism spectrum disorder
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Youth
 FORMCHECKBOX 
 Adult

	Mental health
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Youth
 FORMCHECKBOX 
 Adult

	Addiction
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Youth
 FORMCHECKBOX 
 Adult

	SAPA (Support program for the autonomy of seniors)
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Would you prefer to be a long- term or middle-term FTR resource?
	__________________________________________________________

	How many bedrooms can you provide in your home?
	__________________________________________________________

__________________________________________________________

	Size of rooms for users
	__________________________________________________________

__________________________________________________________


11.
PREVIOUS EXPERIENCE
	Have you ever been a family-type resource (foster family or residential home)?

	 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No
If yes: The name of the establishment?  ______________________________________________________
        In what year(s) and for how long? _______________________________________________
· What category of users did you work with?
 FORMCHECKBOX 
 Children (17 and under)       FORMCHECKBOX 
 Adults (18 - 64 years)        FORMCHECKBOX 
 Seniors (65 years and +) 

· Type of clientele
Intellectual disability
 FORMCHECKBOX 
              Physical impairment
 FORMCHECKBOX 

Mental health
 FORMCHECKBOX 
              Youth in difficulty
 FORMCHECKBOX 

Seniors
 FORMCHECKBOX 

Why did you stop functioning as a family-type resource?  _____________________________________

______________________________________________________________________________________

______________________________________________________________________________________


	If you have never served as a family-type resource, did you ever apply to become one? 

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If yes:

· When?
___________________________________________________________________________
· For which establishment(s) or organization(s):
____________________________________________

__________________________________________________________________________________

· Why did you not become a family-type resource? ____________________________________________

__________________________________________________________________________________


12.    REFERENCES
List the names and all the contact information  for persons we may contact as references. 
If this section is not completely filled out, you may not be allowed to continue with the process.   
	
	Applicant 1
	Applicant 2

	A member of your family
	Name:
__________________________________

Relationship:
_________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
_____________________________
	Name:
__________________________________

Relationship:
_________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
_____________________________

	Friends – neighbours
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________

	Friends – neighbours
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________

	Employer
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________

	Work colleague
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________

	Staff from your children’s school
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________

	Your child’s daycare
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________

	Other references you choose
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________
Relationship with you:
__________________________
	Name:
__________________________________

Address:
_______________________________

Postal code:
____________________________

Telephone:
______________________________
Relationship with you:
__________________________


13.
SIGNATURE

I hereby declare that, to the best of my knowledge, the information provided in this offer of service is true and complete.

_____________________________________________

Date : _____/_____/_____
                                    Signature of Applicant 1
_____________________________________________

Date : _____/_____/_____

                                    Signature of Applicant 2

Please fill out the following appendices.
APPENDIX 1 : AUTHORIZATION TO ACCESS INFORMATION
As required under the Act and its provisions, the CISSS de la Gaspésie requests information about  individuals who wish to become family-type resources.    Information on these individuals is held by schools, doctor’s offices and health and social services establishments where these people are known.  
For us to process your offer of service, it is important that the individual or individuals who have signed the offer of service form have also signed the authorization to access information.
AUTHORIZATION

I hereby authorize any doctor or health and social services  professional, any schoolteacher and any person I have designated as a reference to supply the CISSS de la Gaspésie and its representatives with any information deemed necessary for the study of our file.
I also authorize the CISSS de la Gaspésie and its representatives to access the  national SIRTF register and to obtain any legal and financial information required from all parties concerned.  This authorization shall remain valid for the duration of certification as a family-type resource, if applicable.  

___________________________________________                   Date: _____/_____/_____

                       Signature of Applicant 1                                      

___________________________________________          
      Date: _____/_____/_____
                        Signature of Applicant 2
APPENDIX 2: MEDICAL REFERENCES   -   MIXED BANK / ADOPTION PROJECT
	Surname and first name of applicant
	Date of birth

	
	

	I hereby authorize the CISSS de la Gaspésie to contact the signatory physician in order to obtain more information.
	________________________________________________

Signature (for authorization)


*Doctor, we request that you fill out this form so that we can proceed with the current evaluation.  Please mail the completed form to the applicant or to:   

Chantal Sheehan, 150, rue Mgr Ross, Gaspé (Québec) G4X 2S7 

or return it by e-mail to: recrutement.famille.CISSSGASPESIE@ssss.gouv.qc.ca
Thank you for your attention and your collaboration.  

	MEDICAL HISTORY

	Does this person currently suffer from or has this person ever suffered from any of the following?

	Alcoholism
	□ No
	□ Yes
	Specify: ________________________________

	Drug addiction
	□ No
	□  Yes
	Specify: ________________________________

	Psychological or psychiatric disorders
	□ No
	□  Yes
	Specify: ________________________________

	Heart disease or cardiac problems
	□ No
	□  Yes
	Specify: ________________________________

	Sleep disorders
	□ No
	□  Yes
	Specify:  ________________________________

	Nervous disorders
	□ No
	□  Yes
	Specify:  ________________________________

	Diabetes
	□ No
	□  Yes
	Specify:  ________________________________

	Cancer
	□ No
	□  Yes
	Specify: ________________________________

	Serious endocrine disorders 
	□ No
	□  Yes
	Specify: ________________________________

	Surgery
	□ No
	□  Yes
	Specify:  ________________________________

	Infectious illness
	□ No
	□  Yes
	Specify:  ________________________________

	Hearing and/or visual disabilities
	□ No
	□  Yes
	Specify:  ________________________________

	Other illnesses 
	□ No
	□  Yes
	Specify:  ________________________________

	Does this person require medical treatment?
	□ No
	□  Yes
	Specify: ________________________________

	Does this person take medication?
	□ No
	□  Yes
	Specify:  ________________________________

	

	How long has this person been your patient (in months, years)?
__________________________________________________________________________________________________

_____________________________________________________________________________________________________

Generally speaking, would this person’s physical and mental health allow her/him to assume the responsibility for a child?
_____________________________________________________________________________________________________

____________________________________________________________________________________________________

To your knowledge, has this person ever been referred to a specialist? If so, why? 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

In your opinion, is there any medical or social reason why this person should not become an adoptive parent?  

____________________________________________________________________________________________________

_____________________________________________________________________________________________________


	Name of physician in block letters
_________________________________________
	License number
____________________________
	Signature

_________________________________

	Contact information (address, telephone)

________________________________________________________________________
	Date

_________________________________


RESERVED FOR ESTABLISHMENT USE ONLY
Documents required when FTR application is submitted
Name(s) of applicant(s): _______________________________________________________________________

	
	Name of document

	Date

Sent / Received
	Supplementary information

	
	Information documents sent

	
	Offer of service
	
	

	
	Statement and commitment by the applicant
	
	

	
	Statement relative to criminal record 

*For each adult residing in the home

	
	

	
	Report on criminal record check
*Applicant only

	
	

	
	Authorization to receive the criminal record check for other adults living in the home  
	
	

	
	Proof of home insurance

	
	

	
	Proof of CPR training for each applicant  
	
	

	
	Proof of Canadian citizenship for all applicants 

(Birth certificate or passport)
SIN
	
	

	
	Letters of reference sent
	
	

	
	Letters of reference returned
	
	

	
	Banking information

	
	

	
	
	
	

	
	
	
	

	
	
	
	


The establishment reserves the right, at any time, to accept or refuse to proceed with the evaluation process for any individual who has filled out an offer of service.  








1
ftr offer of service – February 2021
PAGE  
11
Offer of service ftr – February 2021

