GEORGIA DEPARTMENT OF HUMAN SERVICES
ADOPTION REUNION REGISTRY

BIOLOGICAL PARENT

REGISTRATION AND CONSENT TO CONTACT

	Date:           
	Social Security Number:           

 FORMTEXT 
     

 FORMTEXT 
      

	Current Name:           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	Current Address:           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	Current Telephone Number:
	Home:           

 FORMTEXT 
     
	Work:           

 FORMTEXT 
     

	I (May)  FORMCHECKBOX 

	(May Not)  FORMCHECKBOX 
    
	be contacted at work.  The best times(s) to reach me by telephone is:           
	

	Email Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          


My current family Is  FORMCHECKBOX 
 Is Not  FORMCHECKBOX 
 aware of this child.

My child was placed for adoption though:

	          

 FORMTEXT 
     

 FORMTEXT 
     
	County Department of Family and Children Services

	          

 FORMTEXT 
     

 FORMTEXT 
     
	Private Agency

	          

 FORMTEXT 
     

 FORMTEXT 
     
	Independent Source

	Name of Child’s Mother When Child Placed           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      

	Child’s Name           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	Child’s Date of Birth           
	Child’s Sex      

	Child’s Place of Birth           

 FORMTEXT 
               Date Child Placed           

 FORMTEXT 
     

	I placed more than one (1) child for adoption:            Yes             No         

	Name           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
	Date of Birth           

	Name           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
	Date of Birth           

	Name           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
	Date of Birth           

	Name           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
	Date of Birth           


(A COMPLETE SEPARATE FORM MUST BE FILED FOR EACH CHILD)

I hereby consent to release of identifying information and contact with the above named child upon (his) (her) request once (he) (she) has reached the age of twenty-one.

I understand that I may revoke this consent at any time by filing a written affidavit of non-disclosure with the Department.

	__________________________                              
Signature of Biological Parent
	
[image: image1]
Date 



	Sworn and Subscribed before me this ______   day of _______________,   20 ______ 

	________________________                                                                                                                                               
Notary Public                                           (Seal)                                                                                         
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