
DDD- PI - 052  
 

 
 
TO:   DD Residential Service Providers  

Regional DD Program Administrators  

 
FROM:  Robbin Hendrickson, Administrator  

Residential Services  
Developmental Disabilities Division  

 

DATE:  March 25, 1994  
 
SUBJECT: Home Studies for Adult Family Foster  Care Licensure  

 
 
On October 12, 1993, the Division issued DDD - PI - 046 requiring that all 

homes providing ISLA Services in Adult Family Foster Care arrangements 
must apply for licensure pursuant to NDAC 75 - 03- 21.  In order to 
expedite completion of the lice nsure process, the Division will 

reimburse qualified social workers $120 for completion of each home 
study required by the licensure process.  Expectations include 
completion of the home study, making arrangements for the license 

applicant to complete the required fire safety course, and 
facilitating completion of the application.  The procedures must be 
completed by April 30, 1994.  

 
Emergency Service Contracts may be utilized for payment of fees to 
complete licensure studies.  A one - time payment will be made for 

completion of initial AFFC licensure.  Completion of licensure 
renewals is the responsibility of the ISLA Provider as an internal 

case management activity.  

 
This policy applies only to ISLA placements in adult foster care 
settings.  

 
The County Soc ial Service Board Office in which the license 
application is made should be given the first opportunity to do the 

licensure study.  If they decline, it can be contracted to the ISLA 
Provider or to another qualified individual or entity.  
 

RH:rlw  
c:  Lori Wi ghtman  
    Larry Wagner  

 
 
 

 
 
 

 
 

DDD- PI - 046  

 
 
 

TO:   Regional DD Program Administrators  

DD Residential Service Providers  



 
FROM:  Sandi Noble, Director  

Developmental Disabilities Division  
 
DATE:  October 12, 1993  

 

SUBJECT: Application for Adult Family Foster Care Licensure  
 

 
Prior to 11 - 1- 93, all family providers of ISLA services must complete 
application for Adult Family Foster Care Licensure.  Continued service 

through the ISLA Program in family provider settings will require that 
each home be licensed accor ding to North Dakota Century Code 50 - 11 and 
ND 50 - 11 and ND Administrative Code Chapter 75 - 03- 21.  

 
Application for Adult Family Foster Care can be initiated by 
submission of SFN 1013 (copy attached) to the County Social Service 

Office.  Final determination s on licensure are made by the Regional 
Human Service Centers.  
 

Recent rule changes for Adult Family Foster Care allow exceptions to 
previous requirements for fire and safety inspections of homes  
(OHS- PI - 93- 17 attached), but participation in a fire preven tion and 

safety training course is now required.  A packaged presentation of an 
acceptable fire prevention and safety training course is available.  
(Contact your Regional Social Service Representative to access 

training materials.)  
 
This policy applies on ly to residences in which an individual 

receiving ISLA services lives in a home owned, leased, or otherwise 
controlled by someone other than the individual receiving services.  

The intent is to ensure that residences in which ISLA service 

recipients may li ve -  but do not own or lease -  meet acceptable safety 
and sanitation standards.  
 

Since the licensure process may involve delays beyond the control of 
the applicant, there is no specific deadline for licensure.  However, 
application  must be completed 11 - 1- 93.  Those homes in which 

application is completed by 11 - 1- 93, will continue to be eligible to 
provide ISLA services and receive reimbursement beyond that date as 
long as licensure determination is not unduly delayed due to 

circumst ances within the control of the applicant.  
 
This policy issuance does not  change service delivery and 

reimbursement from (SLA to the Adult Family Foster Care Program 
format.  
Copies of NDCC 50 - 11 and NDAC 75 - 03- 21 are available through Regional 

DD Offices.  
 
SN:rlw  

c:  Larry Wagner, Aging Services  
    Regional Social Services Representatives  
 
 
 
 
 

  



STEP ONE/LICENSE APPLICATION TO PROVIDE ADULT FAMILY (FOSTER) CARE  
North Dakota Department of Human Services  

SFN 1013 (Rev. 10 - 85)  
 

IMPORTANT INFORMATION: PLEASE READ! 
We ask that you complete Step One of the application so that 
we might better understand you, your home, your situation, 

and your interests. The application process including home 

visits and interviews is designed not only to determine if 
you me et minimum licensing requirements, but also to provide 

information that will be useful in making future placement 
decisions.  The following steps must be completed and 
documentation must be received  by the agency in order for 

your application to be consid ered complete and received by 
the agency:  
 

Step One:  This document.  (SFN 1013)  
Step Two:  Report of Inspection/fire and Safety. (SFN 970)  
Step Three:  Receipt by agency of reference letters. (SFN 

1016, if used)  
Step Four:  Medical History Self - Declaration Form.  (SFN 
1017)  

 
The Department of Human Services has sixty days from the date 
of completion of these steps in which to make a decision on 

your application.  Upon notice to you, the Department may 
take an additional forty - five days in wh ich to make its 
decision.  Due to the time limits, you may be contacted 

regarding interviews and visits before the steps of the 
application have been completed.  

TO:  Applicant  
 
 

 

FROM:  County Social Service Board  

 
 

Street Address  
 
 

City                       ND    
Zip Code  

 
 

By:  
 
 

Position:  
 

Telephone:                    
Date:  

 
 
 

1.Address ï Street Address  
 

City  State  Zip  Telephone Number  

2. Persons In Household  
 

Household Member  Name Relationship to 
Family  

Sex Birthdate     Education  

Head of Household 
(a)  

     

Spouse            

(b)  

     

Children or       
(c)  
Other Relatives   

(d)  
                  
(e)  

                  
(f)  
                  

(g)  

     

     

     

     

     

Other Persons     

(h)  
                  
(i)  

                  
(j)  
                  

(k)  

     

     

     

     

 

Do all members of the household know about and agree to the application?  
 
 

What is the experience of your family in boarding or caring for children or adults?  (Please 
describe)  
 

 
 
 

Has any member of the family been employed in caring for or working with people?  (Please 
describe)  
 

 
 

 

Do any members of the household have any physical or mental problems or impairments that limit 
their ability to provide care?  (Describe briefly)  



 

 
 
Is any member of the household under treatment by a physician at this time?  (Please specify 

briefly)  
 
 

 

What is your familyôs recreation and interests? 
 

 
 
Would you or any family members be willing to provide transportation for a client to religious 

activiti es and/or attend with that person, if necessary?  
 
 

 
 

 
 
 

3.  EMPLOYMENT:  List employed person(s) in household  
 

NAME OCCUPATION NO. HOURS/WORKED WKLY 

 
 

  

 
 

  

 
 

  

 

4.  OTHER HOUSEHOLD INFORMATION 

a.  Check the following items which pertain to your home:  
 

    Ǐ House                      Ǐ Rented                      Ǐ Town 
          Ǐ  Duplex                                                             Ǐ  Owned                                                              Ǐ  Suburban 

    Ǐ  Framed Structure                                           Ǐ  Other Occupancy                                              Ǐ  Residential Area 

    Ǐ  Brick or Stone                                                Ǐ  Farm                                                                  Ǐ  Commercial Area 

    Ǐ  Other Structure                                              Ǐ  Rural 

 
 
b.  Please fill in the following items which pertain to your home.  

NUMBER OF: 

Room: Stories:  Stairways:  Bedrooms:  Bathrooms:  

 

c.  What is the general physical condition of your home?  
 
 

d.  Please describe the sleeping and private quarters you intend for the client.  (Includes size, 
location, furnishings, beds, etc)  

 

 
 
e.  What is the distance of your home from the nearest town or business area?  (approximate 

mi les)  
From the nearest doctor or hospital?  

 

 
 
f.  Please describe transportation from your home.  

 
 
 

g.  What pets live with your family?  
 
 

 
h.   Would you have difficulty providing care to the following persons as a member of your 

household?  

   YES   NO  Perhaps     YES   NO Perhaps  

Elderly     Smoker     

Mentally Retarded     Other (Specify):     

Mentally Ill         

Physically Disabled         

Wheelchair User         

Cane or Walker User         

Diabetic         

Epileptic         



Requires Special Diet         

Please  describe the type of person you would prefer for placement in your home.  
 

 
 

5. REFERENCES:  Provide three references unrelated to your family who we may contact about your 
application.  

NAME ADDRESS Telephone No.  

1.    

2.    

3.    

 

Head of Household Signature  Date  
 

Spouseôs Signature (if married) Date  
 

 
 

Original ï Human service center  
Canary ï County social service board  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 



 
 



 
 


