
	In The Court of Common Pleas of Westmoreland County Pennsylvania 
Clerk of the Orphans’  Court

BIRTH PARENT AUTHORIZATION TO RELEASE INFORMATION and REQUEST CONTACT FORM
Clerk of the Orphans’ Court,  2 North Main St., Greensburg, Pa. 15601

Completing this form is voluntary, however we encourage you to provide as much information as you can.  You may choose to 1) release information that will identify you to your birth child or their family, or 2) contact with specific individuals.  Please type or print in black or blue ink. Each birth parent who reports information must complete a separate form for each child placed for adoption. If you don’t know or are unsure about an answer, leave it blank.
Please check the appropriate choice below: 

(   I am providing family information for the first time.   (  I am updating family information previously submitted.

	Please indicate your relationship to the child for whom you are completing this information
· Birth Mother                      ( Birth Father
REGISTRATION INFORMATION
I. Birth Parent’s Personal Information

BIRTH PARENT’S NAME (First, Middle, Last)

PREVIOUS NAMES  Include Maiden Name, Nickname, Aliases 

(First, Middle, Last)
DATE OF BIRTH (MM/DD/YYYY)

 (AREA CODE) DAYTIME TELEPHONE 
(           ) 
STREET ADDRESS
CITY

STATE

ZIP



	Ii.  Child’s Information

	CHILD’S CURRENT NAME
	CHILD’S NAME RECORDED ON ORIGINAL BIRTH CERTIFICATE (First, Middle, Last)

	
	

	DATE OF BIRTH (MM/DD/YYYY)
	
	GENDER
	(  MALE    ( FEMALE

	PLACE OF BIRTH
	COUNTY
	CITY / MUNICIPALITY
	STATE
	HOSPITAL (if applicable)

	
	
	
	
	

	WHERE PARENTAL RIGHTS WERE TERMINATED

(City/County, State)
	DATE PARENTAL RIGHTS WERE TERMINATED (MM/DD/YYYY)

	
	

	AUTHORIZATION TO RELEASE IDENTIFYING INFORMATION

	You may select as many or as few of the choices listed below as you wish.  I agree to release identifying information to the individuals checked below:

	(  My birth child (when he or she turns 18)            

(  My birth child’s adoptive parents  

(  My birth child’s legal guardian  
(  My birth child’s descendants                
	(   My birth child’s birth grandparents provided my birth child is at least 21 or is adjudicated incapacitated or deceased    

  (   My birth child’s birth siblings if both are 21 

	Even if you choose to release identifying information to your birth child, you may specify that you do or do not wish contact.  

(    I wish to have contact with my birth child.  (    I do not wish to have contact with my birth child.

	I understand that by my signature below, I am agreeing to the release of identifying information to the people checked above.  I may change this consent at any time by updating this form.       

	Signature of  Birth Parent
	
	Date
	


	REGISTRATION INFORMATION

	II. Birth Mother’s Personal (Identifying) Information

	BIRTH MOTHER’S NAME (First, Middle, Last)
	PREVIOUS NAMES 
Include Maiden Name, Nicknames, Aliases (First, Middle, Last)

	
	
	
	

	DATE OF BIRTH (MM/DD/YYYY)
	 (AREA CODE) DAYTIME TELEPHONE 

	
	(           ) 

	STREET ADDRESS
	CITY
	STATE
	ZIP

	
	
	
	

	Birth Mother’s Background Information (Non-Identifying)

	Highest Grade Level Achieved
	(  High School           ( Some College                (  College           (  Graduate Degree  

	I would describe myself as:
	(  Lower Income        ( Middle income               (  Upper Income

	Marital Status
	(  Single (  Married  (  Divorced  (  Widowed

	Children
	(  Boy  # ______________          (  Girl   # _____________

	RACE / ETHNICITY (Check all that apply)

	(  American Indian/Alaska Native  (  Asian   ( African American / Black  (  Native Hawaiian / Pacific Islander   (  White

(  Other: _______________                             Ethnicity Hispanic:  (  Yes (  No

	HEIGHT
	WEIGHT
	EYE COLOR
	HAIR COLOR
	HAIR TYPE

	
	
	
	
	(   CURLY    (  STRAIGHT

	COMPLEXION
	HANDEDNESS

	(  Light     ( Olive     (  Medium     (  Dark
	· Right Handed     (  Left Handed

	Birth Mother’s Other Children – (Identifying) Use Additional Page if Needed

	 Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Father’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Father’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Father’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Father’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender    

 (  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Father’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Father’s Name
	


	III. Birth Father’s Personal (Identifying) Information

	BIRTH FATHER’S NAME (First, Middle, Last) 
	PREVIOUS NAMES 
Include Nicknames and Aliases (First, Middle, Last)

	
	

	DATE OF BIRTH (MM/DD/YYYY)
	 (AREA CODE) DAYTIME TELEPHONE 

	
	(           ) 

	STREET ADDRESS
	CITY
	STATE
	ZIP

	
	
	
	

	Birth Father’s Background Information (Non-Identifying)

	Highest Grade Level Achieved
	(  High School           ( Some College                (  College           (  Graduate Degree  

	I would describe myself as:
	(  Lower Income        ( Middle income               (  Upper Income

	Marital Status
	(  Single (  Married  (  Divorced  (  Widowed

	Children
	(  Boy  # ______________          (  Girl   # _____________

	RACE / ETHNICITY (Check all that apply)

	(  American Indian/Alaska Native  (  Asian   ( African American / Black  (  Native Hawaiian / Pacific Islander   (  White

(  Other: _______________                             Ethnicity Hispanic:  (  Yes (  No

	HEIGHT
	WEIGHT
	EYE COLOR
	HAIR COLOR
	HAIR TYPE

	
	
	
	
	(   CURLY    (  STRAIGHT

	COMPLEXION
	HANDEDNESS

	(  Light     ( Olive     (  Medium     (  Dark
	· Right Handed     (  Left Handed

	Birth Father’s Other Children – (Identifying) Use Additional Page if Needed

	 Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Mother’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Mother’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Mother’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Mother’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender    

 (  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Mother’s Name
	

	Placed for Adoption

(  Yes  (  No
	Name
	
	Gender     

(  MALE    ( FEMALE
	Date of Birth
	

	City, State
	
	Mother’s Name
	


	IV.  Pregnancy, Birth and Early Childhood History (Birth Mother only – Non-Identifying)

	AGE AT FIRST MENSTRUAL PERIOD  
	IF APPLICABLE, AGE AT MENOPAUSE  
	NUMBER OF PREGNANCIES

	
	
	

	NUMBER OF LIVE BIRTHS
	NUMBER OF MISCARRIAGES
	MULTIPLE BIRTHS

	
	
	· TWINS     ( TRIPLETS 

· OTHER______________

	HISTORY OF REPRODUCTIVE SYSTEM PROBLEMS

	(   YES  (IF YES, check all that apply below)                                                                                                                             (   NO  

(  Irregular Periods    (   Painful Periods    (  Fibroid Tumors (Benign)   (  Ovarian Cysts (Benign)  

(   Endometriosis       (  Other: ___________________________________________________________________

	THE QUESTIONS BELOW PERTAIN SPECIFICALLY TO THE PREGNANCY FOR THE CHILD IDENTIFIED IN SECTION I.

	COMPLICATIONS DURING THIS PREGNANCY   (   YES   (If YES, check all that apply below)                                           (   NO

	(  BLEEDING       (   TOXEMIA         (   URINARY TRACT INFECTIONS        (  GESTATIONAL DIABETES

( OTHER___________________________      (  OTHER ______________________________

	ANY INJURY DURING PREGNANCY?                   (   YES  (If YES, describe below)                                                            (   NO

	

	X-RAY PROCEDURES DURING PREGNANCY?    (   YES   (If YES, Month of Pregnancy: ______________)                    (   NO

	If YES, purpose of X-Ray

	DISEASES DURING PREGNANCY?                        (   YES  (If YES, List Below)                                                                  (   NO

	DISEASE
	TREATMENT

	
	

	
	

	LENGTH OF PREGNANCY
	· PREMATURE: NUMBER OF WEEKS EARLY     ______________

· FULL-TERM

· POST-TERM: NUMBER OF WEEKS LATE         _______________

	TOBACCO USE DURING PREGNANCY
	       (   YES   If YES, Average Number of Cigarettes Daily __________     (   NO

	ALCOHOL USE DURING PREGNANCY
	       (   YES  If YES, Average Number of Drinks Weekly ____________    (   NO

	LIST OVER-THE-COUNTER, PRESCIPTION, LEGAL AND ILLEGAL DRUGS TAKEN DURING PREGNANCY

	
	
	

	
	
	

	
	
	

	DURATION OF LABOR
	HOURS:________
	TYPE OF DELIVERY
	(   SPONTANEOUS     (   BREECH   

(   FORCEPS               (   CAESAREAN

	COMPLICATIONS DURING DELIVERY    (   YES    If YES, Describe Below                                                                         (   NO

	


	V.  FAMILY MEDICAL HISTORY (Non-Identifying)

	This section applies only to the birth family member who is completing this form and his or her blood relatives.

· Check SELF if medical condition applies to the BIRTH PARENT who is completing this form.

· Check FAMILY if medical condition applies to a blood relative of the birth parent.

· When FAMILY is checked, complete the RELATIONSHIP TO BIRTH PARENT column.

· Indicate if family member is a maternal (birth parent’s mother’s side) or a paternal (birth parent’s father’s side) relative.

	MEDICAL CONDITION

(Check all that apply)
	S

E

L

F
	F

A

M

I

L

Y
	RELATIONSHIP TO ADOPTEE
	
	MEDICAL CONDITION

(Check all that apply)
	S

E

L

F
	F

A

M

I

L

Y
	RELATIONSHIP TO ADOPTEE

	ALLERGIES

	Environmental
	
	
	
	
	Food
	
	
	

	 Plant
	
	
	
	
	Drug/Chemical
	
	
	

	 Animal
	
	
	
	
	Other (Specify)
	
	
	

	EAR & EYE CONDITONS

	Cataracts
	
	
	
	
	Far-sighted
	
	
	

	Glaucoma
	
	
	
	
	Astigmatism
	
	
	

	Color Blindness
	
	
	
	
	Deaf

   (  Hereditary

   (  Non-hereditary

Type

   (  Partial

   (  Total
	
	
	

	Blindness (Cause)

   (  Hereditary

   (  Non-hereditary

Type

   (  Partial

   (  Total
	
	
	
	
	
	
	
	

	
	
	
	
	
	Other (Specify)
	
	
	

	BLOOD, HEART & CIRCULATORY CONDITIONS

	Heart Attack
	
	
	
	
	Anemia
	
	
	

	Stroke
	
	
	
	
	Hemophilia
	
	
	

	Hardening of the Arteries
	
	
	
	
	Sickle Cell Anemia
	
	
	

	Blood Clots in the Legs
	
	
	
	
	Other (Specify)
	
	
	

	High Blood Pressure
	
	
	
	
	

	BRAIN & NERVOUS SYSTEM CONDITONS

	Alzheimer’s Disease
	
	
	
	
	Migraine Headaches
	
	
	

	Multiple Sclerosis
	
	
	
	
	Huntington’s Disease
	
	
	

	Epilepsy & Other Seizure or Convulsive Conditions
	
	
	
	
	Tourette’s Syndrome
	
	
	

	Cerebral Palsy
	
	
	
	
	Other (Specify)
	
	
	

	Parkinson’s Disease
	
	
	
	
	

	HORMONAL DISORDERS

	Diabetes
	
	
	
	
	Other (specify)
	
	
	

	Thyroid Disorder (Specify)

( Overactive Thyroid

( Underactive Thyroid

( Goiter

( Iodine Deficiency
	
	
	
	
	Pituitary Gland Disorder (specify)

( Excessive hormone

( Reduced hormone

( Growth hormone 

     deficiency
	
	
	


	INTELLECTUAL & DEVELOPMENTAL CONDITIONS

	MEDICAL CONDITION

(Check all that apply)
	S

E

L

F
	F

A

M

I

L

Y
	RELATIONSHIP TO ADOPTEE
	
	MEDICAL CONDITION

(Check all that apply)
	S

E

L

F
	F

A

M

I

L

Y
	RELATIONSHIP TO ADOPTEE

	Down Syndrome
	
	
	
	
	Pervasive Developmental Disorder or Autism
	
	
	

	Mental Retardation (Cause)

( Hereditary

( Non-hereditary
	
	
	
	
	Learning Disorders (Specify)

( Dyslexia (reading)

( Dysgraphia  

    (writing)

( Minimal brain 

    damage
	
	
	

	Speech/Communication Disorders (Cause)

( Brain damage

( Developmental delay

( Structural abnormality  

    (mouth)
	
	
	
	
	Other (Specify)
	
	
	

	MENTAL & BEHAVIORAL CONDITONS

	Schizophrenia
	
	
	
	
	Attention Deficit Disorder (ADD)
	
	
	

	Anxiety Disorder
	
	
	
	
	Attention Deficit Hyperactivity Disorder 

(ADHD)
	
	
	

	Major Depressive Disorder
	
	
	
	
	Drug Abuse
	
	
	

	Bipolar Disorder (manic depressive)
	
	
	
	
	Post-Traumatic Stress Disorder
	
	
	

	Alcoholism
	
	
	
	
	Anorexia Nervosa
	
	
	

	Obsessive Compulsive Disorder
	
	
	
	
	Other (Specify)
	
	
	

	GASTROINTESTINAL URINARY SYSTEM CONDITIONS

	Kidney Disease (Cause)

( Hereditary

( Non-hereditary
	
	
	
	
	Gall Bladder Disorder

( Gall Stones

(  Infection

(  Tumor
	
	
	

	Liver Dysfunction (Cause)

( Hereditary

( Non-hereditary
	
	
	
	
	Diverticulitis
	
	
	

	Ulcers
	
	
	
	
	Other (Specify)
	
	
	

	Ulcerative Colitis/ Crohn’s Disease
	
	
	
	
	

	CANCER

	Blood (Leukemia)
	
	
	
	
	Hodgkin’s Disease
	
	
	

	Colon
	
	
	
	
	Pancreas
	
	
	

	Prostate
	
	
	
	
	Liver
	
	
	

	Uterine
	
	
	
	
	Ovarian
	
	
	

	Breast
	
	
	
	
	Cervical
	
	
	

	Lung
	
	
	
	
	Stomach
	
	
	

	Skin
	
	
	
	
	Throat
	
	
	

	Bone
	
	
	
	
	Other (Specify)
	
	
	

	Brain
	
	
	
	
	

	GENETIC CONDITIONS

	MEDICAL CONDITION

(Check all that apply)
	S

E

L

F
	F

A

M

I

L

Y
	RELATIONSHIP TO ADOPTEE
	
	MEDICAL CONDITION

(Check all that apply)
	S

E

L

F
	F

A

M

I

L

Y
	RELATIONSHIP TO ADOPTEE

	Muscular Dystrophy
	
	
	
	
	Marfan’s Syndrome
	
	
	

	Spina Bifida
	
	
	
	
	Tay-Sachs Disease
	
	
	

	Club Foot
	
	
	
	
	Hare Lip
	
	
	

	Dwarfism
	
	
	
	
	Cleft Palate
	
	
	

	Cystic Fibrosis
	
	
	
	
	Other (Specify)
	
	
	

	OTHER CONDITIONS

	High Cholesterol
	
	
	
	
	Obesity
	
	
	

	Exposure to Chemicals & Toxic Materials (Specify)
	
	
	
	
	Lupus
	
	
	

	Arthritis
	
	
	
	
	Other (Specify)
	
	
	

	Asthma
	
	
	
	
	


	I certify that the above information is accurate and complete to the best of my knowledge and belief and submitted as true and correct under penalty of law (section 4904 of the Pennsylvania Crimes Code).  Further, I understand that it is my responsibility to notify the registry of any change in my address of submitted information.

	Signature
	
	Date
	



