Catholic Charities Inc.

ADOPTION REUNION REGISTRATION

Applicant’s name: ________________________________________________________ 




First


Middle


Last

Address:
     _________________________________________________________ 




Apt./House/Street number

City/Town/State/Zip Code

Phone:

     _________________________
E-mail:________________________ 

Please indicate if you are:     __Adult Adoptee   __Birthparent   __Adoptive parent of 








           under-age child

__Relative of deceased birth parent   __Other:___________________________________ 
Applicant’s name (At the time of child’s birth, if known or different from above)

________________________________________________________________________ 

First




Middle



Last

________________________________________________________________________ 

PART - 1
· If you are an ADOPTEE please complete the following:

Date of birth: (M/D/Y) ______/_______/________   Place of birth:__________________ 
Name of adoptive parent (s) at the time of adoption:

Father:

____________________________________________________ 



First 


Middle


Last

Mother:
____________________________________________________ 



First


Middle


Last

Are you aware of any biological siblings?

__Yes

__No

Name:
________________________________
Age of D.O.B.__________________ 


________________________________


__________________ 

________________________________  


__________________ 


________________________________ 


__________________ 

With whom do you wish to establish contact?

__Biological mother
__Biological father   __Adopted Sibling   __Non-adopted sibling

· If you are a BIOLOGICAL PARENT please complete the following:
Name(s) of biological parent(s) at the time of child’s birth:

Mother:
____________________/_______________________ D.O.B__________



 (Maiden name)              /          (Married name)

Father:

____________________________________________ D.O.B._________ 



First

Middle


Last

Father married to mother
__Yes
__No
Names of child/ren about whom you wish to establish contact:  

Name:
____________________________     Gender____   Age or D.O.B.____________ 


____________________________

 ____                         ____________ 


____________________________ 

 ____                         ____________ 


____________________________ 

 ____                         ____________ 

· If you are an ADULT SIBLING please complete the following:

Names and birth dates of siblings about whom you wish information: 

Name:
____________________________     Gender____   Age or D.O.B.____________ 


____________________________

 ____                         ____________ 


____________________________ 

 ____                         ____________ 


____________________________ 

 ____                         ____________ 

(Consent of biological parent is required on a separate registry form)
Name of biological parents at the time of adoptee’s birth

Mother:
_____________________________  D.O.B.________________ 



First


Last

Father:

_____________________________  D.O.B.________________



First


Last

If you are related to the child/ren, please provide further information about yourself that may be helpful in processing this application including how you are related:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

________________________________________________________________________ 

PART 2-Consent

I certify that the information in this application is accurate to the best of my knowledge and I hereby give my consent to the agency listed below to release my current name and address in accordance with Connecticut Public Act 87-555 to: ______________________________________________________________________ 
Name and   /  or Relationship
_____________________________ 

____________________       ___________

Applicant’s signature



Notary Public


Date

**Attested the above is a true copy and the signature was acknowledged:

Identification Furnished:

Driver’s License #:

Birth Certificate issued by:

Other:

WITHDRAWL
I wish to withdraw my consent.  ______________________________
____________ 






Signature



Date

REFUSAL TO BE IDENTIFIED

I do not wish to be contacted should my child make such a request.

____________________________________

_______________

Signature






Date

*For records to remain up to date please advise this office of any changes in address or telephone number.

*Should you require non-identifying information or a search, you must submit a separate request in writing.

Forward this application to:
Catholic Charities Inc.

2433 Main Street-Suite 6

Rocky Hill, CT  06067
(Revised 12/5/2006)
