
CFS 402-01 
4/2009 State of Illinois 

Department of Children and Family Services 
 

WAIVER OF LICENSING STANDARDS FOR FOSTER FAMILY HOMES 
PART 402 

 
SECTION BELOW TO BE COMPLETED BY LICENSING STAFF 

 
Standard to be waived [# and letter(s)]:   
 
Reason that the standard cannot be met:   

 
 
Does the waiver require a clinical review?  (Please see Appendices B & C of Rule 402.):   
 
Name(s) of foster parent(s):  

Mailing Address:  

 
 

Foster Home Provider ID #:    Day Care Provider ID # (If applicable.):   
 

License Capacity (Verify on LC-02.):    Region foster home is located in:   
 
Licensing Agency:  

Mailing Address:  

 
 

Licensing Representative:    Phone #:   
 

Date of last licensing monitoring visit:  (Must be within 14 days.)   
 

Visit completed by:     (*Please attach licensing home visit record.) 
 
Has the foster parent(s) ever been placed on hold?     If so, why?:   
 

(Please attach previous hold request and the subsequent hold release, if applicable.) 
 
What is the age and health of the foster parent(s)?  (Attach the most recent CFS 602 Medical Examination Form.):   

 
 
Does the foster parent work?     If so, number of hours per week and name of child(ren)’s caregiver during work hours: 

 

 
 
Has the foster parent ever cared for this number of children?     If so, please give a brief explanation:   

 

 
 
Give a detailed explanation as to why you feel the foster parent is exceptional enough to manage this situation:   

 

 

 

 

 

 

 



SECTION BELOW TO BE COMPLETED BY CASE MANAGEMENT STAFF 
 
LIST ALL CHILDREN 0-18 YEARS OLD WHO LIVE IN THIS FOSTER HOME:  (Include biological, foster and adoptive; 
note the child’s relationship to foster parent below.) 
 

 

Name Sex Date of 
Birth Age DCFS ID# Relationship Specialized Placement 

Date 
        
        
        
        
        
        
        
        
        

Are any children specialized?     If so, list the child(ren)’s diagnosis/behavior(s) and what services is the child(ren) are 
receiving (diagnosis, counseling, medication, therapies, and so forth): 
 

 

 

 

 
 
 
LEADS/SACWIS: 
 
Please attach the current (within 14 days) LEADS/SACWIS for all adults and teenagers 13 and older residing in the foster home. 
 
Are there any positive hits?     Provide a written explanation for any positive hits: 

 

 

 

 
 
 
SLEEPING ARRANGEMENTS: 
 
List number of bedrooms for the children in the home:   
 
List number of beds in each of the bedrooms:   

 
 
List names of children matched with his or her bedroom:   

 

 

 

 

 

 

 



When completed, please Fax this form to the Director’s Office at 312-814-9408 

SECTION BELOW TO BE COMPLETED BY CASE MANAGEMENT STAFF 
 
FOSTER CHILD THIS REQUEST PERTAINS TO:  (Attach One Copy for Each Child Seeking a Waiver.) 
 
Name:    DOB:   
 
DCFS ID#:    Traditional or Specialized:   
 
Current Goal:   
 
Potential placement date:   
 
Mother’s parental rights terminated?   Yes   No Father’s parental rights terminated?   Yes   No 
 
Case Manager:    Phone #:   
 
Agency:   

Mailing Address:  

 
 
If specialized, what is the child’s diagnosis/behavior(s), and what services is the child receiving (diagnosis, counseling, 
medication, therapies, and so forth): 
 

 

 

 

 
 
With whom is the child currently placed?   

 

 
 
Specific reason for the child’s removal:   

 

 
 
Explain why the waiver is in the best interest of the foster child:   

 

 

 

 

 

 

 
 
Explain the specific services your agency plans to provide to this foster home and child(ren) that will preserve this placement: 

 

 

 

 

 

 

 



When completed, please Fax this form to the Director’s Office at 312-814-9408 

PLEASE PROVIDE THE FOLLOWING NAMES, COMPLETE MAILING ADDRESSES, and FAX NUMBERS: 
 
Biological Parents  (Mark N/A if all parental rights have been terminated.):   
 
State’s Attorney:   
 
Guardian ad Litem:   
 
 

SECTION BELOW TO BE COMPLETED BY STAFF WHO RECOMMENDED THE WAIVER 
Case Management signatures must be secured for ALL children placed in the home, not just the waived child(ren). 

 
Foster Parent(s) Name:     Provider ID#:     Date:   
 
Case Management:  
 
  
Typed Name Signature Agency’s Name Child’s Name 
 
Case Management Supervisor:  
 
  
Typed Name Signature Agency’s Name Child’s Name 
 
Case Management:  
 
  
Typed Name Signature Agency’s Name Child’s Name 
 
Case Management Supervisor: 
 
  
Typed Name Signature Agency’s Name Child’s Name 
 
Licensing worker:    
 Typed Name Signature Date 
 
Licensing supervisor:    
 Typed Name Signature Date 
 
Program director:    
 Typed Name Signature Date 
 
DCFS Clinical Manager*:    
(Or clinical designee) Typed Name Signature Date 
 
* When clinical approval is required, the Regional Administrator or appropriate designee in the Division of Monitoring will 

contact the appropriate clinical manager for approval. 
 
PRIVATE AGENCIES: DCFS: 
 
For Private Agency Licensed Homes the following signature 
is required: 
 
   Approved   Denied 
 
 
 
 
____________________________________________________ 
Deputy Director Signature Date 
 
 
 

For DCFS Licensed Homes the following signatures are 
required: 
 
   Approved   Denied 
 
____________________________________________________ 
Regional Licensing Manager Signature Date 
 
Regional Administrator in the region responsible for case 
management: 
 
____________________________________________________ 
Regional Administrator Signature Date 

 


	WAIVER OF LICENSING STANDARDS FOR FOSTER FAMILY HOMES
	PART 402
	SECTION BELOW TO BE COMPLETED BY LICENSING STAFF
	SECTION BELOW TO BE COMPLETED BY CASE MANAGEMENT STAFF
	SECTION BELOW TO BE COMPLETED BY CASE MANAGEMENT STAFF
	SECTION BELOW TO BE COMPLETED BY STAFF WHO RECOMMENDED THE WAIVER


	Text1: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text81: 
	Text32: 
	Text39: 
	Text46: 
	Text53: 
	Text60: 
	Text67: 
	Text74: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text106: 
	Text107: 
	Text105: 
	Text143: 
	Text142: 
	Text141: 
	Text140: 
	Text139: 
	Text138: 
	Text137: 
	Text136: 
	Text135: 
	Text134: 
	Text133: 
	Text132: 
	Text131: 
	Text130: 
	Text129: 
	Text128: 
	Text127: 
	Text126: 
	Text125: 
	Text124: 
	Text123: 
	Text122: 
	Text121: 
	Text120: 
	Text119: 
	Text118: 
	Text117: 
	Text116: 
	Text115: 
	Text114: 
	Text113: 
	Text112: 
	Text111: 
	Text110: 
	Text109: 
	Text108: 


