
Tribe Social Services

FOSTER HOME LICENSE

This is to certify that

____________________________________________________________________________________________________________
Name(s)

Is/are licensed to maintain a foster home at

____________________________________________________________________________________________________________
Address:  Street



City


State


Zip Code


County

Issue Date:__________________

Expiration Date:_______________________
Licensee(s) is/are CERTIFIED AS MEETING ALL LICENSING STANDARDS

By the Tribe Social Services Department
Address

Phone: 

This License is Not Valid for any Person(s) or Address not Shown on its Face.  This License is Valid for One (1) Year from Date Issued
______________________________________________


______________________________________________
                Governor



Date


         Lieutenant Governor

Date

