GOVERNMENT OF THE DISTRICT OF COLUMBIA
Child and Family Services Agency
i

MARYLAND EMERGENCY TEMPORARY LICENSE PACKET

Maryland Emergency- -Packets cannot be processed for

EMERGENCY TEIV[P_Q_RARY PROV]DER’S NAME

Social Worker’s Name Telephone Number

Supervisory Social Worker = Telephone Number -

Policy allots 48 hours for this review and determination. (THESE 48 HOURS ARE ONLY
RELEVANT IF ALL: THE DOCUMENTATION REQUESTED IS INCLUDED IN THE PACKET
UPON RETURN AND THERE ARE NO QUESTIONS OR CONCERNS) NOTE: The 48 hour
approval period does not begm untll all requlred clearance results have been recelved from the
State of Maryland '

TO BE FILLED OUT AT TIME OF SUBMISSION....

DATE RECEIVED
RECEIVED BY i :
Tamara Smith-Jackson, Staff Assistant
Kinship Family Licensing Unit
COMMENTS:

200 I Street, SE
Washington, DC 20003
202-442-6000



EMERGENCY TEMPORARY LICENSURE TIP SHEET

‘Who is eligible?
Residents residing in Maryland who meet the specifications of being a Kinship Care Provider.
Please noté that for the purposes of this Maryviand Pilot Program. ouly children who are case

mianaeed by CFSA4 are elicible to be placed through this process. When the Ticense is granted, the

case must be transfereed back to CFSA.

How do ] initiate the Process?

An assioned social worleer can initiate this process by downloading an Emergency Packet
from the intranet or contacting Tamara Smith-Jacksor on 202-727-3893. Once a packet has
been obtainied by the social worker, that worker then completes the packet along with the
prospective provider. Once completed, the worker submits the packet to Tamara Smith-
Tackson,. 200 I Street, SE.

THE FOLLOWING FORMS ARE INCLUDED IN THE PACKET
Please review these forms with your client! 11!

Adoption & Foster Care Application. This form must be filled out completely by the
worker

The Kinship Foster Care Referral Form. This form must be filled out completely by
the worker

The Application for Temporary License to Operate a Foster Home. Workers
nlease note, vou must allow prespective providers to read this form., They must realize that

signing this form commits them o completing the process for full licensure which imcludes.
attendine 30 hours of trainineg—held during the evening hours!iiiiil

Agency Form.
Policy on Discipline and Corporal (Physical) Punishment. This form must be
signed by perspective provider(s).

Relative Affidavit. If Applieable). This form needs to be notarized. This form is only
utilized to denote relationship to the child and should be submitted when the prospective
provider is not biologically related to the childichildren. This form 'must be completed by the
biological parent or another viable adult family member to denote that the potential provider- ‘has
a previous relationship with the child/children. Again, this form is not needed if the potential
provider is biologically related to the child to be placed.
200 T Street, SE
‘Washington, DC 20003
202-442-6000




6. Interstate Identification Index (Triple I) File Check Request Form. Notarization
is not mandatory if witnessed by a CFSA Social Worker. The Triple I form must be completed
by all household members 18 vears or older in its entirety and submitted along with the
Emergency Temporary Packet. A separate form must be filled out for each household
member who needs to be checked.

o All household members, 18 and older, will be contacted by phone for
scheduling of live scan (FBI)/fingerprints. This procedure will be done on site
at 200 1 St. SE.

o  All adults MUST make themselves available for fingerprinting before a MD
temporary license approval can be determined.

7. Training Letter. This form is to be signed by the prospective providers agreeing to complete
the PS-MAPP Foster Parent Training. Please note it is the responsibility of the social worker
to make an appropriate assessment as to the availability of the potential provider to attend
training classes. These classes occur mainly in the evening and child care is not provided. A
temp license will not be granted unless this letter is signed.

8. The Assessment Tool for Placement of Children in Kinship Home. This
form is completed by a worker from the Kinship Family

Licensing Unit. This document contains a safety assessment checklist as well as a
clinical narrative on the last page. Please make sure to include sleeping arrangements, ages
and sex of children already residing in the home and those to be placed.

9. The Maryland Child Protection Registry Clearance Form (CPR).
This form must be completed by the Child’s Social Worker for all household members 18 years
of age and older. This form must be notarized. A separate form must be filled out for
each household member. If the applicant has resided in Washington DC within the
past 10 years then the attached DC CPC must also be completed.

200 I Street, SE
Washington, DC 20003
202-442-6000



‘What do 1 do after I complete the packet?

The packet should be submitted to Tamare Smith-Jackson within the Child and Family Services
Aeency, Kinship Family Licensing Unit/Entry Services Division The packet will be logged and
submitted for processing. The policy allots 48 hours for this review and defermination. (THESE
48 HOURS ARE ONLY RELEVANT IF ALL THE DOQCUMENTATION REQUESTED IS
INCLUDED JN THE PACKET AND THERE ARE NG QUESTIONS OR CONCERNS). '

What happens if the prospective parent is denied a license?

If the prospective parent is denied an Emergency Temporary License they do not have a right to
appeal. They will receive a formal denial letter. They do have the option to pursue Regular Kinship
Care Licensure,

‘What happens if the prospective parent is approved for licensure?

If the perspective parent is sranted an Emergency Temporary License, It will be entered in to the
FACES system. It is the responsibility of the worker to dp a placement request fo the Placemen?
Office so that payments can begin, The perspective parent will be expected to gifend the
Mandatory Kinchip Training Classes in there entirety.

##Please note all regulations from DCMR Chapter 60 for Licensing of Foster
Homes as well s COMAR Regulations from the State of Maryland must be
utilized for approval purposes.

“*Please pay special attention to space requirements regarding number of
children, ages, and sex of children.

#* Please pay close attention to number of available bedrooms.

**Please ensiré that prospective providers are able to attend class and complete
the process for full licensure.

GOVERNMENT ©F THE DISTRICT OF COLUMBIA
Child and Famdly Services Agency
200 1 Strest, SE
Washington, DC 20003
202-442-5000



efw'z"s»
Adoption & Foster Care

Application
I am interested in:
{(Please check one) [ ] Foster Care [] Adoption [] Kinship Care
{ Applicant (Parent 1) ' |
Last First Mi DOB Male/Female
Spouse or Partner (Parent 2)
Last First Ml DOB Male/Female
Address
Street Apt # City/Stare Zip
Home Phone . | Email address;
{Parent 1) Work Phone {Parent 2} Work Phone
1. How long have you lived at this address:

2. Do you live within a 25-mile radius of Washington DC? [] Yes ] No

3. Do you reside in Section-8 Housing: [ JYes [ INo or Transitional Housing (JYes [ No
| Personal Information | |

Parent 1 Parent 2

3. Place of Bitth

4. Social Security

5. Religion

6. Highest Grade Completed

7. Race/Ethnic Origin

8. Number of Bedrooms

8. Insurance {check afl thaf you have) ] Life [] Medical [] Auto ] Home

Children at Home |
Name BOB Gender Relationship

A
B
C.
D
E

FLD: 10/07/10 i




Others in Home

Name DOB Gender Relationship
A
B.
C.
D.
E.
___Sources of income
Parent 1 Parent 2

10. Who is-your primary
Employer?
1. Annual Income

(¥ Check all that apply)
0 Employment | | Self-Employment [ ] Social Security/Disability [ IRetirement

[ ssI [] TANF or AFDC ['] Chiid Support [] Other

Marital Status

12, [ Single [} Married [] Separated {] Divorced [IDom. Partner [ ] Widowed [ILGBT Individual/Family {opfional)

If married, date of marriage

Criminal History

13. Do you or anyone in your household have a trial pending for any charge? [ Yes 1 No
If yes, piease explain: _

14, Have you or anyone in your household ever been convicted of acrime?  [] Yes [ No
If yes, please explain:

15. Are you or anyone in your household currently on probation or parole? [ Yes [1 No
if yes, please explain:

16. Have you or anyone in your household ever been investigated for child abuse or neglect?
OYes O No Ifyes, please explain:

FLD: 10/07/10 2




[ . Medical History

17 Does either parent have any health condition for which you are or have recently received treatment? If yes,
please explain:

Parent 1 Yes [ ] No [] Parent 2 Yes [ ] No []

18. Are you currently or have you ever been an adoptive or foster parent? [] Yes [ No
If so, where and when did you adoptffoster? [] DC [ ] MD [1vA [} Yes Other
Date

19. Are you currently applying or have you ever applied to become an adoptive or foster parent through
anctheragency? 0O Yes [ No if yes, please explain and indicate the agency and date
if yes, please explain and indicate the agency and date:

|  About the Child(ren) You Wish to Adont/Foster (check all that applyj |

Age Range Gender Number of Children
[ ) 0-2years [ ] Male 1D one
D 3 — 5 years 0 two
[]5-10years [ ] Female 1 theee
[]10— 15 years . 0 four
[] 15— 18 years ] Either 13 five or more
20. Would you consider fostering or adopting any of the following:
D Children with special medical/emotional needs [] Teenage mothers and their children
Comments/Remarks
Please Sign:

T attest to the best of my knowledge that all of the above information is correct and complete.

Parent 1 Date

Parent 2 ‘ ' Date

FLD: 10/07/10 3




GOVERNMENT OF THE DISTRICT OF COLUMBIA
CHILD AND FAMILY SERVICES AGENCY

KINSHIP FOSTER CARE, REFERRAL FORM

PLEASE PRINT
(The entire form pust be completed prior o submission).

GENERAL INFORMATION

Date:
Name: Telephone Number
(Referring Social Worker)
Name: Telephéne Number

(Supervisor of Referring Social Worker)

PROSPECTIVE KINSHIP FOSTER PARENT INFORMATION

Name(s): Date of Birth:
{Applicant)
. ; Date of Birth:
Spouse’s Name (If Applicable)
Address:
Home Telephone: Work Telephome:

MName of Children:

Relationship t6 Child(ren):

Is this a court ordered referral/commitmennt? Yes No

(If yes, atiach a copy of the court order) i 0

Name of Judge: Next Court Hearing / 7
Name of Guardian Ad Litem: ‘Telephone Number:

Kinship Foster Care Referral Formt {Dec2007)



Program Area

Case Name:

Reason for Referrai:

Wimber of People in Home:

Number of Bedrooms in the Home:

Have Child Protection, Poli¢cs and FEI Clearances been completed
for all adults in the home over eighteen (1§) years of age? 0 Yes 0 Mo

Did Child Protection, Police or FBI Clearances show a history of
¢hild abuse/neglect or a criminal conviction? 0 Yes 1 No

If ves, please explain:

List Place(s) of Employment:

Approximate Anmual lncome: 3
List all sourees and amounts of other income
$
$.
$
Total Other Income: $




List all individuals residing in the potential foster parent’s home and relationship to the applicants.

NAMES: AGE: RELATIONSHIP:

BIRTH PARENT INFORMATION

Name of Mother:

Address:

Home Telephsz_le: Work Telephone:

Name of Father:

Address:

‘Home Telephone: Work Telephone:

Do birth parents support Placement Plan? [ Yes 00 Ne

I no, please explam:

Do birth parents support Permanency Goals? 0 Yes O No

If no, please explain:




CLIENT INFORMATION

Please complete the table below by providing the following information for each child:
Name, Date of Birth, Current Placement, Legal Status and Permanency Goal. For
Pérmanency Goal, please use the following key: R-Reunification with Parent; AD-
Adoption; LC-Legal Custody; IL-Independent Living; or LTFC-Long Term Foster

Care
7 _ BDATEQF | CURRENT EECAL PERMANENCY
NAME OF CHILD BIRTH | PLACEMENT | STATUS GOAL
Is the children) currently living with the potential foster family 1 Yes 0ONe
Can the 2bove permanency goal be reached in fifteen (75) months? O Yes 0 No

1fno, please explain:




DISPOSITION

THIS SECTION IS FOR AGENCY USE ONLY

Date Assigned for Training:

Training Commencement Date:

Training Completion Date:

Did Applicant Complete Training? [0 Yes 0 No

Notes:




GOVERNMENT OF THE DISTRICT OF COLUMBIA
Child and Family Services Agency
.
33 '

e

APPLICATION FOR TEMPORARY LICENSE TO OPERATE A FOSTER
HCOME
INSTRUCTIONS:

This form is used fa apply to the District of Columbia Child and Family Services Agency for a
temporary licerse to operate a foster home.

Print or type ail information.

.. Child Information Provide the following information for each child who would be placed in the
temporary foster home (continue on additional pages if needed).

Full Name (last, first, middle) Date of Birtri  Sex

91BN

1l: Applicant Information Provide the following inf
for the temporary license and any significant other i

1. Full name of potential provider 1 .

Last First Widdie

Listall names ever used (maiden, married, alias, efc.; continue on additional pages if needed);

Relzlionship to foster child:

Dats of Birth:
Social Security Number:
Sex

2. Full name of potential provider Z;

Last First Middle

List all names-ever used {miaiden, marmied, afias, elc.; continue on additional pages if needed):

Headquarters: 200 [ Sweet SE & Washington, B.C. 20003 = 202-442-6100
www,cfsade.sov = hitp/de.mandatedreporter-org ¥ www.adoptdckids.org




Relationship to foster child:

Date of Birth:
Social Security Number,

Sex

3. Address;

Sireet ApE

4. Home Phone:

City Stare Zip Code

5. Waork Phone:

8. Cell Phone:

7. E-mail address

Whose:
Whose!

Whose:
Whose:

Whose:
Whosa:,

Hi. Household members (provide the following information for each Housahold member, other

_than the potentiaf provider(s)

Mames Date of Birth

1.

Sex

Relztionship to applicant

Headquarters: 200 I Streat SE = Washington, [NC. 20003 2:202-442-6100
wywiefeadé oov = http:fdc.mandatedreporter.org @ wvrw.adodtdeldds.ore




{ understand and agreet

L

Applicant Signaturs and Atftestation:

ey

o oz e
ik,

l=m applying for a temporary license to operate a foster home in order fo
have the child(ren) ideniified In Part | gbwﬁ placed inmy home.

In order for me 1o receive a temporary license o operate a foster horne | must: receive a
satisfactory criminal records check from the Interstate identification Index System; | comply
with. requirements concerning a Child Profection Register check; receive a satisfactory
safety assessment of my home; and demonstrate the willingness and ability: to provide a
safe and secure environment for a foster child,

in order for me to receive a fermporary license fo operate a foster home all individuals

eighteen (18) years of age or older residing in my home must: receive a satisfactory
criminal records check from the Interstate Identification Index System; and comply with
requirements concerning the Child Protection Register check.

. I a temporary license is issued to me | will actively and promptly take alf steps required for

full foster home licensure.

. A temporary license will pcnnli me to pperate & foster hoine prior to issuance of a full foster

home license to operatea foster home and while T attempt to satisfy the requirements fora
license.

6. A temporary license will expire in one hymdred fifty {150) days from its effective date,

7. A fosterchild who is not kin to me will not be placed in my home while 1 have a temporary

license.

The information in this Application for Temporary License to Operate a Foster Home is true and
correct to the best of my knowledge, information and beliet.

Signature Pmspective Provider 1 Dafe

Signature Prospeciive Provider 2 Deate

Headquariers: 200 T Street SE ® Washington, D.C. 20003 = 202-442-6100
“www.cfiade.oey ® htpe/ide.mandatedreporter.org & www.adepiddiads.ore



GOVERNMENT OF THE DISTRICT OF COLUMBIA
Child and Family Services Agency

AGENCY POLICY ON DISCIPLINE AND CORPORAL (PHYSICAL) PUNISHMENT

Child and Family Services Agency is thandated by law (D.C. Law 2-22- Prevention of Child Abuse
and Neglect Act of 1977) o report child abuse and neglect. According o this law, an abused child is

“3 child under cighteen (18) years of age whose parent, guardian or custodian inflicts or fails to
make reasonab}e efforts to prevent the infliction of physical, mental, and/or sexual abuse or
molestation.” Corporal pumishment means the inflicting of pain or discomfort. Prehibited actions
include, but are nol Jimited to, hitfirig with sny part of the body or with an instrument, pinching;
pulling, shaking, binding a chud forcing him/her to assume an uncomfortable position, or locking
him/her in a room or closet, “Emotional neglect is a significant impairment of the child’s emotional
ability to function adequately and which is caused by action or inaction of person(s) fespongible for
his/her care.” '

This prohibition is in effect whether punishment is spontaneous or a deliberate technigue for
effecting behavior change or part of a behavior management plan.

In addition to being mandated by law, Child and Family Services Agency believes that children who
have been abused {physically and sexually) and peglected, must not be subjected to corporal
-(physzcal} punishment or emotional neglect in foster or adoptive homes. Therefore, the following
policy 1s in effect:

1, Fostet parents, adoptive parents, menibers of their families, volunteers and
other substitute caretakers (who are approved by the fester or adoptive parents and
agency) mav not use corporal (physical) punishment as a disciplinary method.

2

Foster parents, adoptive parents (and others as noted above) may not use emotional
neglect or verbal abuse as a disciplinary method.

L)
¥

Foster and adoptive parents may pot. give others permission te use corporal
punishment toward any child under the supetvision of the agency’s care or
responsibility.

4, Al instances of corporal punishment or emotional neglect must be reported to Child
and Famiiy Serviees Agency and the Local Social Services. acrencnyohce department
where the foster family resides.

5. Child and Family Services Agency staff is prepared to partner with foster/adoptive
parents in developing appropriate methods for discipline of the foster children in their
care.

Headguariers: 200 I Street SE = Washingion, D.C. 20003 = 202-442-6100
www.cfsa.de gov = http:// de, mand.ftcdrep_eﬂar org B www.adoptdckids.ore.




6. The Child and Family Services Agency supports the jndicicus use of altematives to
corporal (physical) punishment such as:

A. Be aRole Model
B. Provide the Child with Time Out
C. Provide Positive Reinforcers and Privileges.

D. Take away Privileges

(1

Ignore the Behavior

=

Provide Namral and Logical Consequences

Frisure that Restitution Qecurs

Eoof

Hold Farmily Meetings

=
§

Develop Behavioral Charts

i
v

Use Grandma’s Rule or This for That

K. Help the Child Understand Feelings

1. Replace 'Negaﬁye Time with Positive Time

M. Provide Alternatives for Destructive Acting-Out Behaviors
N, Make a Plan for Change with the Child

0. Make 2 Plan for Change with the Child and a Professional

The Child and Family Services Agency Social Worker will provide additional gnidance on the
important role of disciplining foster/adoptive children upon request.

I have read and understand the above policy and agree to abide by it.

Signature Title Date
Signature Title Date

Headquarters: 200 1 Stroet SE & Washington, D.C. 20003 = 202-442-6100
www.cha.de.gov ® htip/dcmandatedreporter.org ® www.adoptdckids.org




This form ouly has to be completed and NOTORIZED if the potential
provider IS NOT biologically related to the child to be placed.

RELATIVE AFFIDAVIT

LI 1 state that the following is true to the best of my kiowledge,
Biological Pareni/Relative

information and belief:

1. tam[_ 1byI _ 1
Relationship to child sslect one; blood, marmiage or adoption
of [ 1
Child' name
i lisal 1 who was born in
Child’s Name Gender
i T
Place of Birth
2. [ I has a relationship with child
Praspective provider(s) name '
based on [
1 ‘
{Expiain Connection, 1.2, Babysitting, weekend care, efc.)
O | ___1has close personal and emofional ties with
Prospective provider(s) name
I ] and with [ 1 and
Child’s Mame Child's Family Name -
these ties predated [ Iptacement in CFSA’s
Child's Nams
cusiody.
[ . 1
Potential Provider(s) Name
4. [hereby swear or affirm that the contents of this Relative’s Affidavit are true and
correct to the best of my knowledge, information and belief.
[Full Name]
Address
Subscribed and sworn to before me this _______ day of .20 _.
Notary Public

My commission expires

Headquarters: 200 ] Strect SE ® Washington, D.C. 20003 8 202-442-6100
wwwe.efse.de. cov ® hitp:/de.mandatedraporter.org ® www.adootdelids.arg.




GOVERNMENT OF THE DISTRICT OF COLUMBIA
Child and Family Services Agency
.

NCIC

INTERSTATE IDENTIFICATION INDEX (TRIPLE |) FILE CHECK REQUEST FORM

INSTRUCTIONS: 7
This form is used for a Triple | Check requested in connection with either an appiication for a temporary
license from the D.C. Child and Family Setvices Agency to operate a foster-home.

*Each person applying for a temporarily license, as well each person living in the household
(temporary or permanently) of the person who is applying to for a temporary license and who is 18
years of age or older, must receive a Triple I check. A separate formis required from each person.

Print or type all information.

I: Person to be Checked

NAME:

tast First hficidie
D.OB. Social Security No. - -
Race; Gender: Male Female (Circle Cne)

List all names ever used (maiden, married alias, efe.; continue on addifional pages if needed).

ll. Person(s) Applving for Temporary License

NAME: : D.0.B.
Lest First Whddle Initial
ADDRESS:
No. &-Street City Slate
NAME:- ; DO B.
Last Sirst Widdie '
ADDRESS:
No. & Street City Siaie

Headquaitors: 200 T Strest SE = Washington, D.C. 20003 m 2067-442-5100
wywrw.ofsa degov B hitp//dc.mandatedreporier.cre ® www adoptdckids org




ill: Narne of child {ren) to be placed in home

NAKE L . b.C.B.
. ‘Last First Middie initial
NAME 0.C.B.
) Last First Middle intial
NAME iy D.o.8B.
] Last ' First Middie initial
MAME D.0B.
last Frst Middie initizl )
NAME 2.0.B.
Last First Middie Initizl .
NAME : D.OB.
. _ Last First Middle Inttal
NAME D.C B
Last First hiddle Initial

IV: Signature and Atiestation —
*F THE SIGNATURE IS NOT PERSQMALLY WITNESSED BY A CFSA STAFF MEMBER, THIS FORM
MUST BE NOTARIZED.

1. | understand and agree that this Triple 1 Check is being made in connection with the
application for a temporary license to operate a foster home made by the person(s)
identified in Part iI, above.

2. | understand and agree that the result of the Triple | check will be provided 1o reievant
CFESA’s foster home licensing -and monitoring staff, as well ass relevant staff of the child
placing agency through which the licensing application is made {if different).

3. | understand and agres that the results of the Triple | check may also be shared with:

+ The individual who is applying for the temporary license to operate a foster home if
thé results of the chieck are relevant to the decision whether to grant the license;

s The Family Court if the results of the check are relevant to.the court proceedings
concerming a foster child who is or would be piaced in the home; and

» CFSA Office of Hearings or the District's Office of Administrative Hearings if the
resulis of the check are relsvant to a Tair hearing concerning the temporary license to
operate a foster home.

The information in this Interstate Identification Index (Triple [) is true and correct to the best of my
knowledge, information and belief.

Applicant’s Signature Date
Social Worker's Signature Date
Subscribed and sworn to before me this day of .20

‘Notary Public

My commission expires:

Headquarters: 200 I Street SE = Washington, D.C. 20003 ® 202-442-6100
www.cfsa de.oov = hittp/ido.mandatedreporter ore ® www.adeptdekids.ore




V.  This section is to be completed by CFSA staff member

To be completed by staff performing check:

Date-of Triple [ Check:

Parson conducting Check:

Persan js not listed

Person is listed

Ncadqguarters; 200 1 Sirect SE = Washington, D.C: 20003 » 202-442-6100
www.cfia.de.gov ® htip/de mandatedreporier.org ® www adoptdckids org




Statz of Maryiand-Child Protective Services Program

CONSENT FOR RELEASE OF INFORMATION/BACKGROUND CLEARANCE RgQU‘EﬁT

NSTRUCTIONS __ _
1. Type or print legibly in ink. INCOMPLETE FORMS WILL BE RETURNED.
2. Submit 2'separate form for each individual whose name is fo be searched.
3. Provide proof of identify and sign Part it in the presence of a Notary Public.
4. This form must be notarized.
5. Returnthe completed form to either:

Local Department of Social Services in the area where you reside.
ar

Department of Human Resolrces

in-Home Services

Social Services Administration

311 W. Saratoga Streef, Room 558

Bahimore, MD 21201

Part I PURPOSE OF SEARCH: (Complete below and the person that this search pertains to must sign the forim on the reverse in part itl}

{1 A RELEASETO SELF:

© [ 4. To determine if Ihave been Jound responsibie for indicated-or unsubstantisied dispesition for 5 ohild abuse or neglect investgzfian,

{12 To determing if | have any remaining appeal dghts

T¥ B. RELEASE TO AN AGENCY/INDIVIDUAL RELATED TO:

[ Foster Parent ([ Schoo! Personnel [ DayCaeConler
[ Kinship Care Provider [ institotionai Employes L Famity Day Care Frovider
{7} Adapfive Pareril [JcasA {7 Gther Employment (Explain
] Costody Evalualion [] Volinteer ] Gther {Explain} _
1. Requesting Agency Or Individual Name ) 2. Name Of Agency Representative
Child and Family Services Agency Robert Matthews, Program Manager

3. Address - City State Z'r_p Telephone

200 | Street, SE Washington pe 20003 1202-724-8943

L] C. RELEASE OF SUMMARY OF AGENCY FINDING:

| am aware that | iave an indicated dispositioh foliowing 2 child abuse or neglect ir'sirésﬁgatibn.and | authorize the agency to refease a summary 1o the

individual/agency ideniified in part | as fo why | was found respansibie.

Part fl: TO BE COMPLETED M FULL, BY INDNEDUAL. WHOSE NARE IS BEING SEARCHED

1 IDENTIFYING ~ —o-hame First Full Middis
INFORMATIOR:

Maiden/Bith Mams

Social Security # ‘ Race Sex Bythdale: Other Namies Used
2 CURRENT ADDRESS ' City Siate Zip
"3 PRIOR ADDRESS(S) AND DATE(S) (Within 7he Past 7 Years) ity Siate Zip Cale
City. State Zip ‘Date:
4. CURRENT SPOUSE  Last, First, Full iiddie - T Race Sex Birih Date
5. PREVIOUS SPOUSE  Last, Firsi, Full Widdie Face, Sex Bith Date

5. FULL NAMIES OF ALL CHILDREN LIVING WITH YOU {Also inciide adult chilcren not kving with you. Attach adaitional paper if nesded)

Last, First, Fusl liddle Race  Sex  BithDale | Last, First, Full Middie

Race

Sex Birth Date

DHE/SSA 1279 10/03 Side ]



Part il AUTHORIZATION _(Check either 1 or 2 below. )

Pursuzact to Marglaad Codeof Regulation Section 07.02.07.19, pestaining to the confidentiality of Child Proectve Services records and
reports, [ hereby anrhorize the Maryland Department of Hufnan Resources: (DHR):

1 Tonotfy (5edl, agerncy, or idividual fisted i part I} as to whether 2 local department of
social services hasidestified me as responsible for “ldicated” child abuse or neglect in any record maintained by the
Maryland DHR, any Local Depastment of Sacial Services, and Child Protective Services.

Pl 2. To release a sumrnary of the indicated findins o CESA (el coensy, or individual ficted in pard §).

SIGNATURE: s ot wst Sen n the presence af a Notary Public by the persim mrrntd ih partdL DATE:

Part IV. CERTIFICATE OF ACKHOWLEDGEMERT OF IMDIVIDUAL BEFORE A NOTARY PUBLIC

City/County of: State of

_ Acknowledged before me this Diay of 20

Norary Public

My Commission expires:

Fart V. BACKG RGUI\.D CL._ARANCE FiNBI NGS ( for Lo;a{ Depaftmeni orDHR use oniy)

d on information provided by Local Depariments of ocial Services, we' e determined that i g Iisted: the
feepons’oie foran (] !ndmatedf i__f Unsubstanfiated d.spcssstmﬁ of [ Abusa? BN“Q&ECT in referencu ’m
cled i : i Case!F?efRefenal #_

E} 8 As aﬁhfs date, the ndw;dua% w}mse fiame was' bemg cearched is NC}T ldaﬂbfed in the Centra Remséz}f a5 being. FE*SDBPS]'DP for abuse or ne-e;?ect: :
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
Child and Family Services Agency

Child Protection Register Check Application
License to Operafe a Foster Home (CPR Check ~ foster home license)}
EMERGENCY TEMPORARY LICENSE ONLY

“This form is used fof a CPR Check requesied in connection an application for a license from the D.C. Child
and Family Services Agency fo temporarily operate a foster home.

.EE\?S TRUCTIONS: Please PRINT or TYFE, filling in all requested information, and sign in the places marked
“Applicant Signature” Please do naot use initials to represent your first or middie name, However, if your
first or middle narme consists of only an initial, please indicale. A complete street address s requiredin addition
io P.O. Box numbers. ‘

Each person lving in the househald (femporarily or permanently) of the person who is applying fo be a foster

parent (including a temporary foster parent) and who is 18 years of age or older, must compleie a separale
CPR Check Application.

FART |: Applicant information

RAME:
Last First hiddie
D.O.B. . Social Security No. ~ =
Month Day Year
Race: 7 g Gender [ ] Male [ Female

List ali names ever used (maiden, married, alias, efc.; confinue on addjtional pages if needed).

Last First Wiiddie
it ' First Middie
Last First Hiddle:
Last Fifst Kigddle.
Last First .. Middle

400 Sixth Streaf, SW ¢ Washingion, DC 20024
Weh: www.gochild andizmityservices.com

CPR Check Application - Emergency Temporary License to Operale a Foster Homs Page 1 of4
Revised — June 3, 2008




PART Il: Licenses Irformation Provide the following information concerning the individual seeking the
licerise to operate @ foster horne. If the same as the person identified in Part 1, above, write "same”.

NAME: ,
Last First Middis
D.O.B. Social Security No. - 25
Month Day Year
Race: Gender: [ ] Male [ Femaie

PART iil: Household Information Listall persons fiving at the current address, Print their Name, Date of
Birth, and Relationship below,

NAME (Last, First. Middie) D.OB RELATIONSHIP

PART IV: Applicant Residency List all complete addresses (exclude zip code) at which the individual has
resided in the past eighteen (18) years, and the dates lived there, beginning with the most recent. Continue.on
additional pages ifneeded.

Mo. 4 Swest {include apt number i applicable) City State Dates of Residency

e & Street{inclutie apt- number § zppiicable) City: Siate Dates of Residency

No, & Streel (nciudé.apt. number applicable) Chy State Dates of Residency

Ma. & Sireet {include apt numper if applicable), City State Diates of Residency

HNo. & Strest(inciude apt number F-apoiicable) City State Dates of Residency

No. & Street (include 2t mumber ifapplicabie). ' Gity State Dites of Residsney
Ho. & Strest (include apt numbes T applicable] City Staw Datas-of Residency:
CPR Chack Application — Emergency Temporary License to Operaie 2 Foster Home Page 2.of 4

Revised - 04/30108




PART V: Applicant Release

1. lunderstand and agree that this Child Protection Register Check Application — Emeargency Temporary
Licensa to Operate a Foster Heme is baing made in connsction with the application for a license to operate
4 foster home made by the person idenfified in Part 1, above.

1 2. lunderstand and agree that the result of the CPR check will be provided to relevant CFSA foster home
‘ licensing and monitoring staff, as well as relevant staff of the child placing agency through which the
ficensing application is made (if different).

3. 1 understand and agree that the result of the CPR check may also be provided to relevant CFSAor coniract
agency staff providing case management servicas to a foster child'who is or may be placed in the foster
home.

4. | understand and agree that the resuits of the CPR check may also be shared with:
« The individual who is applying for fhe license fo operate a foster home if the results of the check are
relevant o the decision whether 1o grant the license;

« The Family Court if the results of the check are relevant to the court proceedings concerning a foster
child who is.or wouid be placed in the home; and

s CFSA Office of Fair Hearings and Appeals or the District of Columbia’s Uffice of Adminisirative:
Hearings if the resuits of the check are relevant to a fair hearing conceming the license ta operate a
foster home.

PART VI: Applicant Signature and Attestation This form must be notarized uniess identification is shown fo
a CFSA staff member who has signed below.

The information in this Child Protection Register Check Application - License to Operate a Foster Home is frue
and correct to the best of my knowledge, information and belief.

Applicant’s Signature - Date
Identification has been shown fo me that | have deémed satisfactorily identifies the applicant::

Type of ID D#

witnessed by CFSA staff member:

Name printed:

Title:

DISTRICT OF COLUMBIA:
Subscribed and affirmed or sworn to me, in my pressnce,

on this dayof . 20

Signature of Notary Public

Notary Public, District of Columbia

My commission expires on [k

CPRCheck Application — Emergency Temporary License io Operate a Foster Home Page 3 of 4
Revised ~ 04/30/708




GOVERNMENT OF THE DISTRICT OF COLUMBIA

/{“}%\ CHILD AND FAMILY SERVICES AGENCY S v
:“,‘Ji b

@ Entry Services Division
Kinship Family Licensing Unit
EMERGENCY PLACEMENT
Biometric Live scan Criminal Background Check Request Form
Booking 1D #017
FACES Provider ID # Provider Name

Name that will appear on the license

Placement Child {ren):

Licensing SW/Requester Log Date

Live scan Operator Date Scanned

Applicani 1‘vpes:_

CEmergency Temp Placement Lic‘ehse OBackup Child Care Provider

Do you reside in the home of the Emergency Temp. License parent?

YES = NO_
Name of person fingerprinted:
(Please Print) First Middle Last
Date of Birth: Gender: CMale OUFemale [ Race
Height: Weight: Eye Color: Hair Color:
Place of Birth: Country of Citizenship

Social Security Number:

Photo ID Type: OGove. [OMilitary [Drivers UStatelD)  Number

Residence of person
fingerprinted

Street City State Zip. Code

Phone Numbers
Home Work (only if you are reachab}e!_ Cell

Please read and sign below
| confirm that the above information is true to the best of my knowledge and agree to undergo a criminal
background check including but not limited to the DC Metropolitan Police Department (MPD) and the FBI.

Signature of person fingerprinted:




GOVERNMENT OF THE DISTRICT OF COLUMBIA
Clifld and Family Ssivices Agency

ok

T REPLY KSFER TO.

Pre-Service Training Requirements for Temporrry Kinship Foster Barents

L

Apnticant 1 Applicant T

noderstend aud agree thst ¥ am reguired by Pollcy & Regrlation to attend Child
and Family Services Ageney’s (CESA'S) five (5) week pre-service tralning scsslon
for Foster Kinship/Adoptive parents.

T understand {lat nvy spouse oF PECAmOUT o1 sipnificant other Is also requived to
attend this five (5) week Pre-Service Training,

T enderstand that these classes are field ﬁr{mézri?y detrinig the eﬁe;:éfgf Bours and 1
st iake the sppropriste sceominedations for attendance,

I understand and agree that afler I pel my approved Emergency Temperary License
Tt I must epll Tomara Smith- Jackson, Staif Assistant, st 202-727-3893 within
fopy {4 days and schedule for the next available set of Pre-Service BAPP/Pre-
Sevvice Training Classes. Mo excentians are ymade for werking or fzking classosin

Hie gvening.

I imderstand and sgree that if T cannot take these toatning sessions = fempeorary
Heense will nuot be granted to me

I understand that if I fail o sftend fhese classes affer the child Is placed, the child
wili berempved and an slternative placemient for the child whl be soupht.

Ap, plicant’.'s Signature Diate
Applicant's Signature ’ Date
..SQc%&i Worker’s Signature Date

March, 2011




GOVERBMENT OF THE DISTRICT OF COLUMBIA
Child snd Pamily Serviees Ageney

KAk

ASSESSMENT TOOL POR PLACENMENT GF CRILDREN IN KINSHIP HOME

-'g Date of Brabisiion

Prospective Kinship; Proviger 1

Last Hirst Date of Birih
Provider2
Last Fire Datc of Birth
Sociai Seouelty Nuwber Secial Beeudty Number
Provider § Provider 2
| Complete Adiress:
Zip Cade
i ‘Heme Telephone Muniber Work Telephone Number,
Provider |
Provider 2 -
Listolher ooorpant(s) inthe hotie Age Dateof Birth Hex Retationship to providers)
hepides potential providers
Nanics of Children tobe pinped & Sex Retationship to provider {5)

ge  DateofBith

|1
RN

Hame ef Chid‘s Soolol Worken

Thone Number:

L. Secial Workers Supervises:

Sopervisors Phone Number




Tyoe of simiciure
A, Houe

LY Atiached _ Detached Dupiex  Duplex

23 FRusther of Stories (including basemeat/fnished Sasement)

B, Apatment/Floor

£, Othor {specify)

Treseription of Facllity

LRoom Blze Location Funeiton
Ex: bedroam }- fxiv T foos from wrovider 1 &2 room
Bedreon 3 Tixi? brsement it danghier sroo
Tatal Mumber of Five Extinpulshers
Total Mumber of Smole Detecfors
B¢ Caonment

Home fres of fite havard

Home mnaintaingd i & safe and senitary condition
‘Femperafure Maintaincd at an adequte fevel
Sufficient Hghting in afl roomg

Suffictent ventiiation i all rooms

Medications, poisonous chémicals and Bazardous
Cleaning saterials kept out of mach of children
Home and premises free of venmin

Working telephone sccessibke

Phunbing i working onder

Oste bedferih for each child (3)

*heds must be presext in the howe prior & sbinitling pachet® T

Adeqguate Haens/bed coverings end pillows for each chijd

Adeguate amount of foad i the home
Fist Ad Kit svaitable i the home

Does the potential provider or anyons else resiging in
the home have any medical or mental health conditione

“feat wourld negalively impict heir ability 1o provide
care for the'child -

Do the pels i the home (3 ‘applicable) bave current vaccinations




_ _ Results Dafe Recoived
Pelice clcarabees availabie on 2l hotisehold members

Eiglitesn years of sge and oider

FBI clearaness available or iir process on ali housshold members:

Elgliteen years of age and older

CFS Regisier clearances availableon ail househeld:
embers eightesn vears of age and olidér

Amountof Houschold Bucome
Souree of Household Tncome
Approxinaie monthly expenses

Hsne and Phone Nuniber of Social Wotlier performing assessment

CLIMICAL ASSESSMENT

PLEASE SURMIT ASSESSMENT ON POTENTIAL PROVIDER FOR CONSIDERATION.

ASSESSHIENT FORMAT AND EXAMPLES ARE INCLUDED IN THE PACKFET

Fleass make a szloction: must be complieted by referving sochal worker

Tndicate with 5 (K)

Pasted : Fafled

Foasost

Sociat Workers Signatere _ Daje

‘Supervisor’s Signaturs: _ Dafe

b it




