DPP-156 CONMMONWEALTITOF KENTUCKY
(R. 8:2019) CABINET FOR HEALTH AND FAMILY SERVICES
922 KAR 1:470 Department for Community Based Services

CENTRAL REGISTRY CHECK

FOR THE FOLLOWING TYPES OF EMPLOYMENT OR VOLUNTEERISM. STATE LAVW 0D
KENTUCKY ADMINISTRATIVE REGULATION AUTHORIZES A CHILD ABUSE/NEGELECT (CAIN)
CHECK AS A CONDITION OF EMPLOYMENT OR VOLUNTEERISM (wwiw.lreky.gov). FPLEASE
CHECK THE CATEGORY LISTED BELOW THAT APPLIES TO YOU FOR WIHICH THE CI5iLD
ABUSE OR NEGLECT CHECK IS BEING REQUESTED:
[] Child-Placing Agency (Foster Adoption Independent Living) Employee or Volunteer (Required by 922 KAR 1:310)
[J Residential Child-Caring Facility Employee or Volunteer (Required by 922 KAR 1:300)

(Institution Group Home Emergency)
(O Public School Employee. Student Teacher, Contractor. or School-Bascd Decision-Making Council Mcmber

(Required by KRS 160.330)

(J Private. Parochial. or Church School Employee or Student Teacher (Permitted by KRS 160.151)
[J Youth Camp Emplayee, Contractor. or Volunicer (Required by KRS 194A.380-194A.333)
O Power of Auomney Regarding the Care and Custody of a Child (Required by KRS 403.352)

3 Supports for Community Living (SCL) Employee (Requircd by 907 KAR 12:6106;
[J Micheile P. Waiver (Required by 907 KAKR 1:835)
[J Home and Community Based (IHCB) Waiver (Required by 907 KAR 1:160 and 7:010)
0] Acquired Brain Injury Waiver Services (Required by 907 KAR 3:090)
[ Children’s Advocacy Center (Required by 922 KAR 1:385)
[J Court Appointed Special Advocate (CASA) (Required by KRS 620.515)

[J Personal Care Attendant (Required by 910 KAR 1:690)

Otirer (If none of the above categories is applicable, please cxplain the reason for requesting a child abuse or negiee!
cheek. including the statutory or regulatory authority for the request):
Pl <

—Medicaid & n-home. service. provider 0T KBR 2 oan

PERSONAL INFORMATION REGARDING THE INDIVIDUAL SUBMITTING TO A CHILD ABUSE OR
NEGLECT CHECK (Pleasc print and submit identifying information such as a copy of your driver's license, social
sceurity card, or birth cerntificate):

NAME: d/enmar Mar,(e - spe\H'O 4 @nnﬁ{’

(first) (middic) (maiden nicknamc other)
Sex: £ Race: whil  pate of Birtn: 3(35'34
Social Sceurity/Individual ‘Taxpayer Identification #: 3(7\' Q- (0?‘06
Date of Initial Iire: 9| 304\

% . s ; -’

Present Address: 90( TQMQ.V‘Q A'Ve N@U) #Hb(m\{ \M q’“so

. City State Zip Code

Previous Address: 39\1’ HG(MU %h ‘) V. Muw mb(ln\{ N . 41(60

Ciy State Zip Codg
Previous Address: Z |b QCBO\ Soﬁ dZSOf) O(‘. &-QQU.SOO\/\ l|€ [M . Ll'll30

City State Zip Code
Previous Address: 9-(003 Tunnel Ml Qd Mr\csh“)/\ IN . L[-’, “ |

City State Zip Code
Previous Address:

City State Zin Code
Please list your addresses for the last five vears. Use another sheet of paper, if necessary.
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CENTRAL REGISTRY CHECK
A credit or debit card paymient in the amount of ten dollars (510.00) must accompany your request (o process a

Child Abuse or Neglect Check. The Child Abuse or Negleet Cheek will MOT be processed without payment,

I'hereby authorize the Cabinct for Health and Family Scrvices to complete a Child Abuse or Negleet chock
and to submit the results of the check to me and, on my behalf, to the employer or agency listed below. |
also release the Cabinet for Hcalth and Family Services, its officers, agents, and cmployees, from any
liability or damages resulting from the release of this information.

All the information provided is complete and true to the best of my knowledge. I understand if [ give false
information or do not report all of the information needed, I may be subject to prosceution for fraud.

LZonid 9/3%/94

Signature of the Individual Submitting to the Child Abusc or Neglect Check ate

| The individual authorizing a Child Abuse or Neglect check may submit a CHFS-305, Authorization for l
 Disclosure of Protected Information, authorizing the Cabjnet for Health and Family Services to disclose |
additional information regarding a finding to the employer or agency listed below should the cmployer or |
agency request additional information pursuant to 922 KAR 1:510, Authorization for disclosure of |
protection and permanency records. '

In addition to receiving the results myself, I authorize the Cabinet for Health and Family Services to share
the results with the following employer or agency:

NAME OF EMPLOYER/AGENCY: \Watekbemabions S Hope -
ADDRESS: Y010 Dy pent Cicole. Sk &2 CITY: Leisn i \\e.

p ) . - o 3
STATE: KQ},\-\'UC_K\JB ZIP: YOO PHONE: Soa-0Q -\ |
E-MAIL ADDRESS:
T : S B » o =
| RESULTS OF CHILD ABUSE OR NEGLECT CHECK. |FOR OFFICIAL USE ONLY]

[_] No reportable incident found in accordance with 922 KAR 1470

- [J Substantiated child abuse found on the registry - - Date of substantiatcd finding:
[] Substantiated child neglect found on the registry  Date of substantiated finding:
The substantiated abuse or neglect finding rclates to sexual abuse, sexual exploitation, a child fatality, ncar |

| fatality, or involuntary termination of parental rights (] Yes [] No = ¢

' A matter subject to administrative review found in accordance with 922 KAR 1:470
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