DEPARTMENT OF CHILDREN AND FAMILIES
Individual Credentialing Application to Provide Services

Therapeutic Support Staff

Applicant Check Sheet

Applicants must provide the following:

O

O
O
O

Completed and Signed Original Credentialing Application;
Completed DCF Area Office Listing Chart;
Completed and Signed Statement of Experience Form;

Current resume indicating Bachelors Degree in a Human Services field or at least seven
(7) years work experience in the field of human services;

Copy of Current Motor Vehicle license;
Copy of Motor Vehicle Certificate of Insurance;

Copy of current First Aid and CPR Certificate from American Red Cross or American
Heart Association;

Copy of written documentation of supervisory arrangement, supervisor’s current resume,
and a copy of the master5 level degree to be included with this application;

Completed and signed IRS form W-9;

Copies of Background Checks which cannot be dated longer than 6 months prior to
application:

CPS Dept. of Public Safety

Signed Provider Agreement for this service category (original signature required)
http://www.abhct.com/resources DcfCredentialing.asp

Send Completed Applications To:
Advanced Behavioral Health
Attn: DCF Credentialing Department
Middlesex Corporate Center
213 Court Street
Middletown, CT 06457
Phone:(860) 638-5309 Fax:(860) 638-5302

Individual Therapeutic Support Staff Application rev August 2007

04-01-09




DEPARTMENT OF CHILDREN AND FAMILIES
INDIVIDUAL PROVIDER CREDENTIALING APPLICATION

Therapeutic Support Staff Services
l. Individual Provider Information

Provider Name:

Name of Supervisor including masters level designation:

Address (street, suite #, etc.)

P.O. Box:

City: State: Zip:
Phone #: ( ) Fax #: ( ) E-Mail:
Tax ID #: Name of Owner of this Tax ID:

Social Security Number: - -

Address to which payments are to be sent: [l Same as Above
Phone # / Fax # / E-Mail Address for Billing Purposes: [ Same as Above
If different address or contact information:

Address (street, suite #, etc.)

City: State: Zip:

Phone #: ( ) Fax #: ( ) E-Mail:

I. Languages Spoken

0 Chinese [ Croatian [ Czech O English O Filipino O French
0 German [0 Haitian 0 Hebrew 0 Hmong O Italian 0 Japanese

[ Korean O Polish O Portuguese [0 Russian O Serbian O Sign
O Slovak O Spanish O Yugoslav O Vietnamese [ Other

Il Voluntary Information:

Clients and family members often express preferences for service provider of a particular ethnic
background or gender. Your completion of the information below will allow DCF to be more
responsive when such a preference is requested. If you volunteer to provide the following
information, it will only be used when a client or family member indicates such information is
important in selecting service provider. The information collected will not be released to any

other party, except in aggregate form.
Ethnic background: African American/Black

Asian/Pacific Islander

Caucasian/White

Native American/Eskimo

Puerto Rican

Other (not listed above)

O O0od0o0o

Gender: Female O Male

Individual Therapeutic Support Staff Application rev August 2007
04-01-09






Department of Children and Families
STATEMENT OF EXPERIENCE

(Must be completed by each applicant providing
TEMPORARY CARE, CHAP CASE MGMT, THERAPEUTIC SUPPORT STAFF and SUPPORT STAFF Services)

Name:

Date of Birth:

Address: City: State:

Are you a Parent? OYes ONo How many children do you have?

What are their ages?

Check all that apply to your WORKING experience with children (not to include biological):

Routine
| have provided babysitting or childcare: Years of Occasional Scheduled
Experience Babysitting Childcare
o Child age 0-2 0 0
o Child age 3-5 0 0
o Child age 6-12 0 0
o Child age 13-16 0 0
o Child age 17 and above 0 0
o Child who needs special health care or treatment:
(Please specify)
o Other (Please specify):
I have acted as a volunteer in the community with
children and youth including: Child age Child age Child age
1-5 6-12 13 and above
o Youth Group 0 0 0
o Church Group 0 0 0
o Big Brothers or Big Sisters Program O 0 0
o Youth Sports 0 0 0
o School Aide 0 0 0
o Red Cross or Other Public Health Institution O 0 0
o YMCA Activities 0 0 0
o Reading or Storytelling 0 0 0
o Other (Please specify): O 0 0

APPLICANTS PLEASE READ AND SIGN:

| certify under penalty of perjury that all the information provided is true and correct to the best of my knowledge.

APPLICANT SIGNATURE: DATE:

Rev 05-07-08






Department of Public Safety
Criminal Conviction Record Check Procedure

The procedural steps for an individual criminal conviction record check are as
follows:

1. Print full name and date of birth of each subject requested;

2. List any alias or maiden names and dates of births used by each subject;

3. Mail the completed form along with a check for $50.00 to the following address:
State Police Bureau of Identification

1111 Country Club Road
Middletown, CT. 06457



STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC SAFETY
DIVISION OF STATE POLICE
BUREAU OF IDENTIFICATION

STATE OF CONNECTICUT
CRIMINAL HISTORY RECORD REQUEST FORM

(PLEASE TYPE OR PRINT CLEARLY)

STATE POLICE

Check Type of Background Search Requested:
(x) Conn. Only record by Name/Date of Birth search
() Conn. Only record by Fingerprint supported search

Advanced Behavioral Health, Inc.

Name of Requester: Date:

ATTN: DCF Credentialing Department, 213 Court St.,
Requesters Address: gbep

. Middlet CT _. _ 06457 860) 638-5309
City: etonn State: Zip: Phone Number: (650)

1. Print full name and date of birth, maiden or alias names for each subject
requested.
2. If a fingerprinted background is required submit a Fingerprint card along with this form.
3. Enclose a $50. dollar Check or Money Order payable to: “DP S”
4. If you are requesting more than one name please submit one check for the total dollar
amount of all subjects requested.
5. Mail Request with Check or Money Order to: Department of Public Safety
Bureau of Identification
1111 Country Club Road
Middletown, CT 06457-2389

I/
Subject’s Last Name First (Middle) Date of Birth

List any alias or maiden names and dates of births used:

THE RESULT OF THIS SEARCH IS BASED ON NAME AND DATE OF BIRTH OR FINGERPRINT CARD SUBMISSION AND
CONTAINS STATE OF CONNECTICUT CRIMINAL HISTORY RECORD INFORMATION ONLY. PLEASE BE ADVISED THAT
THE INFORMATION YOU ARE PROVIDED IS ONLY CURRENT AS OF THE DATE THE DATA IS EXTRACTED FROM THE
COMPUTERIZED CRIMINAL HISTORY RECORD SYSTEM OF THE DEPARTMENT OF PUBLIC SAFETY. THE DEPARTMENT
OF PUBLIC SAFETY AND THE STATE OF CONNECTICUT ARE NOT RESPONSIBLE FOR ANY ERRORS OR OMMISSIONS
RESULTING FROM SUBSEQUENT DISSEMINATION OF THIS DATA. THE SUBJECT AND/OR REQUESTER ASSUME ALL
LIABILITY IN THE USE OF DATA OBTAINED FROM THIS DATABASE.

*A COPY OR FACSIMILE OF THIS FORM CAN BE USED.

Phone: (860) 685-8480 Fax: (860) 685-8361
1111 Country Club Road
Middletown, CT 06457-2389

An Equal Opportunity Employer
DPS-0846-C (Rev. 10/09)
Form Available @ www.state.ct.gov/dps



Department of Children and Families
CT. Abuse and Neglect Central Registry
Background Check Procedure

The procedural steps for an individual background check of the Connecticut Abuse and Neglect Central
Registry are as follows:

1. The individual requesting a background check completes the “AUTHORIZATION FOR RELEASE OF
INFORMATION FOR DCF CPS SEARCH’ form.

Please Note:
¢ Allinformation requested in the form must be provided in a clear and legible manner.

2. Once completed, the form is submitted to:

Department of Children and Families
Hotline Background Searches
505 Hudson Street
Hartford, CT. 06106

3. The Department of Children and Families (DCF) conducts a search of the Central Registry data base.

4. DCF provides a written response sent to the employer identified on the AUTHORIZATION form. The
response summarizes the results of the Central Registry search as Pass or Fail.

If Pass, the AUTHORIZATION is returned stamped as “no record found”.

If Fail, the circumstances of the initial Report of Suspected Abuse and Neglect and the date of the
substantiation of abuse or neglect are provided.

DCF may be contacted for additional information including a copy of the DCF investigation that resulted in a
substantiation of abuse and/or neglect.

5. So that ABH may receive the results to process the application, please enclose a stamped envelope
addressed to:

Advanced Behavioral Health, Inc.
Attn: DCF Credentialing Department
213 Court Street
Middletown, CT 06457



" AUTHORIZATION FOR RELEASE OF INFORMATION FOR DCF CPS SEARCH

I, do hereby authorize the Department of Children and Families to research For DCF Use
(Type Applicant Name)

their records for any and all information concerning charges, findings, dispositions, etc. relating to child abuse or neglect in
which |/ my family have been named, and to release it to the agency listed below.

Advanced Behavioral Health, 213 Court Street, MidgletownNCT 0?‘1‘&5(17d [ Citv /'S | Zin Cod
Attn. DCF Credentialing Department -S. Tkacs (Agency Name ress/ City / State/ Zip Code)

I understand that this information will determine my suitability solely for: (check one)
|X|Employment I:'Day Care I:'Volunteer I:'Intern I:'Mentor I:'Other

I release the Department of Children and Families from any liability for any damages | may incur which may result from the
release / use of this information. | submit my following information to assist the Dept. of Children and Families in their search.

PLEASE TYPE OR PRINT LEGIBLY/LEAVE NO BLANK SPACES

NAME Date of Birth / /
Last First Middle Month Day Year
ADDRESS Social Security Number (SSN) / /
Street [No P.O. Boxes] Apt# City
- How long at current address? YRS MOS
State Zip Code

PREVIOUS ADDRESS(S)/LIST ALL FOR THE LAST FIVE YEARS (continue on reverse side of form if necessary)  |_|Check if reverse side used

ADDRESS
Street [No P.O. Boxes] Apt# City
From Until (MolYr)
State Zip Code
ADDRESS
Street [No P.O. Boxes] Apti# City
From Until (Mo/Yr)
State Zip Code
OTHER NAMES | HAVE USED:
Including MAIDEN, PREVIOUS =" First Middle
MARRIAGE(s):
Last First Middle
DCheck if reverse side used
NAME OF SPOUSES/other ] ] DOB / /
ADULTS IN THE HOME: Last First Middle Month Day  Year
Past and present
Social Security Number (SSN) *Signature/Date *(if still in the home)
DOB / /
|:|Check if reverse side used Last First Middle Month Day  Year
/ /
Social Security Number (SSN) *Signature/Date *(if still in the home)
NAME of ALL CHILD(REN) - DOB / /
. . . L Fi M
Biological, Stepchildren at Irst iddle sex Month Day  Year
Including adult children DOB / /
. [ F Middl
in or out of the home ast irst iddle Sex Month ~Day  Year
DOB / /
|:|Check if reverse side used Last First Middle Sex Month Day  Year

DATE: APPLICANT SIGNATURE:
THIS AUTHORIZATION WILL EXPIRE 180 DAYS AFTER THE DATE OF THE SIGNATURE

FORMS NOT FILLED OUT COMPLETELY AND PRINTED CLEARLY WILL BE RETURNED*****DCF conducts a search of the CT Registry ONLY s
The accuracy of this search is limited to the information provided by the applicant to DCF.

Mail To: DCF Hotline Background Searches; 505 Hudson Street; 5th Floor; Hartford, CT 06106 revised 05/09



o W-9

Request for Taxpayer Give form 13{1 the
{Aew. Ootober 2007 e H T2 ] | requaster. miot
e Identification Number and Certification send to the IRS.
Intbrmal Favanua Sanica
Hame (@5 shown on your Incoms b return)
ol
]
E Businass name, ¥ diferant Trom above
5
ﬂE Check epproprsts bex: [| mdwiouaredieproprister [ corpormtion [ Partnenhip Bxarn
E:u O it kabiry company. Enter the tax classiication [D=disregardsed antly, C=corporation, F=parinarship) & .______ O o
EE [ onher jsea instructens) &
EE Adcrass jrumber, strect, and apk or sulla no.) Fioquestor's name and address (optknal)
D
2 [Ty, stme, wna @F cons
&
g List account numbarns) hers (optionaly

Taxpayer |dentification Number [TIN)

Enttar your TIN In the appropiate box. The TIN provided must match the rame gven on Line 1 1o avald
backup withholdng For Indiiduals, this |5 your soclal sacurdty number (S8M). Howenar, Tor a resldant

allan, 5ok propristor, of disregardad anthy, ses the Part | nsiructions on paga 3. For other entfties, It i
your employer idantiMcation number (EIN). I you do not have B numbsar, sea How to get @ TW on page 3. ar

Mota. If the accourt ks In maore than one namea, sea the chart on page 4 for guidelings on whosa

numier to anter.

Boclal securtty number
1 1

Empioyer Identication rumber
1

I Cerification

Under panaties of pafjury, | cariy that:

1. The number shown on this form |8 mry comect texpayer Identification numbsar jor | am walting for 8 number to be Esued 1o me), and

2. | am nat subjact to backup withioiding becausa: () | M swampt Tom backup withhalding, or (o) | have not been notifed by the inkarnal
Revenue Sardca (IAS) that | am subject to backup withhokding Az 8 rasut of & talurs to repart all Intersst or dvidends, or () the IAS has

nctifled ma that | am no longer subject to beckup withholdng, and

2. |ama WS ciizan or othar LS, peman [defnad balkowd

Cartificatlon Instructions. You must cross out ttam 2 abowa i you have been notifled by the IAS that wou are curmantly subject to backup
withholding becausa you have faled to raport al Intarast and dividends on your tas. retum. For real astate transactions, fem 2 doas not apply.
For mortgage Intermst pald, acquisttion or abandonment of sacured property, cancaliation of dabt, corfrioutions to an Individual retiramant
amangemant (IRA), and generally, paymants other than Interest and dividends, you are net required to sign the Carffication, but you must

proside your comact TIN. Bes the Instructions on page 4.

Sign | eignatrs or
Here | us. porson *

Data

General Instructions

Section referances ame to the Intemal Reverue Cods unlees
otheraiss notad.

Purpose of Form

A whao ie reguired 1o fle an information retum with the
RS must obtain your comect tapayar identification number (TIN)
to report, for example, income paid to you, real estate
traneactiona, mortgage interest you paid, acquisition o
abandonmant of secured proy . eancallation of dabt, or
cantributiona you made to an |

Use Form W-2 only if you are a LLE. person (incuding a
reeidant alan), to provide your correct TIN to the paman
requeating it requaster] and, whean applicabls, to:

1. Certify that the TIN you are giving iz cormect jor you are
waiting for a number to be iss

2 Certify that you are not subject to backup withhalding, or

3. Glaim examption from backup withholding if you are a LS.
amampt |:u|ajﬂa-en.r=}\‘:.I icabla, are aan cm:?)'irq that &8 a

LLE. !:mam, your dlocable of any partrarship ncome from
a LLS. trada or business iz not subject to the withhalding tex on
farsign partrare’ share of sffectively connected income.

Mote. If a requester givea you a form other than Form W-2 1o
requast your TIM, you must uss the requester’a form if it is
substartialy similer to this Form W-2.

Definition of a LS. person. For fedaral tex pumposss, you are
canaidered a LS. person if you are:

» An individual who ie a U5, citzen or LS. resident dian,

» A partnarship, corporation, company, of aesociation created ar
arganizad in the United States or under the lewa of the United

» An emtate (other than a foreign eetats), or
# A domestic tnust (ss defined in Regulations section
3. 7704-7).
Special rules for ips. Partnershipe that conduct a
trade or business in the United States are generally required to
Fay a withholding tex on any foreign partnars’ share of income
rorm such business. Further, in certain casas whane a Forrn W-ai
haa not been received, a partnership is required to presume that
a partner is & foreign person, and pay the withholding tee.
Therefors, if you are a LS. person that is a ar in a
parnamship conducting a trades or businees in the United States,
provide Form W-2 to the pertnership to establish your LS.
gtatus and avoid withholdng on your share of parnership
income.

The parsan who gives Form 'W-8 to the partnarship for
purposss of eatabli gg ite LIS, status and awoiding withholding
on ita allocable share of net ncome from the partnership
canducting & trades or businees in the Unitad & ia in the
fallvwing casse:

# The L5, owner of a disregardad entity and not the antity,

Cat. Mo, 10231K

Form W -0 (Aav. 10-2007)



