PENNSYLVANIA CHILD ABUSE HISTORY CLEARANCE

COMPLETE SECTION 1 ONLY. PRINT CLEARLY N INK, ENCLOSE $10.00 MONEY ORDER
ONLY, PAYABLE TO DEPARTMENT OF PUBLIC WELFARE DO NOT SEND LASH OR
FERSONAL CHECK. :

SEND TO CHILDLINE AND ABUSE REGISTRY, DEPARTMENT OF PUBLIC WELFARE,
R.O. BOX 8170 HARRISBURG, PA 17105-8170

APPLICATIONS THAT ARE INCOMPLETE, ILLEGIBLE OR RECEIVED WITHOUT FEE WILL
BE RETURNED UNPROCESSED, IF YOU HAVE QUESTIONS CALL 717-783-6211

HiLPEINE:

DATE RECEIVED 8Y CHILDUINE

I THIS SPACE PRINT APPLICANT'S FULL NAME AND ADDRESS 100 NOT USE INITIALS)

MHAME i-m ‘m-i SOCIAL SECURITY NUMBER
STREEY -
AGE DATE OF BIRTH DAYTIME PHONE HO.
CITY, STATE
2IP conE SEX COUNTY YOU LIVE 1N
L - LIul ]e

IFIRST, MIDOLE, LAST: 3 (FIAST, MICDLE, LASTH

[} orin care [ VOLUNTEERS - A copy of your PROCESSED "Request

for Criminal Record” {Form 5P4-164) must be
aliachad. Qui—of—state residents must aiso attach a
copy of their PROCESSED FBI clearance {Form
FD-2868). '

E:] CWEP {Comwmunity Work Experience Program
Participant)

[ 7 rosven cage
{1 aooprion

1 serool

SIGNATURE OF CAO REP CAO PHONE NO.

i el
RELATIONSHIP

PRESENT | o
AGE

| gertify that the above information is accurate and complete to the best of my knowledge and belief and submitied as
true and correct undar penalty of law (Section 4804 of the Pennsylvania Crimes Codal

Applicants are required to show the Administrator the eriginal
documsnt. Administrators are required to keep a copy of this
child abuse history record on file. Any person aliering the
contents of this document may bs subject to civil, criminal or
administrative actiom

APPLICANT'S SIGMATURE

DATE

DO NOT WRITE IN THIS SECTION - CHILDLINE USE ONLY

mAPPLICANT IS NOT LISTED IN A REPORT OF CHILD ABUSE

[ ] APPLICANT 18 LISTED IN A REPORT OF CHILD ABUSE OR A
OR A REPORT FCR SCHOOL EMPLOYEE.

REPORT FOR SCHOOL EMPLOYEE (SEE BELOW),

STATUS OF REPORT

DATE OF INCIDENT

STATUS OF REPORT

DATE OF INGIDENT

VERIFIER

DATE

VERIFIER'S SUPERVISOR

DATE

034860C

CY 113 - 12199




pennsylvania

DEPARTMENT OF HUMAN SERVICES

CHILDLINE AND ABUSE REGISTRY
P.O.BOX 8170
HARRISBURG, PENNSYLVANIA 17105-8170

CONSENT/RELEASE OF INFORMATION AUTHORIZATION FORM
FOR THE PENNSYLVANIA CHILD ABUSE HISTORY CERTIFICATION

L( ), hereby authorize the PA Department of Human Sevices, ChildLine to

Applicant's Nama

release my Pennsylvania Child Abuse History Clearance Information directly to ( S eystons Healih System ).

Name of Requesting Agency

~ | understand that this information is confidential in nature pursuant to §6339 (relating to Information in confidential reports)
of the Child Protective Services Law (CPSL) (23 Pa.C.S Chapter 63) and is not otherwise to he released by

( CrozerKeystone Health System ) without my expressed authorization or pursuant to Section 3490,1286 of
Name of Requesting Agency

Title 55 of the Pennsylvania Code which states this information is confidential and the requesting agency can be held

criminally liable for a breach of confidentiality related to release of this information. | also understand that the

aforementioned information will not be released directly to me ( ) as stated
Applicant's Name .

on the Pennsylvania Child Abuse History Cettification application. 1understand that | will not receive a copy

of my Pennsylvania Child Abuse History Certification directly from ChildLine; however, | may request a copy of

my Pennsylvania Child Abuse History Certification from ( CrozerKeystona Health System ) upon written request.
Name of Requesting Agency

| have read this Consent/Releass of Information Authorization form and fully understand and agree to its content. | further

understand and agree to all information and ramifications of the Pennsylvania Child Abuse History Certification application

as it otherwise relates to this consent. Further | understand that if | am listed in the statewide database far child abuse

that my consent allows the result stating such information to be shared with the agencyforganization noted on next page.
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PBlease send my certification resuli(s) to.

Agency Nama: Crozer-Keystone Health System

Agency Street Address: One Medical Center Boulevard

Agency City, State, Zip Code: upland, PA 19013

Date Applicant's Signature

As the agencylorganization representative, | understand that, except for the subject of a report,
persons who recelve this information are subject to the confidentiality provisions of the CPSL
and 55 Pa. Code, Chapter 3490 and are required o ensure the confidentiality and security

of the information and are liable for civil and criminal penalties for releasing information

to persons who are not permitted access to this information. 1 agree to receive and maintain
this information in accordance with these requirements.

Janet Kalup

Date Agsncy's Represeniative Signature

NOTE: IF THE PENNSYLVANIA CHILD ABUSE HISTORY CERTIFICATION FORM/APPLICATION (CY 113} 1S NOT COMPLETED ACCURATELY
ORIF IT IS INCOMPLETE, THE CY 113 WILL BE RETURNED TO THE APPLICANT AND NOT BACK TO A THIRD PARTY.

Revised 12-29-15
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