FCSA USE ONLY

MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES

FAMILY GARE SAFETY REGISTRY o o Loy o et A bl o
ayme
i WORKER REGISTRATION ' E!he:all'a O‘xredS ;Sg;for Servcas, Fee Ragefpls,nPOOBoxsg% Jeﬁgracg:
id ¥
HEGISTHAT!DN TYPE ([Check all that appiy. Complste column on right only If Long Term Care/Personal Care selacted from left.) T
LUl Adoptive Parent ‘ Long Term Care / Personal Care Subcategeries
Agency Name: (Compiate if LTC/PG selected af leit.)
Clotid Gare , [JAdult Day Case
Clroster Parent/Family Member of Foster Parent _ '
Counly Office: Dl Assisted Living Faclity
[ Hospitaf [THosplce
[ Long Term Care/Personal Care {Please choose subcategory at right » ) (] Hospital LTAG/Swing Bed
[Iwental Hoalth/Psychlatric Hospital [ Mental Health ~ Residential Facllity/ICF
&l Votuntary (Sefect voluntary if no other registration type applies.) [T Nursing Faciiity/Skilled Nursing

A one-Hime registration fee of $14.00 applles o all categories except Foster Parents. | [ Persanal Care - Home Health
Foster Parents must list the Children’s Divislon county offlce. [TPersonal Cere - In-Home Servic
Reglstar only once. If you believe you have already registered, check our websits af : arvices

www.health,mo.govisafaty/fost or call, toll free, 866-422-6872, 7 (] Personal Care — Consumer Directed
SOCIAL SECURITY NUMBER -(Mall copy of card withform.)-. .. -~ .~ Services/Canter for Independant Living

- = ‘ ' D Personal Garg ~ HCY/PDW/DDD/Cher
PEHSONAL INFORMATION {Provide alt names you have used, startlng with most recent, Include legal names dnd nicknames.)
LAST NAME FIRST NAME MIDDLE NAME SUFFiX (R, BR, 1, )
MAIDEN NAME (F ARPLICABLE) o FRIOA MAMES USED (IF APPLICABLE, LIST FIRST AND LABT NAKES,) DATE OF BIRTH vH00-YYY'y) QENDER

' . o M O F
CONTACTINFORMATION . = " o - oo i D e D e e
MAILING ACDRESS [EMTER YOUR 8T1 HEET ARDAESS OR F'OST BFFIGE BOX, THIS ADDRESS MUBT BE DIFFERENT FRDM EMI"LDYEH ADDHESB )
Q7Y STATE . ' ] ZIR CODE COUNTY
EMAL ACDRESS (REQUIRED) . GOUNTHY [COMFLETE OMLY IF GUTSIDE U.8)

TELEPHONE

'EMPLO‘{ER ASSOCU\TED WITH THIS REGISTRATION {Complste altier ieft or right column, not poth,) - el

Iy surrent/potential child care, long term care or mental health care employer Is: CIne Empioyer, because | am afnk:
EMPLOYER MAME
Perry County. School District #32 E]]'A::‘:&t:\fgaf::;gamﬂy Memb r.
EMPLOYER ADDRESS =~ ombe
ot oraar s 5 _ [t Home Child Care Provider
326 Col . - i = Sgrlvate Pay/Private Duty
Perryviile : iy 63773 O deent
ENPLOYER TELEPHONE EMPLOVER GONTAGT NAME EMPLOVER GONTACT TITLE D o:]untegr ,
573-547-750Q ... _iBharon Wibbepmeyer . | Administrative ASA?iSt > er( i -

TREGISTRATION AGREEMENT " - 107 - o of Ve 0 0 e T e Ty S TR
Tha Iformatlon provided Ja compiets and accurate ta the best of my knowledge. {understand it ia unlawful to withhold or falsly Inlormaﬁon required on this
form. | grant my permission for the Missouri Department of Heslth and Senior Services (DHSS) o obtain any and all backgrotnd Information authorized by
law to process this request. Furthermors, | authorize the DHES to release the fact that [ am a reglstrant n the Family Care Safety Reglstry (FGSR) and any”
refated background Infarmation fo the raquestsr of the FC3RA for employment purposes only, as provided In §210.821, subsestion 1, subdivislons {1} and {2),
FABMo, For purposes of the FCSR, “employment purioses” Inchudes diract employer/employes refationships, prospective employer/amployse relationships,
and scraening and interviewlng of persons of faciiities by those persans conternplating the placement of an Individual in a child cars, elder care ar personal
care seliing. } understand that If | dispuie the Information contained in the FCSR | have the rlght to appeai the accuracy of the transl‘er of Information 1o the
FCSR within thirty (30} days of receiving the results of the background scraenlng.

NQOTICE: The FCSR may choose to deposit tha check enclosed glectronically as ar AGH debit antry to my_ designated bank account. tunderstand that my
signadure below authorizes my financial Institution to deduct this payment from my account. In the event that DHSS or {ts subcontractor Is unabils fo secure.
funtcls from my account or | provide Insufficlent or Inaccurate irformation regarding my account, my cbligation lo the DHSS will rernain unpald and further
coliection aclion may be taken by fhe DHSS or its subcontrastor, Including, but not Ymited to, relurned check feos,

DATE OF SIGNATURE (MUST BE WITHIM 51X MONTHS OF SUBMISSION.}

SIGNATURE OF APPLICANT

MO Bon-2421 (12-18) REY, 12+18



