DPP-157
         COMMONWEALTH OF KENTUCKY

(R. 02/08)
           CABINET FOR HEALTH AND FAMILY SERVICES

922 KAR 1:490
           Department for Community Based Services


          Division of Protection and Permanency
CHILD ABUSE OR NEGLECT CHECK

CHILD ABUSE OR NEGLECT CHECK

922 KAR 1:490 requires each foster and /or adoptive parent applicant, and each household member who is age twelve and older, to submit to a child abuse or neglect check.  922 KAR 1:130 requires the caretaker relative, other adult members of the household and each household member age twelve and older, to submit to a child abuse or neglect check.
 FORMCHECKBOX 
  Foster or Adoptive Parent Applicant  



 FORMCHECKBOX 
  Caretaker Relative 
 FORMCHECKBOX 
  Household member of Applicant




 FORMCHECKBOX 
  Out of state request
Personal information regarding the individual submitting to a child abuse or neglect check.  
Name:​​​​​​​​​​​​​​​​​​​​​​​​​​______________________________________________________________________________     (first)                                           (middle)                                      (maiden/nickname)                                    (last)

Sex: _____ Race: _____ Date of Birth: _____________ Social Security Number: ____________
Present Address: ______________________________________________________________________________(street address)                                                  (city)                                            (state)                         (zip code)

Previous Address: 
_____________________________________________________________________________
(street address)                                                (city)                                            (state)                         (zip code)

Previous Address: 
______________________________________________________________________________
(street address)                                               (city)                                            (state)                         (zip code)

Previous Address: 
______________________________________________________________________________
(street address)                                              (city)                                            (state)                         (zip code)

Previous Address: 
______________________________________________________________________________
(street address)                                             (city)                                            (state)                         (zip code)

Previous Address: 
______________________________________________________________________________
(street address)                                             (city)                                            (state)                         (zip code)

Please list your addresses for the last five years.  Use another sheet of paper, if necessary. 
I hereby authorize the Cabinet for Health and Family Service to complete a Child Abuse or Neglect Check and provide the results to the agency listed below. I also release the Cabinet for Health and Family Services, its officers, agents, and employees, from any liability or damages resulting from the release of this information. 

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

_____________________________________________________________________________
signature of the individual (or parent/guardian of household member age 12-17) submitting to the check          (date)

______________________________________________________________________________
    witness






                 (date)

	FOR COMPLETION BY THE CHILD-PLACING AGENCY

Name of agency: A New Beginning Adoption Agency 
Address: 9703 W. Ustick Rd.
City: Boise   State: Idaho  Zip Code: 83704   Phone: 208-939-3865
Print Name: ____________________________________________________________________________
                       (agency representative requesting information)                                                                (date)

Signature: ____________________________________________________________________________

                      (agency representative requesting information)                                                                  (date)


 Mail completed form to: The Cabinet for Health and Family Services

                                         Department for Community Based Services

                                         Records Management Section
                                         275 E. Main St., 3E-G 

                                         Frankfort, KY 40621
	Results of Child Abuse or Neglect Check

 FORMCHECKBOX 
  No reportable incident found in accordance with 922 KAR 1:490.

 FORMCHECKBOX 
  Substantiated child abuse found              Date of finding:__________________________

 FORMCHECKBOX 
  Substantiated child neglect found            Date of finding:__________________________

Abuse or neglect finding relates to sexual abuse, sexual exploitation, a child fatality, or involuntary termination of parental rights:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

Completed by: _____________________________________________________  Date: ____________________


KentuckyUnbridledSpirit.com
                                                           An Equal Opportunity Employer M/F/D
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