KC Name:

POC #:

CW Name:
Referral Date:

PAT Level:

CERTIFICATION PACKET WEEK 1:

ODO00000O00O0OO0 og

Oo0Ooooooo

"Make Introductions/Answer questions

Complete Present Danger Assessment
o If “yes” to any questions, contact supervisor or on-call supervisor
Review Certification Requirements (sign off on handout)
Clearances: CA, CR, FBI, Act-160 (Auth and Disclosure} (Complete all within the home)
Request FBI fingerprint documentation
Complete Statistical Demographic Form
Complete All Policies
Distribute “No Smoking” signs
Complete Release of Information
Schedule Training (Provide training dates to KCG) Training Dates: Day 1 Day 2
Request Vehicle Information (Auto registration, car insurance, license information)
Complete Managed Care Enrollment form '
Inform about Medicals-KCG(s), HHM(s) over 18 and give medical exam form(s) and ROI
o Does the KC(s) and HHM(s) have medical insurance? Y or N ?
o If no, complete request for medical examination with Dr. Walker and submit to supervisor
Inform about Child(ren) Immunizations, Child(ren) Dental, Child(ren) Medical
Identify Sub-CG; If can’t identify, schedule extended family meeting
Leave Autobiography with KCG(s)
Leave references with KCG(s)
Schedule remaining 3 visits
Schedule ISP; inviting Sub-CG and CYF CW if available
Discuss 48-C process
Complete DPW home inspection -
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CERTIFICATION CHECKLIST

POC #: Referral Date:
Kinship Caregiver(s) Names:

Due Date:

Completion Date:_

Houschold Members Age 14+

Household Members Age 18+

O Autobiography
00 Completed Financial Statement
0 Verification of Income (W2 or Pay Stub)

d Aut(;blography
O Completed Financial Statement
O Verification of Income (W2 or Pay Stub)

e

U Medical Exam(s) (KCG required); (house hold members age 18
& over required, but not to hold up certification)

0 Are all individuals applicable negative for TB?

O Are all individuals applicable documented as able
to handle the increased stress of parenting?

O Are all individuals applicable documented as being free
from communicable disease?

[0 Is the ROI completed and submitted for all corresponding
medicals in the file (not to hold up cert)

0 Medical Exam(s) (KCG required); (house hold members age
18 & over required, but not to hold up certification)

Acre all individuals applicable negative for TB?

Are all individuals applicable documented as able
to handle the increased stress of parenting?

Are all individuals applicable documented as being
free from communicable disease?

Is the ROI completed and submitted for all
corresponding medicals in the file (not to hold up cert)

O O OO

O DPW Inspection (evidencing home compliance) O DPW Inspection (evidencing home compliance) (*signature)
O Verification of Homeowner’s or Renter’s insurance O Verification of Homeowner’s or Renter’s insurance
O Discipline Policy ' LI Discipline Policy (*signature only needed)
' Grooming and Hygiene Policy O Grooming and Hygiene Policy(*signature only needed)
O Clean Indoor Act Policy (1 Clean Indoor Act Policy(*signature only needed)
O Transportation Policy O Transportation Policy(*signature only needed)
O Copy of KC’s driver’s license O Copy of KC’s driver’s license
[1 Copy of automobile registration card O Copy of avtomobile registration card
O Copy of automobile insurance card O Copy of automobile insurance card
O References (4) (3 is minimum requirement) O References (4) (3 is minimum requirement)
[0 Foster Parent Registration Form O Foster Parent Regisiration Form
O. Act 160 Disclosure Form O  Act 160 Disclosure Form (*signature only needed)
O Act160 O Act 160
O Criminal Clearance(s) (age 14 and above) (Internal process to O Criminal Clearance(s) (age 14 and above) (Internal process to
run CR clearances on all 13 and above) run CR clearances on all 13 and above) :
B Child Abuse Clearance(s) (age 14 and above) (Internal process [0 Child Abuse Clearance(s) (age 14 and above) (Internal
to run CA clearances on all 13 and above) process to run CA clearances on all 13 and above)
O Title 18 disclosure fortm 01 Title 18 disclosure form
O FBI Fingerprints (age 18 and above) (Internal process to run
O FBI Fingerprints (age 18 and above) (Internal process to run FBI clearances on ali 17 and above
FBI clearances on all 17 and above
& 14 hours of Kinship Caregiver Training (SARKS) 01 14 hours of Kinship Caregiver Training (SARKS)
O Kinship Caregiver Family Profile completed and typed O Kinship Caregiver Family Profile completed and typed
O Placement Plan and Agreement [J Placement Plan and Agreement (*signature only needed)

[? Criminal Clearance(s) (age 14 and above) (Internal process to
run CR clearances on all 13 and above)

OO <Child Abuse Clearance(s) (age 14 and above) (Internal process
to run CA clearances on all 13 and above)
O Title 18 disclosure form

0O Criminal Clearance(s) (age 14 and above) (Internal process to
run CR clearances on all 13 and above)

O Child Abuse Clearance(s) (age 14 and above) (Internal process
to run CA clearances on all 13 and above)
O Title 18 disclosure form
O FBI Fingerprints (age 18 and above) (Internal process to run
FBI clearances on all 17 and above
OOHHM(s) over age 18 Medical Exams

Z/Forms/POC/Certification Checklist

Revised 2/2(012

POC Supervisor Signature Date



Additional Certification Requirements

Kinship Caregiver Name A POC #

Child(ren) Name(s)

Child(ren) Photograph(s)
Authorization to Care

Child Grievance Form(s) and Child Rights Policy

O 0O O 0O

Second Completed Kinship Foster Care Placement Plan and Agreement(s) Second PPA is to be
completed following completion of Certification

Clothing Inventory
Managed Care Enrollment(s)
EPSDT Medical Exam
Immunization Record
Dental Exam

Report Card

Birth Certificate

Child(ren) Social Security Number

OO0 ODOOTOTGO DO O

Initial ISP(s)

O ISP Invitation Letter(s)
Substitute Caregiver Packet completed
KSA —Focus A
KSA —Focus B

KSA —Focus C

O o o o o

KSA —Focus D

Z/Forms/POC/Certification Checklist
Revised 2/2012 POC Supervisor Signature Date
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A SECOND CHANCE...

Kinship Cata

CERTIFICATION AGREEMENT

Kinship Caregiver(s): ' Child(ren):
POC #: CYF #: Intake Date: Date due for Certification:
Type of Study (checkone: O EC 0O ECOP [ Special O Special Consideration

Please find listed below the requirements to become a certified foster parent. Please note that it is important that
each due date be met.

Date Due
1) Every household member age 18 & over must obtain a medical exam
which includes a tuberculosis test. (within 15 days)
2) Complete 14 hours of kinship caregiver enrichment workshops &
associated homework/ class work assignments. (within 15 days)

3) Complete the kinship caregiver autobiography/application,

(within 15 days)

4)  Obtain 4 written references per kinship caregiver ‘
(within 15 days)

5) Obtain a physical, dental & eye exam for the child(ren) & present

documentation to A Second Chance, Inc. Cooperation with mental (within 30 d
wellness needs of the child(ren). ' within ays)

To assist you and your family to begin this process, the following paperwork will be/was completed on the initial
visit to your home. (Caseworker please check all that apply)

O Department of Public Welfare (D.P.W.) Home Inspection

[0 Review of the Discipline, Transportation, Grooming and Hygiene and Clean Indoor Air Act
policies

O Completion of the Releases of Information

[0l Completion of Substitute Caregiver policy
[0 Completion of the Criminal and Child Abuse clearances on all household members age 14

& over
[0 Completion of FBI and Act 160 Clearances on Primary and Secondary Caregiver

In order to monitor your families’ progress in the certification process, and to ensure the safety of the child(ren) in
your care, this POC caseworker will maintain monthly home visits. Your signature below acknowledges that you
have read this document and that you agree to abide by the dates as agreed upon. Please note that becoming a
certified foster parent in the appropriate time frames is a requirement of our agency.

Kinship Caregiver ' Date  Kinship Caregiver Date

Point of Contact Case.wo_rker Date =~ ACCYF Ref. (if applicable) Date

Z/Forms 2008/POC/KCG Cert Agreement
11/2010 '



A SECOND CHANCE...

Kimship Cora

KINSHIP CARHE :Ffévisi-‘ing Service with Corviction, Dignity. Respect and Honesty
8350 Frankstown Avenue, Piitsburgh, PA 15221 (412) 342-0600 phone (412) 342-0402 fax

Statistical Demographic Form
____Initial Home Visit
___ Certification
___Reecertification
Closure Date
Date

CFS Caseworker

C¥S Supervisor

POC # CYF Caseworker CYF Office
Primary Caregiver Name Birth Date
Address Phone#

E-mail Address

Primary Kinship Caregiver’s Educational Status: Please check the highest level completed

0 GED. UHigh School Graduate OBusiness or Trade School
CBachelors Degree = [Master’s Degree | OPHD
OOther: Explain:

Primary Kinship Caregiver Employment Status:

OYes

[No Explain

Primary Kinship Caregiver Income Level:
0$0-35,000

00$5,001-5$10,000

0$10,001-$15,000

[1$15,001-$20,000

Z/Forms2008/POC/Statistical Demographic Form
June 2010



[1$20,001-$25,000
[1$25,001-Over

Secondary Caregiver Name Birth Date

Phone # | _ E-mail Address

Secondary Kinship Caregiver’s Educational Status: Please check the highest level
completed

[ GED D High school graduate [ 1Business trade school
(iBachelors degree [IMaster’s degree OPHD

[1Other: Explain:
Secondary Kinship Caregiver Employment Status:
OYes Explain

[ONo Explain

Secondary Kinship Caregiver Income Level:
H$0-85,000

0%5,001-$10,000

0810,001-5$15,000

0%$15,001-%$20,000

1$20,001-325,000

[1825,001-over

Household Members:

Name Birth Date Relationship to
Caregiver

Z/Forms2008/POC/Statistical Demographic Form
June 2010
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Kinship Care

KINSHIP CAREGIVER/RESOURCE
FAMILY APPLICATION AND AUTOBIOGRAPHY

NAME: ' DATE:

) DEMOGRAPHICS
Directions to your home: Please give directions to your home from downtown Pittsburgh. Whenever possible, use

street names, landmarks, and any other specific details.

Members of your household: Please list the names and ages of ALL of the people that currently reside in your
home. This includes foster children and all adults over 18 who reside in your home.

Do you have any pets? OYes O No  Name:
If yes, what kind?

. WHO ARE YOU?(Personal History)
Name: _
Date of birth:
Place of birth:(city & state)
Race: '

PHYSICAL DESCRIPTION
Height:
Weight (approximate):
Eye color:

Z/Forms 2008/POC/KCG Autobiography Page 1 of 11
6/2008



Hair color:
Complexion:

PERSONALITY
Please list five words that describe your personality.

a0 o

YOUR UPBRINGING
Father/Male guardian’s name:
Age:
Occupation:
Mother/Female guardian’s name:
Age:
Occupation: _
What was their marital status while you were growing up?(for example: married, single, divorced, widowed, or live-

in)

Describe their parenting style?(strict, easy going, fair....)

How were you praised or encouraged?

How were you punished/disciplined and for what reasons? -

How did you get aiong with your parents while you were growing up? (what kind of activities did you do together?)

How do you get along with your parents now?

Z/Forms 2008/POC/KCG Autobiography Page2 of 11
6/2008 .



If your parent(s) is (are) deceased, please indicate date and cause of death.

If you could choose one person who had the biggest impact on your life, who would it be and why?

Please share one of your greatest achievements or happiest moments.

Please share one of your greatest disappointments.

What activities do you enjoy doing alone?

What activities do you enjoy doing as a family?

What activities does/do your kinship child/children enjoy?

II1. BROTHERS AND SISTERS
in order of birth, please list the name, sex, age, marital status, city of residence, number of children, and current job

of all of your brothers and sisters {use back of page if necessary).

Marital # of Current Job
Name Sex | Age | Status City Children
Z/Forms 2008/POC/KCG Autobiography Page 3 of 11

6/2008



If any of your brothers and sisters are deceased, please indicate date and cause of death.

How did you get along with your brothers and sisters while you were growing up? (What activities did you enjoy
doing together?)

How do you get along with your brothers and sisters now?

V. EDUCATION AND EMPLOYMENT HISTORY

General Information .
Do you have any education or training or personal experience related to working with foster children or the child

welfare system?

High Schooi
Did you complete high school? OYes O No if yes, what year did you graduate?

Name of high school:
School district of high school:

Last grade completed:

If you did not complete high school, please share why.

Please share any outstanding school memories, positive or negative.

GED Information
If you did not complete high school, did you complete a GED program? OYes O No

If yes, what year did you complete it?

College/Higher Education Information
Did you attend college? OYes O No if yes, what college did you attend?

Did you graduate from college? OYes O No if yes, what year did you graduate?

Major: Degree:

Z/Forms 2008/POC/KCG Autobiography . Pagedof11
6/2008



Did you attend a Business or Trade School, etc? OYes O No
If yes, name the one you attended

Year completed: _
Major: ' Degree:

Please list your employment for the last five years, beginning with your present employer (use back of page if
necessary).

Present employer:

Address:

Position:

Dates of employment;

Work phone:

Yearly income:

Other sources of income:

Previous employer:

Address:

Position:

Dates of employment:

Work phone:

Yearly income:;

Other sources of income:

Previous employer:

Address:

Position:

Dates of employment:

Work phone:

Yearly income:

Other sources of income:

Previous employer:

Address:

Position:

Dates of employment:

Work phone:

Yearly income:

Ofther sources of income:

V. MARRIAGE/DIVORCE
What is your current marital status?

If you are married, or in a committed relationship, how did you meet your spouse?

What are the strengths of your marriage?

What areas could use strengthening?

Z/Forms 2008/POC/KCG Autobiography Page 5 of 11
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- Do you have children with your present spouse/significant other? O Yes © No

If yes, please list their names and ages:

Have you ever been married before? O Yes © No
If s0, how many times?

Name of previous spouse:
Married from: Until:

Reason why you are no longer together:

Did you have children together? O Yes O No

If so, please list their names and ages:

Name of previous spouse:

Married from: Until:

Reason. why you are no longer together:
Did you have children together? O Yes O No
If s0, please list their names and ages:

Do you have children from another relationship? C Yes O No
If s, please list their names and ages:

Vi DESCRIPTION OF CHILDREN
Please describe your children one at a time. Attach additional sheets if necessary.

Name:

Age:

City:

Marital status:

Occupation (if applicable):

Number of children:
In your own words, please describe this child's personality and how you get along with him/her:

Name:

Age:

City:

Marital status:

Occupation (if applicable):

Number of children:

Z/Forms 2008/POC/KCG Autobiography Page 6 of 11
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VI

VIIL.

In your own words, please describe this child's personality and how you get along with him/her:

Name:

Age:

City:

Marital status:

Qccupation (if applicable):

Number of children;

~ In your own words, please describe this child’s personality and how you get along with him/her:

PARENTING STYLE
How would you describe your parenting style?

Who is the primary disciplinarian?

Please describe positive interactions with your child/children, as well as negative consequences:

Please list acceptable and unacceptabie behaviors in a child:

How is your parenting style similar to or different than that of your parents?

KINSHIP ISSUES/REASONS FOR PROVIDING KINSHIP CARE
What are your reasons for providing kinship care?

Have you provided foster parenting services in the past? O Yes O No

If yes, Please name the agency that you provided services through:

How many children have you foster parented?

Z/Forms 2008/POC/KCG Autobiography Page 7 of 11
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What type of children did you foster parent, i.e., special needs, behavior problems, etc.

IX. FAMILY DYNAMICS
How would you describe the relationship between you and your spouse/significant other?

How would you describe the relationship between you and your children?

How do your children feel about having your kinship child in the home?

In general, does your family support your decision to provide kinship care?

How would you describe the relationship between you and your kinship child?

How would you describe the relationship between you and the birth parents of your kinship child? .

X DESCRIPTION OF HOME AND COMMUNITY

What type of home do you five in?
[/ house []apartment []maobile home []townhouse/condominium
Please list the number of rooms in your home (for example: 3 bedrooms, living room, 2 baths, kitchen, efc.):

Where does the child(ren) sleep within your home?

What is your relationship with your neighbors?

Name the School District where you reside:

Z/Forms 2008/POC/KCG Autobiography Page § 0f 11
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Please list the public schools that the children in your neighborhood attend:
Elementary:

Middle School:

High School:

Where do children in your neighborhood play?

What is the nearest shopping center/mall?

What is the nearest hospital?

What is the nearest public transportation?

Please list your previous addresses for the last ten (10) years:

Xl RELIGION

What is your religious dencmination/affiliation?
Where do you worship?

How often do you attend your place of worship?

Will your kinship child be attending with you?

List any other religious activities that you participate in:

is the child in your care the same religion as you? O Yes O No
If no, what religion is the child?

Do you have a plan to allow the child fo engage in their religion?

X, Additional required information
Have you filed a protection from abuse (PFA) from your spouse or significant other? C Yes O No

If yes, please note the date and the circumstances

Has your spouse or significant other filed a protection from abuse (PFA) order against you? O Yes O No

If yes, please note the date and the circumstances.

Please provide details of any court proceedings that you have brought in family court, or that have been brought
against you in family court.

Z/Forms 2008/POC/KCG Autobiography _ Page 9 of 11
6/2008



Other Income  § {sourcs):
Monthly Net Income  § *Take home pay)

Total Savings  § (Bank, Credit Union, etc.)
Total Debts  § not including mortgage

Food Expenses  §
Utilities  $
Work Expenses  § (cab fare, lunches)
Medical Expenses § (dental, optical, prescripticns)
§ .
$
$

Clothing
Household Expenses
Laundry, Dry Cleaning

{repairs, maintenance)

: A$ S o,
COMPANY NAME AND AMOUNT OF PQLICY

$

E . Medical $
Mortgage §
$

$

Household
Liabiity -
XIII - Total Insurance 'ayment e i oot o B § e

Payments

$
Fuel $
$

- - Maintenance

©os o ]

Entertainment
Miscellaneous (gifts, subscriptions, contributions)

Monthly Savings
Other

- Total Other Expenses .~ [

- **Take home pay (from above).
Total Monthly Expenses (A + B+ C +D)
Totaf Net Worth (Balance)

7/Forms 2008/POC/KCG Autoblography o Page 10 of 11
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Have you had a lien filed against you within the past ten years? O Yes O No
Have you filed for bankruptey in the last ten years? O Yes O No

The information presented in this application is true and accurate to the best of my knowledge. Any misrepresentation
would be grounds for exclusion from providing kinship care. | aiso give my permission for this agency to perform routine
background checks on my behalf. It is understood that information obtained as a result of this investigation will remain
confidential. | understand that material will be shared with the State Wide Adoption Network in those cases where adoption

is anticipated.

. Kinship Caregiver Signature Date

Kinship Caregiver Signature Date

THANK-YOU FOR COMPLETING THIS APPLICATION/AUTOBIOGRAPHY. WE APPRECIATE THE TIME YOU

HAVE SPENT ON YOUR ANSWERS.

Z/Forms 2008/POC/KCG Autobmgraphy Page 11 of 11
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A SCCOND CHANCE.,..

Kinship Carse

MEDICAL EXAMINATION FORM

To: Examining Physician:
From: A Second Chance, Inc. Kinship Foster Care Agency

Re: Mr. and Mrs./Ms. foster/adoptive parent(s) applicant(s). This
examination is required to determine whether the health of the parent(s) permit them to care for a child.
Current health as well as prognosis for the future should be considered. This medical information is for the
use of this agency only. Please return the completed form to the address listed below:

Attention:;
A Second Chance, Inc.
8350 Frankstown Avenue
Pittsburgh, PA 15221
Patient’s Name: Date of Birth:
Weight: Height: Pulse: Blood Pressure: Lungs:
Tuberculosis test must be completed:
Date of Test:
Date Test Read:
Results {Neg or Pos):
Comments:
Do you recommend any laboratory tests and/or X-ray, including serology? yes no  Ifyes, please explain reason:
Does the patient have a nervous condition?
Please comment on the patient’s general appearance:
Is the patient able to handle the increased stress of parenting an additional chiid?
Is this patient free form communicable disease? _ yes no If no, please explain:
Date of Examination: How long have you known this patient?
Physicians Name- {please print): Physician’s Signature:

Physician’s Identification Number:

Physician’s Address and Telephcone Number:

Client Medical Form Page 1—6/9/11




Client Personal Health History

Name:

Did you have or have you ever had any of the following? Give approximate dates.

Yes | No Date Yes No | Date
Fainting Spells Epilepsy
Major Accidents Severe Headache
Anemia Orthopedic Preblems
High Blood Pressure Jaundice
Heart Trouble Chronic Fatigue
Rheumatic Fever : Emonysema
Diabetes ‘ Emotional Problems
Tuberculosis Pneumonia
Cancer Cirrhosis
Ulcer Arthritis
Mental/Nervous Disorder Depression
Alcoholism Circulatory Disorder
Venereal Disease Drug or Aicohol Abuse
Kidney Disorder Tumor
Hepatitis Paralysis
Polio Convulsions
Allergies Muscle Disorder
Asthma Eczema
Vision or Hearing Limitations Other lliness (specify)

List any hospitalizations. Give reason and date of hospitalization.

Are you taking any medications? If yes, give type and reason.

Do you have or have you had any medical problems which would limit the number and kind of children for whom you could
care? Yes __ No If yes, please provide an explanation below:

Date: .

Caregivér’s Signature:

“The Genetic Information Nondiscrimination Act of 2008 (GINA} prohibits employers and other entities covered by GINA
Title Il from requesting or requiring genetic information of individuals or their family members. To comply with this law,
we are asking you not to provide any genetic information when responding to this request for medical information.
“Genetic information” that should not be disclosed pursuant to GINA includes an individual’s family medical history, the
results of an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member
sought or received genetic services, genetic information of a fetus carried by an individual or an individual’s family
member, and genetic information of an embryo lawfully held by an individual or family member receiving assistive

reproductive services.”
Client Medical Form — Page 2 / 6-9-11




A Second Chance, Inc.
Request for Medical Examination

Date : POC# ACCYF#
Name Address
“Work# Phone#

Social Security#

Does Caregiver have Insurance? O Yes O No If so, Insurance type and group number.

When is caregiver due for certification?

Caseworkers Signature:
Supervisor Signature:
Director Signature:

1) List the caregiver's availability -

Days Dates _ Times

2) Choose an office -
Dr. Levi Walker -Medical Center East-211 N Whitfield St Ste 710 - Plttsburgh PA 15206

Alma lllery Medical Center - 7227 Hamilton Ave. - Pittsburgh PA 15208 in Homewood
Braddock Family Health Center - 404 Braddock Ave. - Braddock Pa 15104

Duquesne Family health Center - 2 Duquesne Plaza - Duquesne PA 15110

East End Community Health Center - 117 North Negley Ave.- Pittsburgh PA 15206
Hazelwood Family Health Center - 4918 2nd Ave. - Hazelwood, pa 15207

McKeesport Family Health Center - 627 Lyle Blvd. - McKeesport, PA 15132

Rankin Family Health Center - 300 Rankin Bivd. - Pittsburgh, PA 15104

Steel Valley Health Center - 208 East 8th Ave. - Homestead, PA 15120

West End Health Center - 415 Neptune St. - Pittsburgh, PA 15220

Westinghouse High School (School Based Health Center) - 1101 North Murtland Ave. -

Pittsburgh, PA 15208
MedExpress Urgent Care-(Any Locations) See Bonita for authorization form

O C O 00O C0CO0O 000

o

Assignment information

Client is scheduled for an appointment

With

Date

Appointment time

Z/Forms2008/POC/Request for Medical Examination
1072011



RELEASE OF INFORMATION

A SECOND CHANCE, INC.
8350 FRANKSTOWN AVENUE

PITTSBURGH, PA 15221
PHONE: 412-342-0600
FAX: 412-342-0402

DATE:

ATTENTION:

WE HAVE ENCLOSED A RELEASE OF INFORMATION FORM SIGNED BY

THE INFORMATION CONCERNING

IS REQUESTED FOR

THE PURPOSE OF CASEWORK ASSESSMENT AND CASE PLANNING.

IF YOU HAVE ANY QUESTIONS, PLEASE CALL ME AT THE NUMBER LISTED ABOVE. YOUR

COQPERATION IN THIS MATTER IS GREATLY APPRECIATED.

SINCERELY,

POINT-OF-CONTACT CASEWORKER

PAGE1oOr2
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RELEASE OF INFORMATION

A SECOND CHANCE, INC. / POINT-OF- CONTACT
8350 FRANKSTOWN AVE,, PITTSBURGH, PA 15221

PHONE - (412) 342-0600 FAX - (412) 342-0402

CONSENT TO OBTAIN/RELEASE CONFIDENTIAL INFORMATION

(ALL PARTS OF THIS FORM MUST BE COMPLETED IN COMPLIANCE WITH THE REVISED REGULATIONS PURSUANT T0O THE MENTAL HEALTH PROCEDURES ACT.)

IHEREBY AUTHORIZE __A SECOND CHANCE INC.
(NAME OF FACILITY/AGENCY/SCHOOL/PERSON)

TO: [:] RELEASE (IDENTIFY AUTHORIZED RECIPIENTS)

[[] OBTAIN INFORMATION FROM THE RECORDS OF;

{CLIENT), [/ - -
NAME DATE OF BIRTH SOCIAL SECURITY NUMBER

FOR THE PURPOSE OF EVALUATION, KINSHIP/RESOURCE HOME LICENSING, CASE MANAGEMENT, CASE
PLANNING AND TO ENSURE COORDINATION OF CARE

METHOD OF RELEASE (CHECK ONE): [_] VERBAL & COPIES [_] COPIESONLY [ | VERBAL ONLY

THE FOLLOWING INFORMATION IS APPROVED TO BE RELEASED (please check appropriate boxes):
[ MEDICAL RECORDS

] SOCIAL SERVICE INFORMATION [[] HOSPITAL RECORDS
[] WAIVER APPROVAL [[] IMMUNIZATION RECORDS
[J CASE MANAGEMENT RECORDS [] DENTAL RECORDS
|:| ROUTINE OUTPATIENT TREATMENT
RECORDS
[[] OFFICE VISITS/PRIVATE PRACTICE
o [ MENTAL HEALTH/DRUG & ALCOHOL o [] HIV / AIDS
[[] INTAKE ASSESSMENT & SOCIAL HISTORY [] AIDS OR RELATED HIV TESTING
[] DEVELOPMENTAL /PSYCHOLOGICAL [] HIV/AIDS TREATMENT RECORDS
/PSYCHIATRIC EVALUATIONS AND '
RECOMMENDATIONS o [ IN-PATIENT RECORDS
[ 1 PROGRESS NOTES [] BIRTHRECORDS
[[] CONFIRMATION OF ATTENDANCE / VISIT DATES [[] HOSPITALIZATION RECORDS
_ - [C] DENTAL RECORDS
. D OTHER

T HAVE BEEN TOLD THAT IN ORDER TO PROTECT THE LIMITED CONFIDENTIALITY OF RECORDS, MY AGREEMENT T0 OBTAIN OR RELEASE INFORMATION IS
NECESSARY AND THAT THIS PERMISSION I§ LIMITED FOR THE PURPOSES AND TO THE PERSON LISTED ABOVE AND WILL BE EFFECTIVE FOR 1 YEAR AFTER THE
DATE OF MY SIGNATURE, UNLESS SERVICES ARE TERMINATED OR A BRIEFER PERIOD IS SPECIFIED BELOW, | ALSO UNDERSTAND THAT THIS CONSENT IS

REVOCABLE EXCEPT TO THE EXTENT THAT ACTION HAS BEEN TAKEN IN RELIANCE THEREON.

‘THIS CONSENT SHALL BE IN EFFECT FROM . - TO
SIGNATURE OF APPLICANT: DATE OF SIGNATURE:
SIGNATURE OF STAFF MEMBER: DATE OF SIGNATURE:

PLEASE FORWARD INFORMATION TO

NAME OF FACILITY, AGENCY, OR PERSON:

A 475
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My signature below indicates that | have received an Emergency Contact Magnet from
A Second Chance, Inc.

Kinship Caregiver Date
Kinship Caregiver Date
Caseworker Date

My signature below indicates that | have received an Emergency Contact Magnet from
A Second Chance, Inc.

Kinship Caregiver Date
Kinship Caregiver Date
Caseworker ' ' | Date

My signature below indicates that | have received an Emergency Contact Magnet from
A Second Chance, Inc. ‘ :

Kinship Caregiver Date

Kinship Caregiver Date

Caseworker Date




A S@:oNDCHAwE

Kms!up Care

DPW HOME INSPECTION
O Initial Inspection : | O Re-Inspection
Date of Inspection - .POC/ASCI #
Caregiver(s)/Resource Family
Address: Phone #:

1. Current Home Situation

A. Foster Family Composition
a. Record the total number of household members:

NAME DOB AGE CLEARANCES | RACE | RELATIONSHIP | RELIGION
NEEDED

Q Child abuse
© Criminal

O FBI

O N/A

O Child abuse
O Criminal

O FBI

O N/A

© Child abuse
Q Criminal

QO FBI

Q N/A

O Child abuse
O Criminal

O FBI

O N/A

O Child abuse
O Criminal

O FBI

O N/A

Q Child abuse
O Criminal
'O FBI

O N/A

Q Child abuse
O Criminal

O FBI

O N/A

O Child abuse
© Criminal

C FBI

QO N/A

O Child abuse
O Criminal

Q FBI

O N/A
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B. Are there more than 6 children living in the home? . OYES ONO
(A child is anyone under the age of 18 years) '

If YES,
* Has a waiver been obtained from DPW? OYES ONO
* Arc there limitations on the waiver? OYES ONO

A copy of the waiver must be filed in the Caregiver(s) Record
C. In a narrative form describe exact slecping arrangements for all members of the household
* How many bedrooms are in the home?

. Residence Requirements (3700.66)

A. Foster Child Sleeping Area:

1) Is it a suitable area (not a hall, stairway, unfinished basement or attic, garage, OYES ONO

bathroom, eating area, closet, shed, passageway, or building)?

2) Do foster children share rooms with children of the same sex only? OYES ONO
_ - ON/A

3) Does the foster child’s bedroom provide:

* Clean comfortable bed; - OYES ONO

* Clean Mattress, linens, blankets, pillow and; OYES ONO

* Adequate privacy? ' OYES ONO

B. Does the residence have:

* At least one flushing toilet; OYES ONO-

¢ At least one wash basin with hot and cold running water; -OYES ONO

* An operable landline telephone and; OYES OQNO

* An operable heating system? OYES ONO

3. Safety Requirements (3700.67)

Does the residence have:

o Medications and containers of poisonous, caustic, toxic, OYES ONO O N/A
flammable or other dangerous materials distinctly marked or
labeled as hazardous and stored in areas inaccessible to children
under 5 years of age;

s Emergency telephone numbers (Fire, Police, Poison Control, OYES ONO
Ambulance) conspicuously posted adjacent to all telephones and; _

e Any fireplace, fireplace inserts, wood or coal burning stoves or OYES ONO O N/A
freestanding space heaters?

If YES,

Z/Forms 2008/POC/DPW Home Inspection Revised 6/2010 Page
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¢ Are they allowed by the local ordinance; OYES ONO
¢ Are they installed and operated according to manufacturer’s specifications OYES ONO
and;

- o Are they requirements of local ordinance? OYES ONO
Does the residence have: ‘
* An operable smoke detector on each level of the residence including - @AYES 0ONO

basement and attic and;

* Portable Class B Fire extinguisher in kitchen and other cooking areas? OYES ONO
When YES,
» s extinguisher gauge register operable and; . OYES ONO
» Has extinguisher pressure been tested within the last 12 months? OYES ONO
] W ox cond OYES ONO

If YES,

o Is there a fire ladder?

Does the residence have:

s Protective safety caps on electrical outlets accessible to children OYES ONO ON/A
under 5 years of age;

e Are electrical wires properly insulated and;

o s drinking water from a municipal source?

IfNO, .
Drinking water from an individual water source shall be potable as determined by an annual micro-

biological test conducted by a laboratory certified by the Department of Environmental Resources. Test
results may be attached,

Date of most recent micro-biological test:

OYES 0ONO O N/A

OYES ONO
OYES ONO

Is there adequate safe space for play?
8 YES O NO

O YES O NO
O YES ONO

e Indoors

e Outdoors

Does the family own firearms?

If YES, ,
The Caregiver(s) have: - 0 Hand Gun(s) O Shotgun(s) 0 Rifle(s)

Are the weapons registered? O YES ONO
Registration #: ' ' Date Registered:

Are the firearms stored in the kinship caregiver’s home? 0 YES ONO
Are the firearms stored in compliance with A Second Chance, Inc. safety

expectations (double locked in a locked container with a gun lock properly O YES ONO
installed, unloaded and not accessibie to the children in care)?

Was the storage area witnessed by the staff? OYES  ONO

My signature below indicates:
1) that I have provided all information pertaining o my gun ownership status.
2) My caseworker has explained A Second Chance, Inc.’s requirements on safe storage of guns in my home

Z/Forms 2008/POC/DPW Home Inspection Revised 6/2010 Page 3



Primary Caregiver Date

Secondary Caregiver ' Date

Note — If the kinship caregiver has additional questions regarding gun safety and storage please refer them to
the local Police department for follow up.

4. Training (3700.65)

Has each caregiver completed:
14 hours of initial training (for state requirements only)? O YES ONO
6 hours of annual training? O YES ONO ON/A

Please include an up-to-date training log(s)/ record(s) in the Caregiver(s) Record

5. Discipline Practices (3700.63)

Do the Caregiver(s) understand and accept the state agency policy regarding OYES ONO
discipline, punishment and control that prohibits physical punishment?

Is there a signed witness copy of the discipline agreement in the Caregiver(s) OYES ONO
Record?

6. Transportation Requirements (3130.89)
Is there a signed, witnessed copy of the transportation policy agreements OYES ONO
in the Caregiver(s) Record? .
Do the Caregiver(s) have a car seat that meets Federal Motor Vehicle OYES ONO ONA
Safety Standards for transporting children ages 4 to 8 that are over 40
pounds or under 4°9” tall and under 80 pounds in a belt positioning

~ booster seat?
Do the Caregiver(s) have a valid licensed and inspected vehicle OYES ONO ONA

(according to 75 PA CS 191-9910 relating to the vehicle code)?

Date inspection(s) Expire(s):

Do the Caregiver(s) possess a valid driver’s license for the class of OYES ONO ONA

vehicle? _

Female Caregiver’s license expiration date: OYES ONO ONA
- Male Caregiver’s license expiration date: OYES ONO ONA

7. Home Insurance Protection (3130.90) :

A. Does the caregiver own their home? OYES HONO

If yes, '

Does the Caregiver(s) have General Liability Insurance? OYES ONO

Company Name:

Is there fire insurance on the premises where foster care is provided? OYES ONO

If YES, ' '
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Company Name:
Comments/ Explanations;

B. Does the caregiver rent their home? ' OYES ONO
If yes,
Does the Caregiver(s) have renter’s Insurance? OYES ONO

Company Name:
Is there fire insurance on the premises where foster care is provided? OYES ONO
If YES,

Company Name:
Comments/ Explanations:

8. Re-Evaluation Summary (to be completed for Re-evaluations only)

Please specify any changes in the family composition since last evaluation: ON/A

Has residence changed since last evaluation? OYES LONO
(i.e., moved, additions, built a swimming pool, safety measures made, etc.)

If YES, please explain:

Is the foster home in compliance with the Department of Public Welfare Regulations DO YES O NO

3700.62 — 3700.677
If YES, is continuing approval granted? OYES ONO
If NO, describe factors that are not in compliance and Caregiver(s)’ specific plans to correct them, include

anticipated dates of correction.
(If any of these factors existed at the time of the previous re-evaluation, and have not been corrected,

please indicate that here.)

If the foster home is not in compliance, is provisional approval appropriate? OYES ONO

» Provisional approval may be granted for a period of up to 12 months if the health and safety of the
Joster child(ren) are not in jeopardy.

e During provisional approval, no additional foster children may be placed.
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e [fcompliance is not a_chieved within 12 months, approval will be terminated and any foster child
placed after October of 1982 will be removed.

O YES
If the foster home is not in compliance, is approval being terminated?

Date of Termination:

Please note: According to section 3700.72 of the Department of Public Welfare Regulations, you have the
right to appeal the agency’s decision to grant provisional approval of your foster home. To exercise your
appeal rights, you must submit to the agency within 15 calendar days of the date of this letter, a written
appeal. When the agency receives your written appeal, we will attempt to resolve the issues in question. If
we are unable to do so, your appeal will be forwarded to the Office of Hearing and Appeals in Harrisburg,
within 15 days of receiving your written appeal.

9. Condition of the Home (General) Summary

Yes No

1. Are the pathways clear of clutter? Need to ensure proper safety exit.

2. Isthere an appropriate garbage receptacle(s) outside of the home?

3. Isthere clutter, boxes, trash or storage items found in common or living areas?

4. Does the family have any pets? If yes state the number and types of pets

5. Does the child have any allergies?

6. Isthe home in need of any general repairs?

7. Does the family have handyman etc. resources?

8. Are there any areas of loose carpeting or loose floor boards?

9. Any wires across the floor?

10. Are the windows intact and free from cracks?

11. Does the kinship caregiver home have the required and operational fire and
safety equipment? Smoke detectors, safety plugs, fire extinguishers,
emergency numbers, fire ladders (if applicable).
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Agency Service Factors

The Caregiver(s) should have provided the information listed below on the dates listed below.

ASCI Worker’s name and telephone number

ASCI Supervisor’s name and telephone number

Emergency Number (evenings, weekends, holidays)

County Caseworker’s telephone number '
County Supervisor’s telephone number

Latest Foster Parent Manual

A signed copy of Discipline Policy

A signed copy of Transportation Policy/ Agreement

Medical Assistance card/ number for each cligible child

A signed copy of Placement Plan and Agreement for each child

In the Caregiver(s) Record there should be:
A signed Discipline Policy
A signed Transportation Policy/ Agreement

A signed Placement Plan and Agreement for each child

Caregiver(s) please provide your signature below. Your signature represents that you have reviewed the DPW

Dates Completed

Home Inspection in its entirety. However, your signature does not necessarily indicate agreement with the

statements.

Primary Caregiver Signature

Secondary Caregiver Signature

ASCI Caseworker Signature

ASCI Supervisor Signature

Z/Forms 2008/POC/DPW Home Inspection

Revised 6/2010

Date

Date

Date

Date
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A SeCOND CHAW

Klnshlp Care

OKiNsHIP CAREGIVER TIRESPITE  OISUBSTITUTE CAREGIVER

On January 23, 1987, regulations were enacted by the Department of Public Welfare which applies to all foster parents in
Pennsylvania. Section 3700.8% pertains to requirements governing the transportation of foster children. These regulations

were updated effective February 21, 2003,

The regulation is as follows:

1. A vehicle used in transporting children shall be validly licensed and inspected in 75 PA.C.S. 8§ 101-
9910 (relating to the Vehicle Code).

2, A person transporting children on behalf of the agency shall possess a valid driver’s license for the class of
vehicle being operated. The number of persons in a vehicle used to transport children may not exceed the
passenger capacity as determined by the vehicle manufactured. Safety restraints, as installed at the time of

manufacturing, shall be used by all occupants.

. 3. Children who are younger than 4 years of age shall be transported in motor vehicles in accordance with the
requirements for parents and guardians under 75 PA.C.S. SS 4581 (relating to restraints systems).

4. Effective February 21, 2003, in compliance with Pennsylvania’s Child Passenger Law, all children ages 4 to
8 years old that are over 40 pounds but under 4°9” tall and 80 pounds must be secured in a belt positioning
booster seat.- Also, children anywhere in the vehicle, between 8 years old and 18 vears old must be secured

with a seat belt system.
I/ We have been informed of all transportation

requirements as defined by Children and Youth and Families of Allegheny County and the Department of Public Welfare
Code, Section 3130.89. I/We have been given a copy of this policy, have read it and understand it. I/ We agree to abide

by the terms of the policy.

We agree that we will notify of any situation that arises that affects my /
our ability to abide with this policy, including, but not limited to the suspension of a driver’s license or loss of automobile:

insurance.

Primary Caregiver 7 Date:
Secondary Caregiver Date:
Caseworker Date;
V/////////////////////////////////#/////////g ... KINSHIP CAREGIVER/ CAR#1 ' | KINSHIPCAREGIVER/ CAR 3, .
ER’S LICENSE
];T:?TI]‘E; OF EXPIRATION
AUTO REGISTRATION
ATE OF EXPIRA
MODEL: MODEL:
CAR SEAT INFORMATION SE(I)RIAL NUMBER: ‘ SE(I)QIAL NUMBER:

- Z/Forms2008/POC/Transpotation Policy Statement
Revised 9/24/10
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A. EOND CHANGE..

Kinship Care

DISCIPLINE POLICY STATEMENT

O Kinship Caregiver
L1 Respite
U Sub Caregiver

- Allegheny County has long had a policy which prohibits physical or corporal punishment or discipline of
foster children. On January 24, 1987, regulations were enacted by the Department of Public Welfare,
which apply to all foster parents in Pennsylvania.

The Foster Child Discipline Punishment and Control Policy, Pennsylvania Department of Public Welfare
Code, Section 3700.63 is as follows:

Discipline:

o Foster children shall be directed with techniques that stress praise and encouragement.
e Foster children may not be subjected to verbal abuse, derogatory remarks or threats of removal
from the foster home.

Punishment: The following forms of punishment are prohibited:

Abusive discipline practices.

Physical punishment inflicted upon the body.

Punishment for bed wetting or actions related to toilet training.

Delegation of punishment to another child.

Denial of meals, clothing or shelter.

Denial of elements of the service plan or ISP.

Denial of communication with, or visits by, the child’s family.
Assignment of physically strenuous exercise or work solely as punishment.

Control:

¢ Passive physical restraint is the only allowable method of restraining a child.

I, We
have been informed of the Foster Child Discipline Punishment and Control Policy as defined by the

Pennsylvania Department of Public Welfare Code, Section 3700.63. I, We have been given a copy
of this policy, have read and understand it. I, We agree to abide by the terms of this policy. I, We
understand that when problems related to discipline arise, we will consult with our assigned

caseworker.

Kinship Caregiver Kinship Caregiver Date

POC Caseworker Date

Z/Forms 2008/POC/Discipline Policy
6/2008



GROOMING AND HYGIENE AGREEMENT

O Kinship/Resource Parent ORespite Caregiver O Substitute Caregiver

Allegheny County Child, Youth and Families (ACCYF) through the Department of Public Welfare (DPW) require
the Resource Parent to assure the basic personal hygiene and grooming of the child/youth in placement be

adequately and appropriately addressed.

A Second Chance Inc. a.grees as a condition of this requirement that the health, safety, social, and emotional
well-being of each child/family will, at all times, be reasonably protected and that services will be provided in
surroundings and under conditions as stipulated by ACCYF and DPW when applicable.

Grooming:
» Foster children shall be prowded with techniques that stress hygiene and cleanliness.

» Resource Parent will ensure that the chifdren in their homes have the essential assortment of personal
hygiene products.

Service Provider shall assure the availability and use of age and ethnically appropriate products that include

a) Soap

b) Deodorant

¢) Creams or lotions

d) Shampoo and conditioner

€) Other basic and ethnically necessary hair styling products (i.e. comb/brush, relaxer, etc.)

f) Hair cuts and/or grooming services on a regular and as needed basis by a licensed barber or cosmetologist
either at the provider’s facility or at a refail Shop

g) Shaving products

h) Manicure supplies
i) And other sundries necessary for the health and weli-being of the child

Control:
¢ The cost of these supplies and services shall be included In the board payment issued to the Resource

Parent.
« Should the children need the products immediately, ASCI WI|| provide the products, and the cost will

later be deducted from the board payment.

¢ If the above mentioned grooming products are not provided by the Resource Parent, A Second Chance
Inc. will ensure that these products are supplied to the kinship child within twenty-four to forty- elght
hours.

» The Resource parent will be responsible for repaying any advances provided in the purchase of
grooming supplies. The advances may be deducted from the board checks. .

1, We
have been informed of the Foster Child Grooming and Hygiene Agreement through Allegheny County Child,
Youth and Families and the Department of Pubiic Welfare requirements. |, We have been given a copy of this
agreement, have read and understand it. |, We agree to abide by the terms of this policy. |, We understand that

when problems related to grooming/hygiene arise, we will consult with our assigned caseworker.

Signed:
Resource Parent Date
Resource Parent _ Date
Caseworker Date

Z/Forms2008/POC/Grooming and Hygiene Agreement
11/2008



| A SecOND CHANGE..

Kirship Gare

Okinship Caregiver TRespite  DSubstitute Caregiver

|/We, prospective/approved resource parent(s), agree to comply with the no smoking’ provisions of the Clean Indoor Air
Act whenever a kinship child under the care of A Second Chance, Inc. is present in my/our home or vehicle. ‘Smoking’
refers to the use of a lighted cigar, cigarette, pipe or other smoking device and includes non-tobacco products. Chewing

tobacco is permitted.

s Nosmoking by anyone, including the child, inside the home while the child is in the home;

e No smoking by anyone, including the child, in the vehicle while the child is in the vehicle;

*  Nosmoking by anyone, including the child, in a detached building located on my/our home property while the
child is in the detached building; '

s Prominently displaying a ‘no smoking’ sign an the home’s main living level;

¢ No providing of tobacco products to underage children or adolescents; and

s [f smoking outside, not standing near an open window or doorway.

If I/we accept placement of a child under age 5, or a child with asthma or another respiratory disorder, and there is a
smoking household member who may smoke when the Kinship child is not present in the home/vehicle/detached building,
|/we agree to manage environmental pollutants by observing the following guidelines: -

® Leaving a window open whife smoking in the vehicle;
¢ Not allowing the child to play in a detached building on my/our home property where smoking oceurs; and
¢ Smoking in a part of the house not used by the child and which does not share a ventilation system with the rest of

the house.

|/We further understand that reported non-compliance with the above expectations may result in an investigation to
determine the facts, and that a substantiated report, by law, incurs a fine of up to $250 for a first-time violation. Any
subsequent substantiated violations face increasing fines of up to $1000. Additionally, the agency may impose a ‘plan of
correction” and place my/our home on provisional status until the plan is compieted. After three documented non-

compliance incidents, the agency may close my/our home,

I/ We have been informed of the Clean Indoor

Air Act Pennsylvania requirements as defined by Act 27 of 2008.

I/We have been given a copy of this policy, have
read it and understand it.

I/We : agree to abide by the terms of the policy.
Resource Parent Date

Resource Parent Date

ASCI Caseworker Date



4. 0D CHAYD.

Kinship Lare

Date

Dear R

has applied for the placement of a foster child in
his/her home and has given your name as a reference.

Recognizing that foster parenting can be a rewarding and often challenging process, what
is your overall assessment of his/her strengths and weaknesses as a potential foster

parent?

We would appreciate your written reply as soon as possible so that we may complete our
assessment of this applicant. Any information you can provide will be very helpful and
will be sincerely appreciated. If you have any questions, please contact me at
412-342-0600.

Sincerely,

Point of Contact
Kinship Care Caseworker

8350 Frankstown Road

Pittsburgh, PA 15221

Z/Forms 2008/POC/KCG Reference Ltr Page 1 of 3
6/2008



REFERENCE FOR FOSTER CARE

NAME OF APPLICANT:

1. How long have you known the applicant and in what éapacity?

2. Has the applicant ever discussed his/her desire to foster a child with you?

3. What kind of child does the applicant prefer to provide foster care for?

4. What kind of person is he/she?

5. What qualiﬁcaﬁons does the applicant have which would enable him/her to be a good
parent to a foster child.

6. How does the applicant interact with children and how do children respond to
him/her?

7. What do you know of the applicant’s life and family relationships?

Z/Forms 2008/POC/KCG Reference Lir Page 2 of 3
6/2008 :



8. If you were responsible for a child’s future, would you want this applicant to be

his/her foster parent? Why or why not?

9. Do you know of any reasons why the applicant would not be a desirable foster parent

for a child?

10. Other comments:

Signature

Please print:

Name

Date

Address

Phone Number

Please return to:

A Second Chance, Inc.
8350 Frankstown Road
Pittsburgh, PA 15221
(412) 342-0600

FHAN K YOU VERY MUCTE!

Z/Forms 2008/POC/KCG Reference Litr
6/2008
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Kinship Care

Date

Dear - ,

has applied for the placement of a foster child in
his/her home and has given your name as a reference.

Recognizing that foster parenting can be a rewarding and often challenging process, what
is your overall assessment of his/her strengths and weaknesses as a potential foster

parent?

We would appreciate your written reply as soon as possible so that we may complete our
assessment of this applicant. Any information you can provide will be very helpful and
will be sincerely appreciated. If you have any questions, please contact me at
412-342-0600.

Sincerely,

Point of Contact

Kinship Care Caseworker
8350 Frankstown Road
Pittsburgh, PA 15221

Z/Forms 2008/POC/KCG Reference Lir Page 1 of 3
6/2008 _



REFERENCE FOR FOSTER CARE

NAME OF APPLICANT:

1. How long have you known the applicant and in what capacity?

2. Has the applicant ever discussed his/her desire to foster a child with you?
3. What kind of child does the applicant prefer to provide foster care for?

4. What kind of person is he/she?

5. What qualifications does the applicant have which would enable him/her to be a good
parent to a foster child.

6. How does the applicant interact with children and how do children respond to
him/her?

7. What do you know of the applicant’s life and family relationships?

Z/Forms 2008/POC/KCG Reference Lir Page 2 of 3
6/2008



8. If you were responsible for a child’s future, would you wailt this applicant to be

his/her foster parent? Why or why not?

9. Do you know of any reasons why the applicant would not be a desirable foster parent

for a child?

10. Other comments;

Signature

Please print:

Name

Date

Address

Phone Number

Please return to:

A Second Chance, Inc.
8350 Frankstown Road
Pittsburgh, PA 15221
(412) 342-0600

THANK YOU VERY MUCHE!

Z/Forms 2008/POC/KCG Reference Litr
6/2008
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Kinship Care - .

Date.

Dear ' s

has applied for the placement of a foster child in
his/her home and has given your name as a reference.

Recognizing that foster parenting can be a rewarding and often challenging process, what
is your overall assessment of his/her strengths and weaknesses as a potential foster

parent?

We would appreciate your written reply as soon as possible so that we may complete our
assessment of this applicant. Any information you can provide will be very helpful and
will be sincerely appreciated. If you have any questions, please contact me at
412-342-0600.

Sincerely,

Point of Contact
Kinship Care Caseworker
8350 Frankstown Road
Pittsburgh, PA 15221

Z/Forms 2008/POC/KCG Reference Ltr Page 1 of 3
6/2008



REFERENCE FOR FOSTER CARE

NAME OF APPLICANT:

1. How Jong have you known the applicant and in what capacity?

2. Has the applicant ever discussed his/her desire to foster a child with you?
3. What kind of child does the applicant prefer to provide foster care for?

4. What kind of person is he/she?

5. What qualifications does the applicant have which would enable him/her to be a good
parent to a foster child.

6. How does the applicant interact with children and how do children respond to
him/her?

7. What do you know of the applicant’s life and family relationships?

Z/Forms 2008/POC/KCG Reference Lir Page 2 of 3
6/2008 .



8. If you were responsible for a child’s future, would you want this applicant to be

his/her foster parent? Why or why not?

9. Do you know of any reasons why the applicant would not be a desirable foster parent

for a child?

10. Other comments:

Signature

Please print:

Name

Date

Address

Phone Number

Please return to:

A Second Chance, Inc.
8350 Frankstown Road
Pittsburgh, PA 15221
(412) 342-0600

THAN K YOU VERY MUCTE!

Z/Forms 2008/POC/KCG Reference Ltr
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Kinship Sare

Date

Dear s

_ has applied for the placement of a foster child in
his/her home and has given your name as a reference.

Recognizing that foster parenting can be a rewarding and often challenging process, what
is your overall assessment of his/her strengths and weaknesses as a potential foster

parent?

We would appreciate your written reply as soon as possible so that we may complete our
assessment of this applicant. Any information you can provide will be very helpful and
will be sincerely appreciated. If you have any questions, please contact me at

412-342-0600.

Sincerely,

Point of Contact

Kinship Care Caseworker
8350 Frankstown Road
Pittsburgh, PA 15221

Z/Forms 2008/POC/KCG Reference Ltr Page 1 of 3
6/2008



REFERENCE FOR FOSTER CARE

NAME OF APPLICANT:

1. How long have you known the applicant and in what capacity?

2. Has the applicant ever discussed his/her desire to foster a child with you?
3. What kind of child does the applicant prefer to provide foster care for?

4. What kind of person is he/she?

5. What qualifications does the applicant have which would enable him/her to be a good
parent to a foster child.

6. How does the applicant interact with children and how do children respond to
him/her?

7. What do you know of the applicant’s life and family relationships?

Z/Forms 2008/POC/KCG Reference Lir Page 2 of 3
6/2008



8. If you were responsible for a child’s future, would you want this applicant to be

his/her foster parent? Why or why not?

9. Do you know of any reasons why the applicant would not be a desirable foster parent

for a child?

10. Other comments:

Signature

Please print:

Name

Date

Address

Phone Number

Please return to:

A Second Chance, Inc.
8350 Frankstown Road
Pittsburgh, PA 15221
(412) 342-0600

THAN K YOU VERY MUCTE!

Z/Forms 2008/POC/KCG Reference Ltr
6/2008
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’ . Kinship-Care

AUTHORIZATION AND DISCLOSURE STATEMENT

POCH#: POC Caseworker/supervisor name:
Primary Kinship Secondary Kinship.
caregiver: : Caregiver: © N/A
Include full LEGAL first Include full LEGAL first
name, middle name, name, middle name, [ast
last name and maiden . name and maiden name
name
Date of Birth: Date of Birth:
Social Security#: Social Security#:
Certification [ Date Ceriification or
Recertification Due:
Recertification {_]
Has this person resided outside of the | O Yes Has this person resided outside of the O Yes
state of PA within the fast 5 years? O No __ | state of PA within the last 5 years? O No

Current Address (include city, state, and zip code):

Current County of residence: O Allegheny O Other (please specify):
Previous Address(es) for last 5 years (if different than current address)

1. | 9,
3 4,
5. | 6.

**ALL ABOVE FIELDS MUST BE COMPLETED PRIOR TO SUBMITTING FOR AN ACT 160 SEARCH TO ENSURE
EFFICIENT AND ACCURATE RESULTS** .

Section 1: Authorization

Primary Kinship caregiver:

I, (please print your name), give A Second Chance, Inc.
authorization to review my credit history to research the following: Evidence of financial stability, including
current liens and bankruptcy findings within the last ten years pursuant to the Domestic Relations Code, Act of
November 29, 2004, No. 160. Trecognize that this information will be utilized solely for case management

purposes.

Z/Forms 2008/POC/Authorization Disclosure
4/2013 .




Signature Date

Secondary Kinship caregiver: O N/A
I (please print your name), give A Second Chance, Inc.

authorization to review my credit history to research the following: Evidence of financial stability, including
current liens and bankruptcy findings within the last ten years pursuant to the Domestic Relations Code, Act of
November 29, 2004, No. 160. 1 recognize that this information will be utilized solely for case management

purposes.

Signature Date

Section Two: Disclosure : .
Please list below the requested information on every person age 14 and over, or person who will turn age 14 in

the next year, in your household. This list does not need to include the primary or secondary kinship caregiver.
The following individuals will be required to compiete criminal and child abuse clearances. Those that are age
18 and over will be required to obtain and submit a medical exam.

O There are no other members of my household that are age 14 and over, or who will turn age 14 in the next year.

Name Dateof | Social Security # Gender Relationship | Has this person resided
birth . to the Primary | outside of the state of PA
KC within the last 5 years?
O Male O Yes
O Female O No
O Male O Yes
O Female O No
O Male O Yes
O Female O No
O Male O Yes
O Female O No
I'We, (please print your name) &

(please print your name), have fully disclosed the members of
my/our household that are age 14 or older, or who will turn age 14 in the next year. I certify that this
information is correct and complete to the best of my knowledge. Irecognize that if T knowingly fail to report,
or have omitted any member(s) of my household that are age 14 or older, or who will turn age 14 in the next
year, that it will result in my being disqualified as a kinship foster parent and will result in the immediate
removal of the child(ren) from my home without a hearing pursuant to the Domestic Relations Code, Act of
November 29, 2004, No. 160. I recognize that if anyone moves into my home who is age 14 or older, that
must report this information to A Second Chance, Inc. within 48 hours, or it will result in my being disqualified
as a kinship foster parent and will result in the immediate removal of the child(ren) from my home without a
hearing pursuant to the Domestic Relations Code, Act of November 29, 2004, No. 160.

Primary Kinship Caregiver Signature Date
Secondary Kinship Caregiver Signature ‘ Date
O N/A

Z/Forms 2008/POC/Authorization Disclosure
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A Second Chance, Inc. Witness Signature

Z/Forms 2008/POC/Authorization Disclosure
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SP 4-184 {12-9%) FOR CENTRAL REPOSITORY USE ONLY
PENNSYLVANIA STATE POLICE (LEAVE BLANK)

REQUEST FOR CRIMINAL RECORD CHECK

DATE OF REQUEST

** TYPE OR PRINT LEGIBLY WITH INK ***

NOTE: IF THIS FORM IS NOT LEGIBLE OR NOT PROPERLY COMPLETED, IT WILL BE RETURNED UNPROCESSED TO THE
REQUESTER. A RESPONSE MAY TAKE THREE WEEKS OR LONGER TO PROGESS,

WARNING: A PERSON COMMITS A MISDEMEANOR OF THE THIRD DEGREE IF HE/SHE MAKES A WRITTEN FALSE
STATEMENT, WHICH HE/SHE DOES NOT BELIEVE TO BE TRUE.

REQUESTER
NAME | A Second Chance, Inc. Attn:
ADDRESS .
8350 Fransktown Avenue POCH#:
CITY STATE ZiP
Pittsburgh PA 16221

RN

CONTACT TELEPHONE NUMBER (INCLUDING AREA CODE)

4 1112 -]3[4|2|-]0]6[|0]0O

REQUESTER IDENTIFICATION {ONLY CHECK ONE BLOCK)

& INDIVIDUAL/NONCRIMINAL JUSTICE AGENCY - ENCLOSE A CERTIFIED GHEGK/MONEY ORDER IN THE AMOUNT OF $10.00 PAYABLE TO: “COMMONWEALTH OF PENNS YLVANIA.”
THE FEE IS NONREFUNDABLE.

D FEE EXEMPT NONCRIMINAL JUSTICE AGENCY ** DO NOT SEND CASH OR PERSONAL CHECK ***
NAME/SUBJECT OF RECORD CHECK {CAST) (FIRET) " {MIDDLE]
MAIDEN NAME ANDIOR ALIASES SOCIAL SECURITY NUMBER {SOC) DATE OF BIRTH {DOE} SEX RACE

REASON FOR REQUEST {(CHECK ONE BLOCK)

l:l EMPLOYMENT {IF APPLICABLE, CHECK ONE OF THE FOLLOWING) I:I ELDER CARE |:| CHILD CARE D SGHOOL DISTRICT

X  aoopmonFosTER cARE
D OTHER {SPECIFY)

ONLY CHECK THIS BLOCK [F YOU WANT TO REVIEW YOUR ENTIRE CRIMINAL HISTORY

|:| INDIVIDUAL ACCESS AND REVIEW OR FIREARMS CHALLENGE-ENTIRE CRIMINAL HISTORY
(AVAILABLE ONLY TO SUBJECT OF RECORD CHECK QR LEGAL REPRESENTATIVE WITH LEGAL AFFIDAVIT OF LEGAL REPRESENTATIVE ATTACHED)

THE INFORMATION DISSEMINATED BY THE CENTRAL REPOSITORY IS BASED ON THE CERTIFIED BY

REQUESTER CHECKLIST AFTER COMPLETION MAIL TO

PENNSYLVANIA STATE POLICE

DID YOU ENTER THE FULL NAME, DOB, AND SOC?
CENTRAL REPOSITORY — 164

) RDER)?

DID YOU ENGLOSE THE $10.00 FEE (CERTIFIED CHECK/MONEY O ) 1800 ELMERTON AVENUE

*** DO NOT SEND CASH OR PERSONAL CHECK *** HARRISBURG, PA 17110-9758
717-783-8973

DID YOU ENTER YOUR COMPLETE ADDRESS INCLUDING ZIP CODE AND _ _ )
TELEPHONE NUMBER IN THE BLOGKS PROVIDED? BUSINESS HOURS 8:16 am - 4:15 pm (Monday - Friday)

T e -

SID NUMBER

] no RECORD [ ] CRIMINAL REGORD ATTAGHED

FOLLOWING IDENTIFIERS THAT MATCH THOSE FURNISHED BY THE REQUESTER.

[ ] NAME [ ] sOCIAL SECURITY NUMBER

[ ] pATEOFBIRTH [ ] RACE
[] sex [ ] MAIDEN/ALIAS NAME

(DIRECTOR, CENTRAL REPOSITORY})




MEMORANDUM

To:  Kinship Carsgiver/Resourcs Parent and all Household membars age 14 and above
From: A Second Chance, Inc.
Re:  Disqualifying Ciiminal Offenses Disclosure Statemesnt

In order for A Secand Chancs, Ing. to begin/cantinue in the assessment of your home for certification or
recertification as a kinship foster parentiresource parent we need to be made aware of if anyone in your
home has been charged with or convicted of any of the offenses listed below,

The purpose of this information is to provide a current and complede list of all disqualifying criminal and
child abuse offenses for applicants to be considered for certification at A Second Chance, Inc. In no cass
shall A Second Chance, Inc. cerfify a home if a member of the household age 14 and above has a criminal
history record that reflects & conviction of any of the charges fisted below In the spacified time frames. In
no case shall A Second Chance, Inc. certify a home if a member of the household age 14 and above has a
chiid abuse history record that indicates that they have been named as a perpetrator of a founded report of
child abuse in the specified fime frame

Please review the list of disqualifying offenses and respond to the staterments below fhem. All members of the
household age 14 and above must oompleta this form individyally

Dlsqualifylng Criminal Offenses
(lncludes the aftempt, solicitation or conspiracy to commit any of the offenses under Title 18 of the PA Cflmes Code,
the equivalent crime under Federal Law, or the law of another state.}

Section 2501 {relating to Criminal homiclde)

Section 2502 {relafing to Murder)

Section 2503 {relating to Voluntary manslaughter)
Secfion 2504 - {relating fo Involuntary manslaughter)
Section 2505 {ralating o Causing or aiding suicide)
Ssction 2506 (relafing to Drug delivery resulfing In death)
Section 2702 {relating fo Aggravated assaulf)

Section 2709.1 (relating to Stalking)

Section 2901 (relating to Kidnapping}

Section 2902 {relating to Unlawful restraint)

Section 3121 {relating to Rape}

Section 3122.1 (relating to Statutory sexual assault)
Bection 3123 (refating to Involuntary deviate sexual intercourse)

Saction 3124.1 .

(rslating to Sexual assault)

Section 3125 {relating to Aggravated indecent assault)

Section 3126 (relaling fo Indecent assaulf)

Saction 3127 (relating fo Indecent exposure)

Section 4302 {relating to Incest)

Section 4303 (relating to Concealing the death of a child)

Saction 4304 {relafing fo Endangaring the welfare of childiren)

Section 4305 {relating to Dealing in infant children)

A felony offense under Ssction 5902 (b){rslating fo prostifufion and related offenses)

* Promoting Prostitution (b)(1): Owning, contfolling, managing, supervising or oferwise keeping, alone orin
association with others, a house of prostitution.

* Promoting Prostitution {b){2): Securing an Inmate for a house of prostitution or prostitution business.

» Promefing Prostitution (b)(3): Encouraging, inducing, or otherwise Infentionally causing another to become
or remain a prosfiiute, .

* {c)(1): Compalling another to engage in or promofe prostitution

Page 1 of 2
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—

* (cX{lif): Promote prostitution of a child under 16 years, whether or not aware of the &ge of the child.

' (c)(iv}: Promote prostifution of his spouss, child, ward or any person for whose care, protection or support
he is responsible.

* {c)(v): Knowingly promoting prostifution of another who has HIV orinfactad with the AIDS virus.

Section 5903 {c) or {d) (relating to obscene and other sexual materials and petformances)

¥ Dissemination of explicit sexual materials to & minor.

* Admilfing a minor fo a show that depicts nudity, sexual conduct or sadomasochistic abuse

Section 6301  (relating to corruption of minors)
Section 6312  (relaling o sexual abuse of children)
Felony offense under the Controlled Substance, Drug, Device, and Cosmetic Act within the five (5} year period

immediately preceding verification,

| swear/affirm that | have not been named as a perpstrator of a fourged report of child ebuse as defined by the Child
Protective Services Law within the preceding five years.

F have read the statement above and my signature Indicates my agreement

Signature Dafe
 swearfaffim that | have not been convictad of ane or more of the disqualifying crimes fisted above under Title 18 of the
Pannsylvania Consolidated Statutes or equivalent ¢iime undsr Federal Law, or the law of another state.

| have read the statement above and my signature Indicates my agresment

Signature Dets

{ understand that this home may not be certifled if | have been named as a perpetrator of a foundad report of child abuse or
have been convicted of eny of the crimes listed above within the listed timeframes.

| have read the statement above and my signature indicates my agresment

Slgnature Date
I understand that this home may nat be ceriified if | have baen named as the perpstrator of a founded report of child abuse
longer than five years ago, or have been named as the perpetrator of an indicated report of child abuse.

t have read the statement above and my signature indicates my agreement

Signature Date

I hereby swear/affirm that the information as set forth above (s true and correct, | understand that the penalty for false swearing
is a misdemeanor of the third degree pursuant to Section 4903 (b) of the Crimes Code.

) have read the statement above and my signature indicates my agreemehi '

Signature _ Date
Date: Name:
Flease Print
POC Casaworker/Witness Signature: . Witness Titfe:
Ravised March 2011
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Authorization to Department of Public Welfare for
Rele_ase of Childline Information

I hereby authorize Childline of the Department of Public Welfate to release my
Pennsylvania Child Abuse History Clearance information directly to A Second Chance,
Inc. Please mail information to: Bonita Flanagan, Administrative Secretary, A Second
Chance, Inc. 8350 Frankstown Road, Pittsburgh, Pennsylvania, 15221. A Second
Chance, Inc. is a Kinship Foster Care Agency that works in cooperation with the
Allegheny County Children, Youth and Families.

Tunderstand that this information is confidential in nature pursuant to 55 Pa. C.S.A. §
3490.91. and will not otherwise be released by A Second Chance, Inc. without my
express authorization or pursuant to authorization by Title 55 of the Pennsylvania Code.
I understand that the aforementioned information will not be released directly to me (the
applicant) as stated in the Pennsylvania'Child Abuse History Clearance application.

1 have read this Consent/Release of Information Authorization form and fully understand
anid agree to its content,

Signature of Applicant Name of POC Caseworker

POC # KC’s Last Name

LOKC _

Date £J Household Member {14 yrs. +)
O 8ubKC -
[ Other

Return to:

Bonita Flanagan-Administrative Secretary

A Second Chance; Inc,

8350 Frankstown Avenue

Pittsburgh, PA 15221

Z./Forms 2008/POC/Child Abuse Cover Sheet
6/2008 -



PENNSYLVANIA CHILD ABUSE HISTO'RY CLLEARANCE
HICDEINE USE O

COMPLETE SECTION 1 ONLY. Frint clearly in ink. Enclose $10.00 mone :

DEPARTMENT OF PUBLIC WELFARE. DOyNOT send cash$or pemonae{c?:ggll;.ONLY' Payabie ta DATE RECEIVED BY CHILDLINE
Send to CHILDLINE AND ABUSE REGISTRY, DEPARTMENT OF P 0,
FARRISBURG. PA 1710 8170 \ UBLIC WELFARE, P.O, BOX 8170
APPLICATIONS THAT ARE INCOMPLETE, ILLEGIBLE OR RECEIVED WITHOUT FEE WILL BE
RETURNED UNPROCESSED. IF YOU HAVE QUESTIONS CALL 717-783-6211, OR t

{TOLL FREE) 1-877-371-5422.

SECTION| Eijas T :
IN THIS SPAGE PRINT APPLICANT'S FULL NAME AND ADDRESS {DO NOT USE INITIALS)
NAME SOCIAL BECURITY NUMBER
STREET
AGE DATE QF BIRTH DAYTIME PHONE NO.
CITY, STATE
ZIP CODE SEX COUNTY YOU LIVE IN
L _ LIv OF

Disclosura of your Soclal Security number is voluntary. It is sought under 23 Pa.C.8. §§ 8336(2)(1) (relating to Information In statewide cantral
reglster), 8344 (relating to Information relating to prospective child care personnel), 6344.1 (ralating to Information relating to family day-care home
residents), and 6344.2 (relating to Information relating to other persons having contact with children). The departmant will use your Social Security
number to search the statewida central register fo determine whether you are listad as the perpetrator In an Indicated or founded report of child abuse.

]
1 Child Care Sevices Employee e
LI Foster Care 11 Adoption I School Employes _
O Employment with a significant ikelihood of regular contact Z {LAST, FIRST, MIDOLE)

with children

O volunteers - A eopy of your PROCESSED “Request for Crirninal
Record” (Fomm SP4-164) must be aftached. Out-of-state residents must TR ST FOTES
also aflach a copy of their PROCESSED FBI clearance (Form FD-258). || ’ '

0 DPW Employment & Training 'Program Participant . {LAST, FIRST, MIDOLE]
{signature required below}

3. (LAST, FIRST, MIDDLE)

SIGNATURE OF QIMICAC REPRESENTATIVE GIMICAO FONE NUMBER
1.
2,
3.
4

ERTER

NAME (Last, First, Middle) Do not use inltals. RELATIONSHIP

PRESENT
AGE SEX

Lol L I P

o [en

1
-

| carflfy that the above Information is accurate and complete to the best of my knowledge and belief and submitfed as frue and correct under
penalty of law (Section 4804 of the Pennsylvania Crimes Cods).

Applicants are required to show the administrator the original document
Adniinisfrators are required to keep & copy of this child abuse histoty record on
file. Any parson altering the confents of this document may be subject te divil,

criminal or dministrative action, .
APPLICANT'S SIGNATLRE DATE
CY 113 (UF) 811




DO NOT WRITE IN THiS SECTION - CHILDLINE USE ONLY

SECTION Il :
LI APPLICANT IS NOT LISTED IN A REFORT OF CHILD ABUSE OR A Ol APPLICANT IS LISTED IN A REPORT OF GHILD ABUSE OR A
REPCRT FOR SCHOOL EMPLOYEE. REPORT FOR SCHOOL EMPLOYEE (SEE BELOW),
STATUS OF REPORT DATE OF INCIDENT STATUS OF REPORT DATE OF INGIDENT
1. - 3. -
2, - : 4. -
VERIFIER DATE VERIFIER'S SUPERVISOR DATE

SECTION I &

has requested a certification which includes a clearance of his/her
name against the child abuse, school employee, and criminal history reports.

The results of the child abuse and school employee report clearances are listed in Section |l on the reverse side. The
results of the criminal history reports are listed below. Out-of-state residents must have criminal history clearance from
both the Pennsylvania State Police and the FBI. The voluntary certification may be obtained every two years.

Itis the responsibility of parents and guardians to review this information to determine the suitability of the applicant as
a substitute caregiver.

O Applicant is named as the perpetrator of a founded child abuse or school employee report which occurred in the last five
years.

1 Applicant is named as the perpetrator of a founded child abuse or school employes report which occurrad over five years
ago.

L1 Applicant is named as the perpetrator of an indicated child abuse or school employee report.

B Applicant is not named as the perpefrator of any child abuse or school employee report contained in the
Statewide Central Register.

e - /PENNSYLVANIA STATE BOLICE CLEARAN .
[ Record exists and contains convictions which prohibit hire in a child care position. Report attached.
L1 Record exists, but convictions do not prohibit hire in a child care position. Report attached.
O Record exists, but no convictions are shown. This does not prohibit hire In a child care position. Report attached.

O No record exists. Report attached.

| Recqrd exists and contains convictions which prohibit hire in a child care position. Repart attached.

B Record exists, but convictions do not prohibit hire in a child care position. Report aftached.

O Record exists, but no convictions are shown. This may not prohibit hire in a child care position. Report attached.
[ No record exists. Report aftached. ' '

O No FB! clearance required.

CY 113 ({UJF) &M11



—

1.

12.

13.

14,
15.

16.

DIRECTIONS TO COMPLETE THE
PENNSYLVANIA CHILD ABUSE HISTORY CLEARANCE APPLICATION:

. Applicants are to complste Section | only.

Type or print clearly and neatly in ink only. :
The space for the applicant’s name must be the applicant’s full iegal name. An initia is not acceptable for a
first name. The address listed must be applicant's current home address. This Is also where the results of the
clearance will be mailed.

The applicant’s Social Security number is voluntary. if filling in the Social Security number please fill in the entire
Sacial Security number. ,

Age — Fill in the applicant’s current age

Date of Birth — Fill in the applicant’s date of birth (Example: 01/22/1990).

Daytime Phone Number — Fill in the number for where the applicant can be reached in the avent that there are
questions about the information on the application.

Sex - Check the appropriate box for male or female.

County You Live [n — Fill in the name of the county where you reside (this should be the county for the address

that the applicant filled in the space on the leit of this section).

. Purpose of Clearance — Do not check more than one block:

a. Check the Child Care box if planning to work in a day care or child care setting.

b. Check the Foster Care box if applying as a prospective foster parent.

¢. Check the School Employee box if seeking to have involvement within a school (public, private, vocational, or
technical) for employment or volunteer purposes OR check this box if a child abuse clearance is needed due
to enrollment in an educational program such as a nursing school or technical program.

d. Check the Adoption Block if in the process or planning to adopt a child.

8. Check Employment With A Significant Likelihood of Regular Contact With Children if NONE of the cther
options relate to why a child abuse clearance is nesded.

{. Check the Volunteers box if performing a service {paid or unpaid) for organizations such as Big Brothers/Big
Sisters, Boy Scouts, Little League, or churches. As noted on the form, if the Volunteer box is checked, the
applicant must also attached A COPY of the RESULTS from their PA State Police Crimina! History Record
Check. Do not send original criminal record results because the original cannot be returned. If the applicant is
not a current Pennsylvania resident, the applicant must also attach a copy of their FBI Criminal History results
obfained within the past year.

g. Check the DPW Employment & Training Program Participant box if the applicant is participating in a
Department of Public Welfare employment and training program through a county assistance office, or
CAQ, or the Office of Income Maintenance, OIM. The signature AND phone number of the CAO or OIM
representative is required.

Previous Names Used Since 1975 - The applicant must list any and all- full legal names that they have ever had

since 1975. This includes maiden names, aliases and also known as (aka) names.

Previous Addresses Since 1975 - List all addresses where the applicant has resided since 1975. The applicant

can attach an additional sheet of paper with all of the addresses listed if necessary. if the applicant cannot

remember the exact mailing addresses since 1975, filling in as much information as possible about the location
will be acceptable.

Household Members - Include anyone that the applicant lived with since 1975 (parents, guardians, siblings,

children, spouse {ex), paramour, friends, etc.). If the applicant was under the age of 18 in 1975 this section must

include other household members who lived with the applicant or with whom the applicant lived. Please note

the household member’s relationship to the applicant, their age (to the best of your knowledge) and their sax.

Applications where this section is left blank will be rejected and refurned to the applicant.

Applications must be signed and dated. Applications that are not signed and dated will be rejected and returned

to the applicant.
Enclose a $10.00 money order for each application. No cash or personal checks will be accepted. Agency or '

business checks are acceptable.
Do not send any postage paid return envelopes for us to retum your results. Results are issued through an

automated system generated mailing process.

Note: Clearance results will be mailed io you within 14 days from the date that the clearance is received in our office. Failure fo comply
‘with the above instructions will cause considerable delay in prosessing the results of an applicant's child abuse clearance.



~ A Second Chance, Inc.

FBI FINGERPRINTING APPLICANT REGISTRATION

H DATE OF REQUEST

CASEWORKER
NAME

ASCI NUMBER '
CYF NUMBER

PROGRAM

i
|
i
i
I
\
|

REASON FOR REQUEST (CHECK ONE BLOCK)
[ ] PROSPECTIVE FOSTER/ADOPTIVE PARENT (Primary or Secondary)

I:I INDIVIDUAL OVER THE AGE OF 18 RESIDING IN THE HOME OF A PROSPECTIVE FOSTER/ADOPTIVE PARENT

*NAME/SUBJECT OF RECORD GHECK {LAST) "(-IEI-RS‘F) (M_IDDLE INITIAL)
*Date of Birth (MMDDYYYY) *Place of Birth Eity “Piace of Birth State/Country *85N *RACE
*Eye Color *Hair Golor *Height *Weight *Country of'
i . Citizenship
Drivers License No. *Address *City *State *Zip
*Phone Number Email Address {ex John@dos.com) Alias/Maiden Last Name Alias First Name Alias Middle Initial
{ex 2155551212}

* Fields marked with a * are required.

By signing below, | acknowledge that | have been informed and clearly understand that foster and adoptive parents, along with
any individual over the age of 18 residing in the home at least 30 calendar days per year, are required by State Law to submit a
fingerprint-based federal criminal record check through the FBI. Additionally, | understand that if a prospective foster or
adoptive parent or any individual over 18 years of age residing in the home has resided outside of Pennsylvania at any time
within the previous five-year period, they must request certification from the Statewide central registry or its equivalent in each

state in which the person resided.

Please initiai:

| have been provided a list of locations of the fingerprinting sites in Pittsburgh.
| have been provided and understand the identity veriftcation procedures.
| understand that ASCI will use the information provided on this form to register and pay for my FBI clearance.

Upon receiving your confirmation number, please proceed to an identified fingerprinting location to be fingerprinted.

Kinship Caregiver/ Adult 18 or older Date ASCI| Caseworker Date

(Office Use Only)

Date Received Date Registration Complete Online Confirmation Number

Created 2/1/2008



A SECOND CHANGE,.

Kinship Care
KINSHIP CAREGIVER/RESOURCE FAMILY
PLACEMENT PLAN AND AGREEMENT

Mission and Purpose: The purpose of the Placement Plan and Agreement is to outline and clarify the
responsibilities of both the Kinship Caregiver/Resource Family and A Second Chance, inc. relating to the care
and well being of the child while in the home.

Reason for completion: O Initial | O Annual Review I:IV Change of PAT level of child
For the minor child: Date of Birth: Age: PAT Level:
This Agreement is effective this day of
by & between
The Agency: A SECOND CHANCE, INC. (ASCI)

8350 Frankstown Road
Pittsburgh, PA 15221
Telephone (412) 342-0600

a subcontractor of Allegheny County Department of Human Services, Division of Children, Youth and Families
(CYF), the agency that has the care and legal custody of the above named child;

and

The Kinship Caregiver/Resource Family:
First middle last name

- and -~
First middle iast name
Street address City State Zip County
Telephone number
Z/Forms 2008/POC/Place Plan Agreement Page 1 OF 8
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This Agreement covers the placement of, and planning for, the minor child in the home of the Kinsh|p
Caregiver/Resource Family, subject to the following terms, and conditions. :

1. Term of placement; Termination. ASCI and the Kinship Caregiver/Resource Family agrees that this
placement shall be for a term of one (1) year, and shall be automatically continued on a year-to-year basis
thereafter until terminated. It may be terminated by:

o at least thirty (30) days notice in writing from the Kinship Caregiver/Resource Family of their
desire to discontinue the placement;

e by mutual consent of ASCI and the Kinship Caregiver/Resource Family;

» by order.of the Court of Common Pleas of Allegheny County or other appropriate court having
jurisdiction;

* by means of the procedures set forth in Regulations Chapter 11, Section 31 of the children and youth

manual of the Department of Public Welfare Office of Social Programs as revised July 1, 1980
(which regulations have been supplied to the Kinship Caregiver/Resource Family); or

* by reason of the child’s reaching 18 years of age or graduating from high school.
Slqnature(s) My signature indicates that | have read and understood the above information.

Primary Kinship Caregiver/Resource Family: Date:

Secondary Kinship Careqgiver/Resource Family: , Date:

2. Reason for placement. The Kinship Foster Caregiver/resource family understands that the need for a
foster care placement resulted from one or more of the following reasons, as indicated below:
a) [ ] lack of suitable caretaker because of

[ 1 abandonment [] hospitalization of birth parent or caregiver
[C] death of birth parent or caregiver L] ill health of birth parent or caregiver

b) [] lack of suitable care because of

abuse of child

gross physical neglect

injury not explained by the available medical history
neglect of child

failure to thrive

medical neglect

failure to adequately supervise, feed, or clothe
failure to provide continuity in parenting

I

¢) [ lack of suitable housing

[ 1 evicted [] justentered community L
[1 house destroyed [ | unsafe living conditions

dy [ truancy
e) [] special needs & birth parent or caregiver's inability/unwillingness to meet them

Z/Forms 2008/POC/Place Plan Agreement Page 20F 8
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] medical
] emotional

f) [ other (to be completed by ASCI caseworker):

The Kinship Caregiver/Resource Family also understands that the reasons for placement and other information
given to them about the child or the natural family is confidential. They have received this information for the
purpose of and fo the extent necessary to further their ability to meet the chiid’s needs.

3. Health care needs of child

ASCI and the Kinship Caregiver/Resource Family understands and agrees that the child’s current medical
and dental history as of the date of this agreement requires the following, as indicated:
o .enrollment and regular attendance at the well baby clinic serving Kinship Caregiver's area

0 no immediate medical examination or treatment needs are known at present according to the last

examination made the day of \ .
o no immediate dental examination or treatment needs are known at present according to the last

examination made the day of , .
u enrollment and attendance at D eye, Oear, O child development, or 1 other special clinic

(specify clinic and location) because of problems in that area.

o enroliment and attendance in a therapeutic counseling program due to special emotional needs

(specify clinic and location)
a enrollment and attendance in early periodic screening diagnosis and treatment (EPSDT) program

{(specify location)

a other (specify)
4. Educational, social, and other needs of child

a) Educational needs

[] no special educational needs are currently known
[] child has special educational needs in the area(s) of

[lspeech
[ Ireading
[lhearing

[] child requires a special educational program that will be provided by school
[T child requires therapy which wiil be provided through school
child requires the cooperation and help of the kinship caregiver in overcoming truancy

[]
] other

b) Social needs

[ 1 no special social needs are currently known.
[] needs which will require the cooperation and help of the Kinship Caregiver

Z/Forms 2008/POC/Place Plan Agreement Page30F 8
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[ forming positive social responses for children
[] teaching good living habits

[ ] improving peer relationships

[] other

c) Other needs (to be completed by ASCI caseworker)

5. Duties of the Kinship Caregiver/Resource Family.

A. Health Care. Educational, Social and Other Needs for the child: The Kinship Caregiver/Resource
Family agrees that they will arrange for and participate in ongoing routine medical and dental
checkups, educational programs, social programs, and other special needs of the child, as outlined
in this Agreement. This includes the responsibility to provide for transportation for the child.
In the event medical, dental care or therapeutic counseling services are needed, the Kinship
Caregiver/Resource Family will advise ASCI immediately so that treatment plans may be
determined. Following such consultation with the agency, the Kinship Caregiver/Resource Family
agrees to arrange for and participate in all of the necessary appointments for the child. No
authority is given to the Kinshi Caregiver/Resource Family to authorize surgical procedures.
The Kinship Caregiver/Resource Family further agrees that, in the event a need for emergency
treatment arises which precludes such prior planning, they will obtain such treatment for the child

and notify ASCi at the earliest opportunity.

Signature(s). My signature indicates that | have read and understood the above information.

Primary Kinship Caregiver/Resource Family: Date;

Secondary Kinship Caregiver/Resource Family: Date:

B. Discipline. The Kinship Caregiver/Resource Family understands and agrees to abide by the ASCI
Discipline Policy, which prohibits corporal punishment of foster children. A copy of this policy is
attached to this agreement. The Kinship Caregiver/Resource Family also agrees to refrain from
any abusive, degrading, or vindictive means of discipline of foster children.

C. Plan for visitation and telephone contact with bith family or guardian(s). The Kinship
Caregiver/Resource Family understands and agrees that the parent(s), sibling(s), and/or
guardian(s} of the child may visit the child only at the time and piace designated by ASCI, CYF, a
Court, or by mutual agreement. The Kinship CaregiverfResource Family has an obligation to
cooperate in carrying out the visiting plan, which may include, permitting parent/child visits in the
foster home; providing the child’s transportation to other locations; helping to prepare the child for
such visits; supporting the child's need for such visits; and notifying ASCI of any problems during a
visit or in the child's adjustment following a visit. ASCI and the Kinship Caregiver/Resource Family
understands and agrees that the visitation pian between the child and the parent(s), sibling(s) or

guardian(s) shall be as follows:

i) all visits shall take place at a location and time determined by ASCI, CYF, Court Order, or
mutual agreement. Transportation to visits outside the foster home is ordmanly
provided by the Kinship Caregiver/Resource Family.

fiy there will be a minimum of:

] visits every two weeks at (Iocatlon)
[] other (specify frequency and location)
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iii) visits shall continue as per item b, until re-determined in accordance with the parents

availability and performance, the child’s needs, Court Order, CYF directive or mutual
agreement.

D. Notification to ASCI of Changes.in Circumstances. The Kinship Caregiver/Resource Family

understands and agrees that this placement shall be supervised by ASCI. Accordingly, the Kinship
Caregiver/Resource Family agrees that they will immediately notify ASCI of any substantial change
in their circumstances that may have an effect on the child’s adjustment or planning for said child.

This includes notification to ASCI of the following in the indicated timeframes:

A child's runaway must be reported immediately when the Kinship Caregiver/Resource
Family becomes aware. This will require action by A Second Chance, Inc., therefore, if this
occurs during business hours contact your POC caseworker immediately, and if the POC
caseworker is unavailable, speak with the receptionist who will direct your call to the
appropriate supervisor. If a child runs away after business hours A Second Chance, Inc.'s
24 hour on call service can be accessed by calling (412) 342-0600, and pressing zero (0)
once the voicemail message begins to play;

any change in address, health, marital status, i.e. marriage, separation or divorce must be
reported within 48 hours of the change for review by A Second Chance, Inc.;

any changes to the family and household composition must be reported within 48 hours of
the change for review by A Second Chance, Inc. This includes any person, i.e. family
members, paramours, extended family, and friends, moving into the home and/or moving
out of the home.;

any changes in income or employment must be reported within 30 days of the change for
review by A Second Chance, Inc,;

any criminal acts committed by any member of the household, including the Kinship
Caregiver/Resource Family and all household members cver the age of 14 in the home
must be reported within 48 hours of the change for review by A Second Chance, Inc.; and

ail medical emergencies involving the child or Kinship Caregiver/Resource Family must be
reported within 48 hours of the change for review by A Second Chance, Inc.

Please be aware that any Kinship Caregiver/Resource Family who knowingly fails to report any of the
above mentioned information in the required time frames will be disqualified as a kinship foster parent.
This disqualification shall result in the child immediately being removed from the home without a

hearing.

Signature(s): My signature indicates that | have read and understood the above information.

Primary Kinship Caregiver/Resource Family: Date:

Secondary Kinship Caregiver/Resource Family: : Date:

E. The Kinship Caregiver/Resource Family also understands and agree that they will:

not place the child outside their home without the written consent of ASCI;

not return the child to his/her parent, parents, or guardian without the written consent of
ASCI;

not take the child on planned vacation trips outside the county without providing two weeks
written notice to ASCI of their plan and obtaining CYF’s consent to such trip:
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+ not accept other children for care on a private basis or from another social service agency
without the written consent of CYF and ASCI.

F. Training and Certification Process. The Kinship Caregiver/Resource Family agrees to participate in
and provide the information necessary for an initial certification and annual recertification process,

including:

e an evaluation of their home by ASCI;

« foster parent training sessions (14 hours in the first year; 6 hours each successive year).

» furnishing ASCI with a report of health appraisal of the Kinship Caregiver/Resource Parent
during the initial certification process completed by a licensed physician evidencing the
Kinship Caregiver/Resource Parent is free from communicable diseases

Please be aware that any Kinship Caregiver/Resource Parent who is not free from communicable
diseases has an opportunity to have ASCI pursue a waiver on their behaif from the State of
Pennsylvania Depariment of Public Welfare that will allow licensing to proceed; however the Kinship
Caregiver/Resource Parent must first grant ASCI consent to pursue said waiver. Piease note that ASCI
will utilize a non-disclosure posture in pursuing the waiver on a Kinship Caregiver/Resource Parent's
behalf by not specifically identifying the communicable disease.

Signature(s): My signature indicates that | have read and understood the above information:

Primary Kinship Caregiver/Resource Family: Date:

Secondary Kinship Caregiver/Resource Family: Date:

G. Cooperation in the Supervision of the Placement. The Kinship Caregiver/Resource Family also
agrees to cooperate with the ASCI caseworker to conduct supervision of the placement. This
includes participation in the monthly caseworker visits with the Kinship Caregiver/Resource Family
and the child, and the completion of all forms required by ASCI. The Kinship Caregiver/Resource
Family may cail upon the caseworker for guidance and direction at any time, or in an emergency
upon the on-call staff at (412} 342-0600, who will in turn communicate with the caseworker.

H. Permanency Planning. The Kinship Caregiver/Resource Family agrees to participate in the process
of planning for a permanent home for the child as required by Federal and State law and the

policies of CYF and the Juvenile Court.

6. Duties of A Second Chance, Inc. (ASCIY:

A. Training and Certification Process. ASCI agrees to provide all necessary training sessions and
materials for the initial certification and recertification of the Kinship Caregiver/Resource Family.

B. Supervision of the Placement. ASCI shall provide general supervision of the placement. An ASCI
caseworker shall assess the child's development; assist the Kinship Caregiver/Resource Family in
any adjustment problems; and shall call and visit the Kinship Caregiver/Resource Family and the

child monthly.

'C. Managed Health Care Enrollment. ASCI will execute all documents necessary to enroll the child for
managed health care coverage, if necessary.
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D. Financial Support. ASCI will provide financial support to the Kinship Caregiver/Resource Family in
accordance with the terms of this Agreement and all Fedsral, State and local laws, regulations and
policies.

7. Terms of Financial Support. ASCI will pay the Kinship Caregiver/Resource Family a monthly sum based
on ASCI’s established daily board rate for each day the child is in their care. The room and board rate is
determined by the Placement Assessment Tool (PAT) level as assessed by Allegheny County Children,
Youth, and Families.

These PAT levels are as follows:

1 $18.00
2 $19.80
3 $22.68
4 $27.00
College Youth Pat Level Amt Pd to Caregiver
. when child resides in the home
Parenting Teenager also known $30.55
as a Mother Baby Case

The Kinship Caregiver/Resource Family understands and agrees that they are not entitled to payment for
days the child is not in their care, such as when the child is on an overnight visit with the birth parents, is

placed in respite care, or is away at a summer camp.

Quarterly clothing payments are issued to the kinship caregiver four times per year (February, May, August
and November). This Quarterly Clothing allotment is included with the monthly Board payment. Clothing is
issued to the homes that are open and certified as of the disbursement date. The amount of the clothing
issued is based on the age of the child and is in accordance with the Allegheny County Children, Youth and

Families rates.

Age of Child Quarterly Clothing Allowance Rates
Birth thru 18 Months $60.92
19 Months thru 4 Years $84.43
5 years thru 11 years $133.98
12 years and Qlder $161.65

Kin caregivers are also issued on a one-time lump sum Clothing Allotment on behalf of the child. This
Initial Clothing disbursement is a separate payment from the Quarterly Clothing and is issued upon
certification. The Initial Clothing amount is based on the age of the child.

Age of Child Initial Clothing Allowance Rates
Birth thru 18 Months $221.85
19 Months thru 4 years : $295.29
5 years thru 11 years $371.03
12 Years and Older $442.12

While receiving benefits from ASCI, the Kinship Caregiver/Resource Family understands that they are not
entitled {o receive money for the care of the child from any other source, such as Social Security, Child
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Support, Veterans’ Administration, or the child’s natural family. The Kinship Caregiver/Resource Family
-accordingly agrees to return to ASCI| any moneys so received.

8. Revision of Plan. The Placement Plan and Agreement can be revised in whole or in part by the mutual
consent of the Kinship Caregiver/Resource Family and ASCI at any time, or by Court order or directive of
CYF. However, in the event of an unusual or uncommon change in circumstances or an immediate need
of the child, ASCI may temporarily modify this Placement Plan and Agreement without the consent of the

Kinship Caregiver/Resource Family.

By signing below and at the four(4) places indicated throughout the document, the Kinship Caregiver/Resource
Family and ASCI personnel indicate their agreement to the terms of this agreement.

 Primary Kinship Care'QiVérl Sn ot e Date AS‘C'I' Case'

___________ rker.:.

“fResource Family 1

Attachments: ASCI Discipline Policy
ASCI Transportation Policy
Certification and Recertification Reqwrements

CC: CYF Caseworker

Kinship Caregiver/Rescource Family
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A SBCOND CHANG,.

© Kinship Care ™ -

8350 Frankstown Road

] : Pittsburgh, PA 15221

.g Phone: 412-342-0600
Fax: 412-242-5229

Date:

Attention:

We have enclosed a release of information form signed by

The information concerning ' is requested for the
purpose of casework assessment and case planning.

If you have any questions, please call me at the number listed above. Your cooperation in this
matter is greatly appreciated.

Sincerely,

Point of Contact Caseworker

Z/Forms 2008/POC/Release of Information (ROI) ' Page 1 of 2
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RELEASE OF INFORMATION (ROI)

| R ,» HEREBY REQUEST

(NAME OF CAREGIVER) (NAME OF AGENCY/DOCTOR)
TO RELEASE INFORMATION FROM THE RECORDS OF

(NAME OF CHILD)
DATE OF BIRTH OF CHILD DATES OF TREATMENT/SERVICE

THE FOLLOWING INFORMATION IS TO BE RELEASED (CHECKED BOXES):

EDUCATION RECORDS MEDICAL/DENTAL RECORDS
] REPORT CARDS/ATTENDANCE RECORDS [l HOSPITALIZATION RECORDS
1 [ IMMUNIZATION RECORDS [ MMONIZATION RECORDS
! [] SCHOLASTIC/ACHIEVEMENT TESTING . [J pENTAL RECORDS
(7 PSYCHOLOGIAL/PSYCHIATRIC TESTING/EVALUATIONS L] ROUTINE PEDIATRIC VISITS
(] TEACHERS®/GUIDANCE COUNSELORS’ OBSERVATIONS L] oFFICE VISiTS

[J OUTPATIENT RECORDS
[ BirRTH RECORS

i MENTAL HEALTH/SOCIAL SERVICE DRUG, ALCOHOL, HIV
D INTAKE ASSESSMENT & SOCIAL HISTORY D DRUG/ALCOHOL TREATMENT
D DEVELOPMENTAL/PSYCH EVALUATIONS D AIDS OR RELATED HIV TESTS
D CONFIRMATION OF ATTENDANCE/VISITS D CONFIRMATION OF ATTENDAN
D PROGRESS NOTES D PROGRESS NOTES
OTHER

PLEASE FORWARD INFORMATION TO:

(POINT OF CONTACT CASEWORKER’S NAME)
A SECOND CHANCE, INC,
8350 FRANKSTOWN ROAD
PITTSBURGH, PA 15221
PHONE: 412-342-0600
Fax: 412-342-0402

CONSENT / SIGNATURE BLOCK

THAVE BEEN TOLD THAT TO PROTECT THE LIMITED CONFIDENTIALITY OF RECORDS, MY AGREEMENT TQ OBTAIN OR RELEASE INFORMATION IS NECESSARY;
AND, TH2S PERMISSION IS LIMITED TO THE PERSON AND PURPOSE(S) LISTED ABOVE. THIS AGREEMENT WILL REMAIN EFFECTIVE FOR 6 (SIX) MONTHS FROM THE
SIGNATURE DATE. | UNDERSTAND THAT [ CAN CANCEL THIS CONSENT AT ANY TIME, HOWEVER, CANCELLATION WILL NOT AFFECT ANY ACTION THAT HAS

ALREADY OCCURRED,

(SIGNATURE OF CHILD, OVER AGE 14) DATE

(SIGNATURE OF PARENT/GUARDIAN/AUTRHOR_IZED REPRESENATIVE AND TITLE DATE

(SIGNATURE OF WITNESS/STAFF MEMBER) _ . DATE
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Kinship Care

8350 Frankstown Road
Pittsburgh, PA 15221
Phone: 412-342-0600

Fax: 412-242-5229

Date:

Attention:

We have enclosed a release of information form signed by

The information concerning, . __is requested for the
purpose of casework assessment and case planning.

If you have ény questions, please call me at the number listed above. Your cooperation in this
matter is greatly appreciated.

Sincerely,

Point of Contact Caseworker
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A SECOND CHANG..

Kinship Gare

RELEASE OF INFORMATION (ROT)

I, » HEREBY REQUEST

(NAME OF CAREGIVER) (NAME OF AGENCY/DOCTOR)
TO RELEASE INFORMATION FROM THE RECORDS OF

{NAME OF CHILD)
DATE OF BIRTH OF CHILD DATES OF TREATMENT/SERVICE

THE FOLLOWING INFORMATION IS TO BE RELEASED (CHECKED BOXES):

EDUCATION RECORDS MEDICAL/DENTAL RECORDS
[J REPORT CARDS/ATTENDANCE RECORDS (] HOSPITALIZATION RECORDS
1 L] IMMUNIZATION RECORDS ‘ [ ] IMMUNIZATION RECORDS
; [] SCHOLASTIC/ACHIEVEMENT TESTING [L] DENTAL RECORDS
: ] PSYCHOLOGIAL/PSYCHIATRIC TESTING/EVALUATIONS (] ROUTINE PEDIATRIC VISITS
[J TEACHERS’/GUIDANCE COUNSELORS’ OBSERVATIONS (3 orFICE visiTs

] OUTPATIENT RECORDS
] BIRTH RECORS

MENTAL HEALTH/SOCIAL SERVICE DRUG, ALCOHOL, HIV
(] INTAKE ASSESSMENT & SOCIAL HISTORY [1 pruG/ALCOROL TREATMENT
(] DEVELOPMENTAL/PSYCH EVALUATIONS ' [J ApS OR RELATED HIV TESTS
[] CONFIRMATION OF ATTENDANCE/VISITS [J CONFIRMATION OF ATTENDAN
L] PROGRESS NOTES - ' - [ 1 PROGRESS NOTES

OTHER

PLEASE FORWARD INFORMATION TO:

(POINT OF CONTACT CASEWORKER’S NAME)
A SECOND CHANCE, INC.,
8350 FRANKSTOWN ROAD
PITTSBURGH, PA 15221
PHONE: 412-342-0600
Fax: 412-342-0402

CONSENT / SIGNATURE BLOCK

1 HAVE BEEN TOLD THAT TO PROTECT THE LIMITED CONFIDENTIALITY OF RECORDS, MY AGREEMENT TO OBTAIN OR RELEASE INFORMATION IS NECESSARY
AND, THIS PERMISSION IS LIMITED TO THE PERSON AND PURPOSE(S) LISTED ABOVE. THIS AGREEMENT WILL REMAIN EFFECTIVE FOR 6 (SD{) MONTHS FROM THE
" SIGNATURE DATE. | UNDERSTAND THAT I CAN CANCEL THIS CONSENT AT ANY TIME., HOWEVER, CANCELLATION WILL NOT AFFECT ANY ACTION THAT HAS

ALREADYY OCCURRED.
(SIGNATURE OF CHILD, OVER AGE 14) . : DATE
. {SIGNATURE OF PARENT/GUARDIAN/AUTRHORIZED REPRESENATIVE AND TITLE DATE
{SIGNATURE OF WITNESS/STAFF MEMBER} DATE
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Kinship Care

8350 Frankstown Road
Pittsburgh, PA 15221
Phone: 412-342-0600

Fax: 412-242-5229

Date:

Attention:

We have enclosed a release of information form signed by

The information concerning is requested for the
purpose of casework assessment and case planning.

If you have any questions, please call me at the number listed above. Your cooperation in this
matter is greatly appreciated.

Sincerely,

Point of Contact Caseworker
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6/2008 - = |



v Y

<X
A SBZOND CHANG..

RELEASE OF INFORMATION (ROT)

I, _, HEREBY REQUEST
{NAME OF CAREGIVER) {NAME OF AGENCY/DOCTOR})
TO RELEASE INFORMATION FROM THE RECORDS OF
' {(NAME OF CHILD)
DATE OF BIRTH OF CHILD DATES OF TREATMENT/SERVICE

THE FOLLOWING INFORMATION IS TO BE RELEASED (CHECKED BOXES):

EDUCATION RECORDS MEDICAL/DENTAL RECORDS
i (] REPORT CARDS/ATTENDANCE RECORDS [ HOSPITALIZATION RECORDS
: [J IMMUNIZATION RECORDS [ tMMUNIZATION RECORDS
' [] SCHOLASTIC/ACHIEVEMENT TESTING L] DENTAL RECORDS
[ PSYCHOLOGIAL/PSYCHIATRIC TESTING/EVALUATIONS L] ROUTINE PEDIATRIC VISITS
L] TEACHERS’/GUIDANCE COUNSELORS’ OBSERVATIONS [ OFFICE VISITS
[L] OUTPATIENT RECORDS
; [ BIRTH RECORS
‘1 MENTAL HEALTH/SOCIAL SERVICE DRUG, AL.COHOL, HIV
[L] INTAKE ASSESSMENT & SOCIAL HISTORY [ DRUG/ALCOHOL TREATMENT
[ DEVELOPMENTAL/PSYCH EVALUATIONS (] A1DS OR RELATED HIV TESTS
[ CONFIRMATION OF ATTENDANCE/VISITS [J CONFIRMATION OF ATTENDAN
L] PROGRESS NOTES L] PROGRESS NOTES
OTHER '

PLEASE FORWARD INFORMATION TO:

{(POINT OF CONTACT CASEWORKER’S NAME)
A SECOND CHANCE, INC.
8350 FRANKSTOWN ROAD
PITTSBURGH, PA 15221
PHONE: 412-342-0600
Fax: 412-342-0402

CONSENT / SIGNATURE BLOCK

[ HAVE BEEN TOLD THAT TO PROTECT THE LIMITED CONFIDENTIALITY OF RECORDS, MY AGREEMENT TO OBTAIN OR RELEASE INFORMATION IS NECESSARY;
AND, THIS PERMISSION I8 LIMITED T THE PERSON AND PURPOSE(S) LISTED ABCVE. THIS AGREEMENT WILL REMAIN EFFECTIVE FOR 6 (SIX) MONTHS FROM THE
SIGNATURE DATE. | UNDERSTAND THAT [ CAN CANCEL THIS CONSENT AT ANY TDME, HOWEVER, CANCELLATION WiLL NOT AFFECT ANY ACTION THAT HAS

ALREADY OCCURRED.
{SIGNATURE OF CHILD, OVER AGE 14} DATE
(SIGNATURE OF PARENT/GUARDIAN/AUTRHORIZED REPRESENATIVE AND TITLE DATE
(SIGNATURE OF WITNESS/STAFF MEMBER ) DATE
Z/Forms 2008/POC/Release of Information (ROI) . Page 2 of 2
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Allegheny County Department of Human Services
Health Care Enrollment for Providers

Provider must submit this form each time a child enters any paid placement,
Send or fax within 5 business days of placement to:
Henlth Enrollment Unit 1 Smithfield St. Pittsburgh, PA 15222 (Phone: 412-350-3065; Fax 412-350-7256)
LAl children must be screened in accordance with the Early Periodic Screening, Diagnostic and Treatment (EPSDT) guidelines.

Child Information

Name: Birth Date: Case No.: -
Address:
County of Placement: Date of Placement:

Current Health Care Provider:

Medical Recipient #: _ Social Security #:
Known Medical Problems, Medications, and/or Special Needs:

Mother’s Information Father’s Information
Name: Name:
Address: Address:

Provider Information

Name:
Address:

Provider Contact; Phone:

Primary Care Physician Selection (as preferred by the caregiver)

Name: ‘ Pracﬁce Name (if differens):

Address: Phone:
Organization: [ ] UPMC for You [ ] Gateway [ | Unison MedPLUS [] ACCESS Plus (where available)

OCYF Caseworker/
Probation Officer: Phone:
(Print or type only)
OCYF50! Health Enrollment--Providers (Rev.: 8.10) Originai: Health Enrollment Unit Page 1 of 1

File: Provider Record




A SLOOND CHANG,.

I_(inshlp Care

FOSTER CHILD’S EPSDT/PHYSICAL

MEDICAL EXAM FORM
Child’s Name: Sex:O0M O F D.O.B.
Physician’s Name:
Physician’s Address:
Physician’s Phone Number: Physician’s Fax Number:
Date of Exam:
Reason for visit: O EPSDT Screening O Routine Physical! (only for those ages 7 and 9 years)
Weight Height Temp Pulse Resp Biood Pressure

Kg. Lb. Cm. In.

Normal Abmormal N/A

Normal Abnormal N/A
1. Eyes O O 0 Musculoskeletal
2. Ears O 0 O 21. Extremities O [ 7
3. Nose/Sinus O O O 22, Back/ Spine O O O
4, Neck/Thyroid O O (|
5. Chest O d O Neurological Motor Functions
6. Breast | O a 23. Sensory Exam O O
7. Female O [ O 24, Speech O O O
25. Balance O 1 (|
Tanner Stage: __ Male:
8. Thorax O O General
9. Lungs O a O 26. Nutrition O | n
27. Appearance O O O
Cardiovascular; 28. Posture O (| O
10. Heart O O O 29, Self-image O O O
11. Radial Pulse 0 O O 30. Temperament a O O
12. Femoral Pulse O O O 31. Behavior [ I (M|
13. Pedal Pulse O 3 O
14. Blood Pressure O N O Female Genitalia
32. Labia O | O
Abdomen/ Pelvis: 33. Vagina O | |
15. General (| O [ 34. Uterus O [} O
16. Liver O O (] 35. Ovaries O | O
17. Kidney O a O 36. Urethra a O a
18. Spleen O I O Tanner Stage:  Male Genitalia
19. Groin O O O 37. Penis a O O
20. Anal/Rectal (i O | 38. Testes m| 0 (1}
39, Scrotum [} O O

Z/Forms 2008/POC/EPSTD Medical
6/2008




Audio Screen

O N/A

Vision Screen O N/A
Without Corrections )

Right 20/ | Left 20/

1000 | 2000 | 3000 [ 4000

6000

8000

Right

With Corrections

Right 20/ | Left 20/

Left

Urine Analysis

SP.GR. Ph

Protein

Glucose

Ketones

Blood

HGB/HCT | Lead

Sickle Cell

CBC

Dental Observational Assessment:

O Concern

O N/A

Issue/Concern:

O No Concern

Immunizations/Vaccines Administration
Vaccine Administrator — Please initial and date each vaccine completed within the table

Age HepB | Rota | DTaP

Hib

PCV

1PV

Influenza | MMR

Varicella | HepA

MCV4

Birth

MPSV4

Im

2m

4m

6m

1Zm

i5m

18 m

19-23m

23y

4-6y

7-10y

11-12y

13-14y

15y

16-18 y

Follow up Treatment Recommendations:

Additional Comments:

Physician’s Signature;

Pysicians’s ID Number:

Date:

7/Forms 2008/POC/EPSTD Medical

6/2008




Kinship Sare ~

CHILD’S NAME: DATE OF BIRTH
POC#
DATE OF LAST DENTAL APPRAISAL: NEXT NEEDED APPOINTMENT
(ROUTINE CARE EVERY SIX MONTHS
. . UNLESS OTHERWISE INDICATED),
DENTAL EXAM DATE
® CAVITIES

@ MISSING PERMANENT TEETH

@ ORAL INFECTION

@ PROTRUSION

@ EXAM OF HARD AND SOFT TISSUE

® X-RAYS RECOMMENDED

DIAGNOSIS F/U RECOMMENDATIONS

DENTIST NAME (PRINT OR TYPE)

ADDRESS
CITY, STATE ZIP PHONE
FAX
SIGNATURE DENTIST
SIGNATURE OF PERSON ACCOMPANYING CHILD RELATIONSHIP
Forms 2008/POC/Dental Form Page 1 of 1

Revised 6/08



Visitation Encounter Form

I/ We

visit with my ASCI caseworker on

Signed:

O Kinship Caregiver/ Resource Parent

O Secondary Kinship Caregiver/ Resource Parent

B Child

O Other (please specify relationship to child)

O ASCI Caseworker

Z\Forms2008\POC\Visitation Encounter
11/2008

understand that my signature below verifies a

Date

Date

Date

Date

Date



