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Sponsored Residential Provider Application

*Back-Up Providers will need to complete Pages 1-3 only*

Sponsor Residential Provider #1

Name: ________________________________________________________________________				First				Middle 			Last 

Address: ______________________________________________________________________
		Street 				City		State	Zip Code	County 

Email Address: _______________________            Race:_____________________________

Home Phone#: _________________________	Cell #:____________________________

Birthdate: _____________________________	Social Security #: ___________________ 

How long have you resided at the above address? _______________

Please list any other states you have resided in during the past 10 years and length of time in each:
______________________________________________________________________________

Education
[bookmark: _Hlk509982262]Please list your highest completed level of education: __________________________________
If you did not finish high school, do you have a GED?	  Yes 		 No
Please be prepared to provide a copy of your diploma or transcripts. 

Do you have a current valid driver’s license?     Yes 		 No

Do you have current automobile insurance which covers liability and property damage?
  Yes		   No

Have you applied with DePaul Community Resources or any other agency to become a Sponsored Residential Provider?      Yes 		 No
Please describe: _______________________________________________________________
_____________________________________________________________________________

How did you hear about us? _______________________________________________________
______________________________________________________________________________






Have you ever been charged with a violation of the law, excluding minor traffic violations?   
  Yes 	 No
If yes, please explain: ___________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Pursuant of state regulations, some violations will exclude you from becoming a Sponsored Residential Provider. However, failure to disclose any violations, no matter how minor, will be grounds to end the approval process. If you have questions about this section, or wish to discuss further prior to completing the application, please contact the Homefinder for more information.   

EMPLOYMENT EXPERIENCE 
Sponsored Residential Provider #1:
	Employer:                                             Address:                                                                 Phone:


	Job Title:                                                                                       Supervisor’s Name:


	Dates Employed
	From:

	To:

	Hourly Rate or Salary
	Starting:

	Final:

	Describe the work you did:


	Describe your reason for leaving:




	Employer:                                             Address:                                                                 Phone:


	Job Title:                                                                                       Supervisor’s Name:


	Dates Employed
	From:

	To:

	Hourly Rate or Salary
	Starting:

	Final:

	Describe the work you did:


	Describe your reason for leaving:




	Employer:                                             Address:                                                                 Phone:


	Job Title:                                                                                       Supervisor’s Name:


	Dates Employed
	From:

	To:

	Hourly Rate or Salary
	Starting:

	Final:

	Describe the work you did:


	Describe your reason for leaving:




AUTHORIZATION TO CHECK REFERENCES
In accordance with my application for Sponsored Residential Provider with DePaul Community Resources, I hereby authorize DePaul Community Resources to conduct any investigation or inquiry it feels necessary into my past and present employment. I hereby authorize my past and present employers to release any and all information to DePaul Community Resources and to cooperate and assist DePaul Community Resources in its investigation. I hereby request that such employer answer any and all questions submitted to such employer and give my right of access to such information.
_________________________________________
Signature

References:
[bookmark: _Hlk509982284]Please give the name, complete address, phone number, and email address of three professional references for each adult living in the home.  All adults in the home must comply with this per DBHDS regulation 1180-E.  Please list people that will return the information requested, as this is a licensing requirement.
Sponsored Residential Provider #1:
Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________     Email address: __________________________


Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________     Email address: __________________________


Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________     Email address: __________________________

Specialized Training, Job related skills
List all experience, skills, qualifications (equal to one year or more) which demonstrate your ability to work with individuals with Intellectual Disabilities/Developmental Disabilities. 
																																																				

I certify that the above information is accurate and true to the best of my knowledge.

Signature: _______________________________	Date: __________________________



Sponsor Residential Provider #2 (Must live at the same address as SRP #1) 

Name: ________________________________________________________________________				First				Middle 			Last 

Email Address: _______________________            Race:_____________________________

Home Phone#: _________________________	Cell #:____________________________

Birthdate: _____________________________	Social Security #: ___________________ 

How long have you resided at the above address? _______________

Please list any other states you have resided in during the past 10 years and length of time in each:
______________________________________________________________________________

Education
Please list your highest completed level of education: __________________________________
If you did not finish high school, do you have a GED?	  Yes 		 No
Please be prepared to provide a copy of your diploma or transcripts. 

Do you have a current valid driver’s license?     Yes 		 No

Do you have current automobile insurance which covers liability and property damage?
  Yes		   No

Have you applied with DePaul Community Resources or any other agency to become a Sponsored Residential Provider?      Yes 		 No
Please describe: _______________________________________________________________
_____________________________________________________________________________

How did you hear about us? _______________________________________________________
______________________________________________________________________________

Have you ever been charged with a violation of the law, excluding minor traffic violations?   
  Yes 	 No
If yes, please explain: ___________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Pursuant of state regulations, some violations will exclude you from becoming a Sponsored Residential Provider. However, failure to disclose any violations, no matter how minor, will be grounds to end the approval process. If you have questions about this section, or wish to discuss further prior to completing the application, please contact the Homefinder for more information.   

EMPLOYMENT EXPERIENCE 
Sponsored Residential Provider #2:
	Employer:                                             Address:                                                                 Phone:


	Job Title:                                                                                       Supervisor’s Name:


	Dates Employed
	From:

	To:

	Hourly Rate or Salary
	Starting:

	Final:

	Describe the work you did:


	Describe your reason for leaving:




	Employer:                                             Address:                                                                 Phone:


	Job Title:                                                                                       Supervisor’s Name:


	Dates Employed
	From:

	To:

	Hourly Rate or Salary
	Starting:

	Final:

	Describe the work you did:


	Describe your reason for leaving:




	Employer:                                             Address:                                                                 Phone:


	Job Title:                                                                                       Supervisor’s Name:


	Dates Employed
	From:

	To:

	Hourly Rate or Salary
	Starting:

	Final:

	Describe the work you did:


	Describe your reason for leaving:




May we contact your current employer? Yes 	   No 	 Only after offer 	

AUTHORIZATION TO CHECK REFERENCES
In accordance with my application for Sponsored Residential Provider with DePaul Community Resources, I hereby authorize DePaul Community Resources to conduct any investigation or inquiry it feels necessary into my past and present employment. I hereby authorize my past and present employers to release any and all information to DePaul Community Resources and to cooperate and assist DePaul Community Resources in its investigation. I hereby request that such employer answer any and all questions submitted to such employer and give my right of access to such information.
_________________________________________
Signature 

References:
Please give the name, complete address, phone number, and email address of three professional references for each adult living in the home.  All adults in the home must comply with this per DBHDS regulation 1180-E.  Please list people that will return the information requested, as this is a licensing requirement.

Sponsored Residential Provider #2:
Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________     Email address: __________________________


Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________     Email address: __________________________


Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________     Email address: __________________________

Specialized Training, Job related skills
List all experience, skills, qualifications (equal to one year or more) which demonstrate your ability to work with individuals with Intellectual Disabilities/Developmental Disabilities. 
																																																				

I certify that the above information is accurate and true to the best of my knowledge.

Signature: _______________________________	Date: __________________________









Members of the Household:
Please list all members residing in your household. All Adults living in the home are also required to pass the background checks.  

Children (Name and Birth date)	
		
1.						___________________________	
2. 						___________________________	
3. 					_________________________________	
4. 					_________________________________	

Adults (Name and Birth date)

1.						___________________________	
2. 						___________________________	
3. 					_________________________________	
4. 					_________________________________	

Please list ALL Adult children, including addresses and phone numbers: 
Your adult children will be contacted to provide references.  This is in addition to the three professional references that are required.

Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________     Email address: __________________________

Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________     Email address: __________________________

Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________     Email address: __________________________

I certify that the above information is accurate and true to the best of my knowledge.

Signature: _______________________________	Date: __________________________

Signature: _______________________________	Date: __________________________	


Thank you for your interest in becoming a Sponsored Residential Provider with De Paul Community Resources. Becoming licensed to provide supports to the DD/ID population is a great responsibility that cannot be not taken lightly and can also be highly rewarding. This is a highly regulated field, with many intricate policies and procedures that must be followed at all times. With this in mind, please carefully consider and provide honest feedback to the following questions.

1. Becoming a SRP with DCR means that your home is considered to be a licensed facility under DCR’s state license. This means that your home must maintain compliance with all licensing regulations and DCR policies at all times. With appropriate training, will you be able and willing to continually meet these standards?  			 
 Yes	  No Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Are you willing/able to maintain frequent communication with DCR as needed for quality service delivery? Working together as a team and communicating frequently by phone, email, in person, etc. is necessary to ensure appropriate service delivery.  Please indicate your abilities to work as an effective team member. 
 Yes	  No
Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Are you able to receive direction, supervision and corrective action in a constructive and resolution focused manner from your assigned RC? Please provide examples of how you have received this from past supervisors.	
 Yes	  No
Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Are you willing/able to work professionally with people of all races, religions, genders, ethnicities, etc.? 
 Yes	  No
Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. In this field, change is frequent and necessary, in order to stay in line with ever changing regulation and best practice.  This can be frustrating at times, but is something we can continue to expect.  Are you willing/able to manage and comply with changes to requirements, expectations, standards, etc. that will occur during your time with DCR? Please provide examples of how you have respond to change and will manage this expectation.	 
 Yes	  No Comments: _______________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
6. Documentation is a crucial part of our work at DCR. Documentation is a Medicaid requirement and serves as our receipt to receive reimbursement for services rendered.  With appropriate training, are you willing/able to provide detailed documentation, meeting Medicaid and DCR standards? Please provide any experience you have with documentation.	
 Yes	  No    Comments:_______________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
7. Documentation must meet minimum standards in order to be reimbursed each month.  There are initial and ongoing trainings provided, to ensure that SRPs have the tools needed to complete quality documentation.  Do you understand that if documentation does not meet minimum standards, DCR is not able to bill for services?
 Yes	  No    Comments:_______________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
8. Licensing regulation requires a reliable back-up provider, to assist the SRP with service provision as needed.  Are you able to identify a reliable back-up provider, that will stay current with trainings and can be available to you routinely or as needed?  As the primary SRP, you would be their immediate supervisor. Please identify any possibilities for your back-up provider(s) in the comments.	 
 Yes	  No    Comments: ______________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
9. Licensing regulation requires proof of a 90-day financial capacity, to meet all monthly expenses, separate of any Medicaid reimbursement. This is most commonly seen in the form of savings, home equity, retirement accounts, etc., but may not include revolving credit.  Are you able to show and maintain readily accessible funds that would cover the cost of your living expenses for 90-days? 	
 Yes	  No     Comments: ______________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
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