
WEST VIRGINIA DEPARTMENT OF HEALTH AND HUMAN RESOURCES 

KINSHIP/RELATIVE HOME STUDY REQUEST AND SAFETY SCREEN 

to be completed by the worker placing the child(ren) in the home 

Section I. Case Information 

CASE INFORMATION 

Case name: I Case number: 

INFORMATION ABOUT FAMILY TO BE ASSESSED 
Name of Date of Birth Social Security Race Marital Status 

Applicant Number 

Telephone I Home: Cell: J Work: 
Address: 
Mailing address (if different): 

Directions to home: 

Children study is to be done for: 
Name Date of Birth 

What is the family's relationship to child{ren)? 
Is assessment court ordered? Yes: No: 

Is the assessment due to the court by a specific date? Yes: No: 
If yes, what is the due date? 

Is the child{ren) already in the home? Yes: No: 
If yes, what was the date of placement? 
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Any behavioral or special needs of the child? 

Other persons in the home: 

Name: Social Security Number:Date of Birth: 

Section II. Safety Screen 

This section is required only when the children have already been placed. 


If not already placed, skip to section III 


o CRIMINAL BACKGROUND CHECKS (ALL ADULTS IN HOME) 

Date obtained (if applicable): 

Source of information (for example did the PA run a check; did you receive a verbal 
or written report, etc.): 

Result: 

* If worker finds any member of the household has a felony conviction, 

misdemeanor or felony conviction against a person, and/or two or more 

misdemeanor convictions, the child cannot be placed. 


o CHILD ABUSE/NEGLECT CHECK (PAPER AND FACTS RECORDS, 

INCLUDING ANY OUT OF STATE CHECKS) 

Date Completed: 

Result (Include Investigation/Case numbers if found): 
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* If worker finds any member ofthe household has a CPS/APS substantiation, the 
children cannot be placed. 

Section III. Home Environment 

HOME ENVIRONMENT: 

o ANY SAFETY CONCERNS IN HOME 

o ROOM TO ACCOMMODATE CHILD/CHILDREN (BEDS FOR ALL CHILDREN) 

o ClEAN AND SANITARY 

POTENTIAL CARETAKER: 

o WILLING & ABLE TO TAKE NECESSARY ACTIONS TO PROTECT THE 


CHILD/CHILDREN 


o CHILD/CHILDREN HAS A POSITIVE RELATINSHIP WITH 


KINSHIP/RELATIVE 


o PHYSICALLY CAPABLE OF CARING FOR CHILD/CHILDREN 

o MENTALLY/EMOTIONALLY CAPABLE OF CARING FOR CHILD/CHILDREN 

o SUPPORTIVE OF PLACEMENT GOALS FOR CHILD/CHILDREN 

o WILL NOT PERPETUATE THE SAME NEGATIVE FAMILY PATTERNS 


NECESSITATING THE REMOVAL FROM THE HOME 


o ABLE TO PARTICIPATE WITH MDT, CASE PLANNING, HOME STUDY, 

CHILD/CHILDREN'S ASSESSMENT 

o GEOGRAPHIC PROXIMITY OF PLACEMENT ALLOWS CONTINUED 


PLANNED INVOlVEMENT WITH CHILD/CHILDREN'S PARENTS 


o WILLING TO COMPLY WITH THE DHHR'S DISCIPLINE POLICY 
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The kin ship/relative provider will comply with the discipline policy. Punishments of a 

physical nature, including hitting on the body in any manner, or any punishment that 

subjects a child to verbal abuse, ridicule, or intimidation is strictly prohibited. Children shall 

be disciplined with kindness and understanding. Discipline shall be related to the 

developmental stage ofthe child and in line with the child's abilities to comply. 

The above issues have been addressed or discussed with the kinship/relative caretaker(s). 

The caretaker(s) understand that thi s placement is a temporary placement and that the 

child/children are in the custody of the DHHR. The caretaker(s) agree to cooperate and 

comply with the above mentioned issues, which were discussed with them. The caretaker(s) 

will also comply with any other reasonable requests made by the DHHR, MDT, court or 

service provider, which is made to promote the child/children's or family's progress towards 

Safety, Well-Being and Permanency. The caretaker(s) understands that this is an initial 

placement screen and that they will be required to cooperate with the home study process, 

unless granted a waiver, once the MDT determines the most appropriate placement for the 

child/children. If at any time it is determined that this placement cannot meet the needs of 

the child/children, the child/children will be placed in the most appropriate placement 

which can meet their needs. 

Caretaker Date 

Caretaker Date 

Placement Worker Date 

Section IV. Worker Comments 

Before submitting the Kinship/Relative Home Study Request and Safety Screen to the 

Regional Home Finding Supervisor, please provide any information home finding staff 
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should be aware of in completing this study. Please include any concerns or special 
circumstances: 

Placement Worker Date 

Supervisor Date 

Aprill,2014 
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STA TEMENT OF CRIMINAL RECORD 

F acilitylProvidcr: 
Address: 

Name (print fuJI name) : 
Maiden name and Aliases: 

Social Security Number: - - -------------------------------


Autborization 
I authorize the West Virginia Department of Health and Human Resources andlor the above named facility to conduct 
a criminal background check as a condition of my providing care for children andlor adults. I understand that 
criminal records in this state or any other state may be checked as we ll as records with the Federal Bureau of 
Investigation , I authorize the contents of the criminal background record to be shared between the facility named at 
the top of this form and the Department. 

Declaration 
I havel have not (circle one) been convicted of any crime, pled guilty, or pled nolo contendere to any crime. 

List crimes for which convicted: 
(Attach additional sheet if needed) 

I havel have not (circle one) lived out of state after the age of 18. 

List city and states where yo u have 
previously lived: 
(Attach additional sheet if needed) 

I am/am not (circle one) currently on probation or parole. 
I amlam not (circle one) currently charged or indicted with any crime. 

I will report any arrests to the facility named above or to the Department within 24 hours of the arrest. 

I agree to cooperate with the Department in conducting a criminal history record check. 


Understanding 
I understand that pending charges or conviction of a felony offense or pending charges or conviction of more than one 
misdemeanor offense may result in denial of being a provider for the care of children or adults, or in the denial of 
employment with the above named faciUty. 

Failure to disclose convictions, charges or indictments may result in denial of being a provider for the care of children 
or adults, or in the denial of employment with the above named facility . 

Notice 
All child and adult service providers in the state of West Virginia are subject to provisions of law creating a central 
abuse registry. Any person providing services for compensation to children or incapacitated adults, who is convicted 
of a misdemeanor or felony offense constituting abuse, neglect or misappropriation of property of a child or an 
incapacitated adult, is subject to listing on the central abuse registry. List ing on the registry may limit future 
employment opportunities. The fac ilitylprovider listed above is mandated to report all suspected instances of abuse, 
neglect or misappropriation of property to the proper authorities and will cooperate in the prosecution of these 
offen ses. 

Signature 

Date 

Witness (Facility Director or WV DHHR staff) 

Revised June 5, 2014 (CAS) 



WV DEPARTMENT OF HEALTH AND HUMAN RESOURCES 
Provider Tax Identification Reporting Form 

Organ;zationlIndividual Name: 


Federal Employer Identification Number (FEIN) or Social Security Number: 


Business Address: 


Payment Address: 


Telephone Number ( ) _ _______ Contact person: __________ ____ _ 


U I wish to withdraw because: 

lJ I wish to continue providing services (If you mark this box, you must complete the remainder of the form) 

Pursuant to Internal Revenue Service regulations, Providers must furnish their taxpayer identification number (TIN) to the State. If this number 
;s not provided, you may be subject to a 20% withholding on each payment. 

ENTER YOUR NAME AND ADDRESS EXACfLY AS YOU ENTER THEM ON YOUR IRS INCOME TAX FORMS 

I099rrax Name: 

I099rrax Address: 

Fedt ral Employer Identificatiol1 Number (FEIN): _ _ _ ___ _ ___ or Social Security Number:________ 

List the Type of Service you art: ApprovedlLicensed to provide: 


TYPE COUNTY (IF APPLICABLE) 


Type of Business of Provider ( Check One) LJ Individual U Sole Proprietorship LJ Partnership 
LJ GovernmeutlNon Profit U Corporation LI Puhlic Services Corporation LI Estate Trust 

Other Tax Account Number(s) (if applicable): State Sales Tsx/Use Tax Number: _ _______ ___ ___ _ _ 

State Unemployment Tax Number: State Corporation Income Tax Number: ________ ____ 

State Employers Withholding Tax Number: __________________________ _ ____ 

Under penalties of perj ury, I declare (hat Jhave examined this request and to the best qfmy knowledge and belief it is true, correct, and 
complete. 

Name (Print): _ _ _ ___ ___ _ ___ _ _____ Signature:___ ___ ___ _ _ ___ ____ _ _ _ 

Date: _ _____ Telephone: ( ) _______ _ Title: _ _____ _____________ _ 

Ret-urn to : WVDHHR 
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