
West Virginia Department of Health and Human Resources

Application to Provide Adult Family Care/Adult Emergency Shelter Care

App licant Nam e:                                                                                                              SSN :                    -               -                 

Mailing Ad dress:                                                                            Physical Addre ss:                                                                   

                                                                                                                                                                                                        

                                                                                                                                                                                                        

How lo ng at this a ddres s?                                                              Telepho ne Num ber:                                                                 

If less than 5 years, giv e previou s address :                                                                                                                                    

Direction s to the home :                                                                                                                                                                   

                                                                                                                                                                                                        

                                                                                                                                                                                                        

App licant Birth D ate:                                                                      Occup ation:                                                                            

Last Grade C ompleted :                                                                   Appr ox. Year ly Income:                                                         

Religious P reference:                                                                      Source o f Income:                                                                  

Emplo yer:                                                                                                                                                                                       

Health of Ap plicant:                                                                                                                                                                       

Marital S tatus: (mark one)      9 Single     9 Married     9 Divorced     9 Separated     9 Widowed  

If married, com plete the following information abou t your spouse:

Spous e’s Birth D ate:                                                                       Occup ation:                                                                            

Last Grade C ompleted :                                                                   Appr ox. Year ly Income:                                                        

Religious P reference:                                                                      Source o f Income:                                                                  

Emplo yer:                                                                                                                                                                                       

Health of Sp ouse:                                                                                                                                                                           

Other Memb ers of the Household: (other than applicant and their spou se)

Name Age Relationship Occupation/Grade in School

About You a nd Your Fa mily:

A. Are all m embe rs of your hou sehold w illing to hav e an unr elated adult living in  the hom e?  Yes               No              

If no, explain:                                                                                                                                                                   

B. Have you e ver p rovide d servi ces for or  receiv ed ser vices from  the De partm ent of Hea lth and H uman R esour ces? 

C. Yes               No              

D. Have you e ver ca red for eld erly, blind o r disab led per sons b efore?  Yes               No              

If yes, explain:                                                                                                                                                                  

E. Has an yone in your im mediate  family ever b een ar rested  for or be en involv ed in any cr ime or c riminal a ctivities? 

Yes               No               If yes, explain:                                                                                                                                

                                                                                                                                                                                          



App licant Nam e:                                                                          

F. Has anyone in your immediate family ever been committed to a mental institution or been treated for a severe mental

and/or  emotion al distur banc e?  Yes               No              

If yes, explain:                                                                                                                                                                  

F. Charac teristics of adults you wo uld prefer to b e placed in  your home: (mark all that apply) 

Gender: 9 Male 9 Able to walk alone Age Ran ge:                                                    

9 Female 9 Able to walk with assistance Other:                                                             

9 Both

Charac teristics of adults you wo uld prefer N OT b e placed in  your home:                                                                        

                                                                                                                                                                                       

G. Would you be  willing to pro vide care in your  home to a p erson wh o has bee n in a psychiatric /mental health facility

and who requires additional supervision, including supervision of prescribed medication, in order to maintain a

“norm al” family life?  Yes               No              

About Your H ome:

A. I live in: (mark one)

9 a home I own       9 a home I ren t       9 an apar tment       9 other (specify)                                                               

Note: If you rent your home, a written statement of permission to act as an AFC/ESC

provider must be obtained fro m the property owner.

B. Number of rooms                        Number of bedrooms                    Number of bathrooms                     

C. Do you ha ve a yard?  Yes               No               

D. Does  your home  have an  upsta irs?  Yes               No              

E. Does  your home  have a b aseme nt?  Yes               No              

F. Water S upply & P lumbing: (mark all that apply) 

9 City water sup ply 9 Tub b ath

9 Private w ater sup ply 9 Showe r bath

9 Inside toilet

G. Does  your home  have ele ctric ligh ts?  Yes               No               

H. What type of heating  system(s) do  you have:                                                                                                                  

I. Do you ca rry comp rehen sive liab ility insuranc e on your ho me?  Yes               No               

J. Do you ha ve adeq uate auto mobile  insura nce?  Yes               No               

K. Do you ow n a relia ble aut omob ile?  Yes               No               

L. Is there  a house hold me mber  with a va lid drive rs licen se?  Yes               No                If no, explain how transportation

will be pr ovided:                                                                                                                                                              

M. Why do you and your family want to care for an adult in your home?                                                                 
                                                                                                                                                             
                                                                                                                                                             
                                                                                                                                                          



App licant Nam e:                                                                          

Additional R emarks :                                                                                                                                                                        

                                                                                                                                                                                                         

                                                                                                                                                                                                         

                                                                                                                                                                                                         

                                                                                                                                                                                                         

                                                                                                                                                                                                         

                                                                                                                                                                                                       

Additional Requirements:

You w ill be req uired to pr ovide all of the following as  part of the ap plication p rocess a s an Adult Fa mily Care/Adu lt

Emerg ency Shelter C are pro vider. The  necessar y forms for each have  been inclu ded in your app lication pack et.

A. A completed application form;

B. A comp leted Fire Sa fety Checklist;

C. At least two (2) personal references (unrelated to you);

D. At least one (1) credit reference (your electric company is recommended);

E. W-9 Information (IRS requires that information be on file); and

F. Physician’s statement completed for each adult member of your household.

Agreement

I (or we) hereby certify that the information reported above is true and accurate to the best
of my knowledge. Further, I (or we) agree that if this application is approved and a client is placed
in our home, we will observe the regulations established by the West Virginia Department of
Health and Human Resources.  I (or we) understand that the West Virginia Department of Health
and Human Resources is not liable for injuries or for property destroyed or damaged by or
because of the Adult Family Care/Adult Emergency Shelter Care client.

Signatures:

                                                                                                                                                                                                        

Signature of Applicant Date Signed

                                                                                                                                                                                                        

Signature of Spouse Date Signed


