
STATE OF LOUISIANA 

DEPARTMENT OF CHILDREN AND FAMILY SERVICES 
CHILD ABUSE AND NEGLECT REQUEST AND CONSENT FORM B 

This form must be completed by any person who is requesting a Child Abuse and Neglect Clearance, and signed by 
the applicant. This form must be signed by the requester, who will receive the results of the child abuse and neglect 
clearance. Completing the optional identifying information fields on the form will assist in conducting an accurate 
search. 

This consent form shall be used for Licensed Out of State Child Care Facilities, Louisiana DCFS Licensed 
Facilities and Louisiana Department of Health Licensed Therapeutic Group Homes and Out of State 
Licensed Residential Facilities that house foster children or meet the federal definition of a child care 
institution. 

I. Employer's Identifying Information:

*Name of Employer, Agency, or Facility (Print or Type) *Entity Type
Ix] Out of State Child Care Facilities

Tennessee Department of Human Services D Louisiana DCFS Licensed Facilities
DIG-Background Unit D Louisiana Department of Health Licensed Therapeutic Group

Homes
D Out of State Licensed Residential Facilities that house foster
children or meet the federal definition of a child care institution

·physical Address *City *State *Zip
James K. Polk Bldg., 15th Floor,
505 Deaderick Street Nashville Tennessee 37243

*Work Phone# (one main contact *Home Phone# *Alternate Phone#
number is mandatory)

615-253-4170

Provider# (If Applicable) Agency License# (If applicable) EIN # (If Applicable) 

II. Applicant's Information:

*Last Name *First Name *Middle Name

Aliases, Maiden Name, Previous Married Name(s): 

*Date of Birth: I *Place of Birth (city)

*Race: D White D Black/African-American D
American Indian/Alaskan Native D Asian D Other
D Native Hawaiian/other Pacific Islander
*Home Phone# (one main contact *Cell Phone
number is mandatory)

*Current Physical Address *City

I *Place of Birth (state) *Social Security#

*Male Female (circle)

*Work Phone # *Alternate Phone#

*State *Zip
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