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New Hire Updated Form   Termination/Separation

1) Agency 2) Program
Office-based outpatient  FFT 
Mobile outpatient  DBT 
TSF  ABA 
Family Peer Support  MST 
Psych. Inpatient Hospital

 FBS   
 MRSS  
 Crisis Bed   
Partial Hospital   
Residential Facility  Other 

3) Staff Name 4) DOB 5) Sex  Other 
6) Race

American Indian or Alaskan Native  Asian 
Black/African American  White 
Native Hawaiian or Other Pacific Islander
Other, specify

7) Ethnicity
Hispanic or Latino
Non-Hispanic or Latino

8) Language(s) other than English
Spanish    ASL
Chinese
Haitian
Other, specify

9) Professional Licensure
License type
State(s)
Number(s)

10) Professional Certification
National Cert. type
Number
State(s) Cert. type
Number

11) Employment Status
Full Time
Part time
Student, Intern
Volunteer

12) County
 NC  K  S 

13) Years of Experience in Field 14) Years Working with Children/Adolescents

15) Highest Degree Held
Less than high school
High school or GED
Education beyond high
school, no degree
Associate's degree
Bachelor's degree 
Master's degree 
Doctorate
MD/DO

16) Discipline
Counseling
Criminal Justice
Education
Human Services
Nursing
Psychology
Social Work
Other, specify

17) Areas of Behavioral Health Interest

Eating Disorders
Foster Care/Adoption
Gender and Sexuality
IDD
Problem Sexual Behaviors
Substance Use
Trauma
Other, specify ____________________

18) Evidence-Based
Models Practiced

 TF-CBT 
 PCIT 
 ABA 
 DBT 
 MI 
 Other, specify 

19) Start Date (mm/dd/yyyy)

20) Primary Job Function

 Supervisor  Therapist  Other, specify  
Administrator  Direct Care Staff  Nurse 

21) If not licensed, who is providing
supervision?

Name: 
Credentials:  

22) Criminal Background Check

 Yes 
 No 

23) Date of Background Check (mm/dd/yyyy) 

Reminder: Only DSCYF background checks will be accepted. No other third-party 
background checks are acceptable. 

(Printed Name) 

I hereby confirm all the information contained in this form is accurate. 

 Agency Confirmation Statement
The Agency CEO (or Designee) has reviewed the application and acknowledges the appointment applied for is 
consistent with the agency’s mission and the types of care provided by the applicant. 

Please complete and re-submit 
with separation date upon 

Termination/Resignation/Lay-off 

Separation Date (mm/dd/yyyy) 

(Staff Signature) Date

Email completed forms to:  DSCYF_DPBHS_ProviderServices@delaware.gov

Male Female

________________

(CEO/Designee Signature)(CEO/Designee Printed Name)

Primary verification completed on required education and credentials (check box) :

Activity Therapist Psychiatrist Psychologist
Social Worker Therapeutic Support to Families 

annmarie.lavelle
Line
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