STATE OF DELAWARE                                                                   

DEPARTMENT OF SERVICES FOR CHILDREN, YOUTH AND THEIR FAMILIES

OFFICE OF CHILD CARE LICENSING



RESIDENTIAL CHILD CARE FACILITIES AND DAY TREATMENT PROGRAMS 

RENEWAL LICENSE APPLICATION

License Expiration Date:  ____/____/____
      License Number:  ____________________

INSTRUCTIONS

Carefully review DELACARE: Regulations for Residential Child Care Facilities and Day Treatment Programs prior to completing this application.  All applicable questions and information must be answered and all required application materials/documents must be attached.    
The “Facility” is the legal name by which the Residential Facility or Day Treatment Program will be known.  The “Applicant” means the individual, President of corporation, or managing member of LLC, or entity that is responsible for and has authority over the operation of the Center.  The “Chief Administrator” is a person who has been assigned by the organization/entity to act on its behalf, to be granted authority over program operations and to represent it in dealings with OCCL.

ATTACH ADDITIONAL PAGES AS NEEDED

 SECTION A – APPLICANT IDENTIFICATION
Applicant Name:  ________________________________________
Individual will be on-site and/or have interaction with children 









in care: 
 

 No


 Yes

Telephone Number:  __________________ Fax #:  _________________   Email Address:  __________________________________

Address:  _____________________________________________________________________________________________________

                       (Street)                                                                               
(City)                           
      (County)                            (Zip)

Agency Name:  _______________________________________________________________________________________________




Telephone Number:  _________________   Fax #:  _________________   Email Address:  __________________________________

Address: ____________________________________________________________________________________________________

                       (Street)                                                                             
(City)   

                        (County)                     (Zip)
Chief Administrator:  






   Title:






Administrator will be on-site and/or have interaction with children in care: 
 

 No


 Yes

Telephone Number:  __________________ Fax #:  _________________   Email Address:  __________________________________

Address:  _____________________________________________________________________________________________________

                       (Street)                                                                               
(City)                           
      (County)                            (Zip)

Parent Organization, if applicable: 










   

Telephone Number:  __________________ Fax #:  _________________   Email Address:  __________________________________

Address:  _____________________________________________________________________________________________________

                       (Street)                                                                               
(City)                           
      (County)                            (Zip)

SECTION B – STAFFING 
	NAME
	POSITION/TITLE
	DOB
	RACE
	FULL TIME/PART TIME
	HOURS, e.g. 9:00-3:00

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


*Race is a DSCYF database required field.  Select a designation below to complete this field.  
AI=American Indian/Alaskan Native
B=Black/African-American
NH=Native Hawaiian/Pacific Islander

A=Asian 



H=Hispanic/Latino

W=White

ND=Not Determined

SECTION C – Program Information
Days of Operation

Hours of Operation

Months of Operation

________ to ________

________ to ________

_________ to ________

________ to ________

________ to ________

_________ to ________

	Please check below the type(s) of facility or program for which you are applying for licensure:

	 FORMCHECKBOX 
 Residential (chapter 4)
	 FORMCHECKBOX 
 Day Treatment (chapter 8)

	 FORMCHECKBOX 
 Secure Residential (chapter 5)
	 FORMCHECKBOX 
 Restrictive Procedures (chapter 9)

	 FORMCHECKBOX 
 Shelter Care (chapter 6)
	 FORMCHECKBOX 
 Adventure Activity (chapter 10)

	 FORMCHECKBOX 
 Transitional Care (chapter 7)
	 FORMCHECKBOX 
 Parenting Adolescent (chapter 11)


	Care specialties of Facility/Program (check all that apply):
	

	 FORMCHECKBOX 
 Cognitive Disabilities
	 FORMCHECKBOX 
 Severe Behavior Problems
	 FORMCHECKBOX 
 Pregnancy
	

	 FORMCHECKBOX 
 Orthopedic Disabilities
	 FORMCHECKBOX 
 Delinquency
	 FORMCHECKBOX 
 Alcohol/Drug Abuse
	

	 FORMCHECKBOX 
 Multiple Disabilities
	 FORMCHECKBOX 
 Visual Impairments
	 FORMCHECKBOX 
 Autism
	

	 FORMCHECKBOX 
 Emotional Disturbance
	 FORMCHECKBOX 
 Hearing Impairments
	 FORMCHECKBOX 
 Other: _____________________
	

	 FORMCHECKBOX 
 Severe Behavior Problems
	 FORMCHECKBOX 
 Learning Disabilities
	 FORMCHECKBOX 
 Other: _____________________
	


Areas Served:    

	 FORMCHECKBOX 
 New Castle Co.
	 FORMCHECKBOX 
 Kent Co.
	 FORMCHECKBOX 
 Sussex Co.
	 FORMCHECKBOX 
 statewide


Children to be served:

 FORMCHECKBOX 
 Younger School-Age (5 years or older and attending school-12 years)
 FORMCHECKBOX 
 Older School-Age (12-18 years)

Current number of children enrolled:      _________
Do you anticipate changes in services offered in the next 12 months?       No
 Yes  
If the answer is “Yes,” what is the anticipated change? _____________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Do you anticipate expansion of the building in the next 12 months?        No
 Yes  
If the answer is “Yes,” please contact your Licensing Specialist to discuss the requirements for expansion.
SECTION D – CERTIFICATION AND SIGNATURE  

· I have read, understand, and agree to comply with DELACARE: Regulations for Residential Child Care Facilities and Day Treatment Programs (“DELACARE”).  

· I am aware that the operation of a child care facility without a license is a violation of 31 Delaware Code Chapter 3 and that anyone who violates a provision of this subchapter will be fined or imprisoned or both.  

· I agree to allow the Department of Services for Children, Youth and Their Families to inspect all aspects of the Facility named here which impact children in care and to interview any staff member of the Facility or any child in care.

· I understand that the Department’s Office of Child Care Licensing is required under Delaware Code, Title 31, Part I, Chapter 3 Subchapter III, § 344 to make a thorough investigation to determine the good character and intention of the applicant or applicants by contacting references and other relevant people or agencies; the present and prospective need of the service rendered; that capable, qualified workers will be employed; that there is sufficient financial backing to ensure effective work; that there is a probability of the service being continued for a reasonable period of time; that the methods used and disposition made of the children served will be to their best interests and that of society and that the required criminal background checks are completed.  

· I agree that identifying information, including my name, address, contact information, status of my license, enforcement actions, non-compliances, and substantiated complaints will be made available to the general public through a variety of means including via the Office of Child Care Licensing website. 

· I agree to allow Department representatives access to any information reasonably related to compliance with applicable licensing requirements including but not limited to children’s case records, personnel files, and financial and administrative records.

· I agree to immediately notify the Office of Child Care Licensing by direct voice contact during the Office of Child Care Licensing’s working hours of the death of a child while in care. If a death occurs after such working hours, I will immediately call the 24-Hour Child Abuse and Neglect Hotline [1(800) 292-9582].

· I agree to comply with Title VI of the Civil Rights Act of 1964.  I recognize that Title VI prohibits discrimination in the selection or eligibility of individuals to receive services, and prohibits segregation or other discriminatory practices in the manner of providing services.  If I do not meet these requirements or do not take measures necessary to meet these requirements, it is understood that the license will be revoked.

· I certify that to the best of my knowledge all information I have given to the Office of Child Care Licensing and/or its authorized agent is true and correct.  I will supply true and correct information requested during all subsequent contacts.  If it is determined that information submitted was false or that information was omitted, it could result in an action of Warning of Probation, Probation or the denial, suspension or revocation of the license.  

Signature of Applicant (APPLICANT ONLY)








Date

Print Name and Title 

STATE OF DELAWARE
)


: SS

COUNTY OF ___________
)

Signed and attested before me this ____________________________________________________.

_______________________________________________________________
____________________________________________________________

Signature of Notarial Officer






Print Name

(Seal)
OFFICE USE ONLY


    


Date Assigned: ____________


Licensing Specialist: ________ Supervisor:  _______________
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