
missOURi dePARtment OF heAlth And seniOR seRviCes 
seCtiOn FOR Child CARe RegUlAtiOn 
ASSISTANT APPROVAL REQUEST
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RetURn  BOth  COPies  tO  yOUR  Child  CARe 
FACility sPeCiAlist At the lOCAl seCtiOn 
FOR Child CARe RegUlAtiOn OFFiCe

PROPOSED ASSISTANT (ADULT)

BACKGROUND CHECK (REQUIRED FOR ALL ASSISTANTS)

WORK STATUS

AGREEMENT SECTION

legAl nAme OF FACility FACility OwneR FACility dvn

AddRess (stReet, City, stAte, ziP) telePhOne nUmBeR

(          )

nAme telePhOne nUmBeR dAte OF BiRth

(          )
AddRess (stReet, City, stAte, ziP)

TWO REFERENCES FOR PROPOSED ASSISTANT (NOT RELATED TO THE ASSISTANT)
nAme telePhOne nUmBeR

(          )
AddRess (stReet, City, stAte, ziP) 

nAme telePhOne nUmBeR

(          )
AddRess (stReet, City, stAte, ziP)

COPy OF BACkgROUnd CheCk ResUlts ATTACHED. dAte OF BACkgROUnd ResUlts

nO           yes

emPlOyed OR vOlUnteeRs mORe thAn 20 hOURs PeR mOnth.

nO  yes, medical and tB report on file. will obtain 12 clock hours/year training.
FiRst Aid/CPR tRAining: mUst hAve CURRent CeRtiFiCAtiOn tO Be leFt AlOne with ChildRen EXPIRATION DATE

nO      yes

By my signAtURe BelOw, As liCensee, i AgRee:
• to have a copy of child care home licensing rules available and to assure that any assistant employed or volunteering in my facility

has reviewed and is knowledgeable of those rules.
• to have an assistant’s required medical and tB report on file at my facility within 30 days of first day of work that exceeds 20 hours

per month.
• to maintain documentation of training for assistants who work more than 20 hours per month, as required.
• to maintain accurate daily attendance records on file at my facility for all caregivers.
• to have evidence of current First Aid/CPR training on file, as required.

SIGNATURE

OFFICE USE ONLY

OwneR/liCensee/designee dAte

AssistAnt APPROved

yes  nO
COmments

Child CARe FACility sPeCiAlist dAte

NOTE: One caregiver with current First Aid/CPR certification must be on site at all times.
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