
MO 580-2000 (6-14) BCC-73

missouri department oF heaLth and senior serVices
section For chiLd care reguLation
FACILITY DIRECTOR APPROVAL REQUEST

send to:
child care Facility specialist
sccr district office

TO BE COMPLETED BY FACILITY OWNER/DESIGNEE

DOCUMENTS REQUIRED TO BE ON FILE AT THE FACILITY AND PROVIDED TO CCFS

AGREEMENTS

SCCR OFFICE USE ONLY
APPROVAL DETERMINATION

LegaL name oF FaciLity dVn Licensed capacity

street address city state zip code

FaciLity emaiL address teLephone number county

(            )
name oF proposed director date oF hire

sccr certiFication oF FaciLity director (bcc-71).
medicaL examination report (bcc-4). 
tubercuLin risk assessment Form.
resuLts From background screenings (per ruLe 19 csr 30-62.102(1) k and L).

1. the facility director shall be routinely on duty on the premises a minimum of forty (40) hours per week during the hours of highest
attendance.

2. if the facility operates less than forty (40) hours per week, the facility director shall be routinely on duty on the premises as least fifty (50%)
percent of the operating hours.

3. the facility director shall not be engaged in any other employment while on duty.
4. in the absence of the facility director, another responsible individual shall be designated in charge of the facility.
5. the owner(s), board president or chairperson shall notify the department immediately if the approved facility director is no longer employed

in that position.

signature oF FaciLity owner/designee date

the proposed director named aboVe  is approVed  is not approVed    to be the quaLiFied director oF
the aboVe-named FaciLity.

certiFication date capacity

up to children
background check date medicaL exam date tb date

signature oF reViewer date
Facility director approval requests approved under a variance will no longer be valid if variance conditions are not met.

approVed under Variance
Variance expiration date: ____________

date Variance conditions met rescinded date (Variance conditions not met) 
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