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TO:

EarlySteps Providers

FROM:
Leona White, Provider Specialist

As a requirement of the EarlySteps provider agreement, a criminal background check must be completed.  Attached are forms required by the LA State Police.  Please ensure that each form is filled out correctly and completely.  Everything on this form must be typed or printed, except the signature.  The appropriate boxes have been checked for you.  Applications will be returned if the authorization or disclosure forms are incomplete, not legible, or are not accompanied by the $26.00 per request fee.  Payments may be made with either a credit or debit card.  However we strongly suggest a prepaid Visa or MasterCard.  After completing all the requested information at the bottom of this notice please mail this notice and completed forms to: 

OCDD/EarlySteps

Leona White, Provider Specialist

1010 Common St., Suite 550

New Orleans, LA  70112

Name:












Address:




 City/State/Zip Code:




Email:












Day time Phone: (work, home, cell)_________________________________________
Credit/Debit Card: □ Visa  □ MasterCard  □ Discover  □  American Express 
Card Number:  _ _ _ _  _ _ _ _  _ _ _ _  _ _ _ _
Expiration Date:  __ __ /__ __ __ __ Security Code:  __ __ __
Provider will be notified when background check information is received.
8/09
SUBMIT TO:              Louisiana State Police
Bureau of Criminal Identification and Information 
P.O. Box 66614 (Mail Slip A-6) 
Baton Rouge, LA 70896 
THE FEE FOR PROCESSING A STATE BACKGROUND CHECK IS $26. FOR FBI PROCESSING, WHERE AUTHORIZED OR REQUIRED, THERE IS AN ADDITIONAL $19.25 FEE. 
**FORMS MUST BE FILLED OUT IN INK AND BE REVIEWED BY SUBMITTING AGENCY/INDIVIDUAL FOR ACCURACY** 
****FINGERPRINTS ARE NECESSARY FOR A POSITIVE IDENTIFICATION**** 
___________________________________________________________________________________________________________________________________________________________________________________
****PLEASE PRINT**** 
OCDD-   LEONA WHITE___________ __________________________
AGENCY, FACILITY OR INDIVIDUAL AGENCY, FACILITY OR INDIVIDUAL AUTHORIZED REPRESENTATIVE SIGNATURE

1010 Common Street, Suite 500

New Orleans LA 70112  

MAILING ADDRESS SIGNATURE OF AUTHORIZED REPRESENTATIVE 

 (__504_) 620-2208_______________ leona.white@la.gov

CITY STATE ZIP CODE AGENCY, FACILITY OR INDIVIDUAL PHONE NUMBER AGENCY, FACILITY OR INDIVIDUAL E-MAIL ADDRESS 

Request For: (pick one only) 
□ BOARD OF EXAMINERS OF PSYCHOLOGIST 
□ CASA 
□ COURT ORDER ADOPTION 
□ CRIMINAL JUSTICE EMPLOYEE 
□ DAYCARE 
□ DENTISTRY BOARD 
□ DSS ABUSE/NEGLECT INVESTIGATION 
□ DSS CARETAKER 
□ DSS FOSTER/ADOPTIVE 
□ DSS PERSONNEL 
□ EMPLOYERS 
□ HEALTH CARE PROVIDER (Non Licensed) 
□ JUVENILE DETENTION CENTER 
□ OFFICE OF PUBLIC HEALTH 
□ PRACTICAL NURSING 
□ PRIVATE ADOPTION 
□ REGISTERED NURSING 
□ SCHOOL 
□ VENDOR 
□ VOLUNTEERS W/YOUTH SERVING ORG 
◙ WORKING WITH CHILDREN 
_______________________________________________________________________________________
APPLICANT’S FULL NAME______________________________________________________ 

****PRINT – USE INK**** LAST FIRST MIDDLE {INCLUDE MAIDEN NAME & PREVIOUS MARRIED NAMES IF APPLICABLE} 

APPLICANTS SIGNATURE: ______________________________________________________ 

APPLICANTS SOCIAL SECURITY # _ _ _ - _ _ - _ _ _ _ DATE OF BIRTH: _ _ / _ _ / _ _ 

DRIVERS LICENSE #____________________& STATE ______ RACE ____ SEX ____ 

POSITION OR LICENSE APPLIED FOR ________________________________ 

____________________________________________________________________________
AUTHORIZATION TO DISCLOSE CRIMINAL HISTORY RECORDS INFORMATION 

___________________________________________________________________________________________
By my signature above, I hereby authorize the Louisiana State Police to release all pertinent criminal record information maintained in their files, other states files, or the FBI files (if applicable ) which may confirm or deny my eligibility with the facility or agency named above. __________________________________________________________________________________________
DPSSP 6696 

APPLICANT PROCESSING – DISCLOSURE

BUREAU OF CRIMINAL IDENTIFICATION AND

INFORMATION                       
P.O. BOX 66614 (MAIL SLIP A-6)

BATON ROUGE, LA 70896

LSPAPP5/R10.03

_ NOTICE:
 PLEASE PRINT OR TYPE INFORMATION,

EXCLUDING ADMINISTRATORS OR

AUTHORIZED PERSONS SIGNATURE.

INCOMPLETE FORMS WILL NOT BE

 PROCESSED.

OCDD
_________________________________________________________

AGENCY

_1010 Common Street, Suite 550___________________

_New Orleans, LA  70112___________________________

CITY STATE ZIP CODE

MAILING ADDRESS

___________________________________________________________________________________
__________________________________________________________ _______/______ /_______ ______/________

NAME                                                                                                                DATE OF BIRTH          RACE/SEX

___ ___ ___ - ___ ___ - ___ ___ ___ ___

SOCIAL SECURITY NUMBER

ALL INFORMATION RELEASED MUST REMAIN STRICTLY CONFIDENTIAL AND ONLY

THOSE AUTHORIZED BY LAW TO RECEIVE THIS INFORMATION MAY SUBMIT A

REQUEST.

___________________________________________________________________________________________________________

DO NOT WRITE BELOW THIS LINE: {For Bureau of Criminal Identification and Information Use Only._______

NOTICE: The response to your request for a criminal history check is based on a review of the State of

Louisiana’s criminal history records database as is available at the time of request. This does not preclude

the possible existence of conviction information not available in our database.

_____________________________________________________________________________________

CRIMINAL HISTORY DETERMINATION:

□ RAPSHEET ATTACHED

□ RESPONSE BELOW
Alan Levine


SECRETARY











STATE OF LOUISIANA


DEPARTMENT OF HEALTH AND HOSPITALS


Office for Citizens with Developmental Disabilities





Bobby P. Jindal


GOVERNOR
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