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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
Aging and Disability Services Administration

PO Box 45600, Olympia, Washington 98504-5600
ADMINISTRATOR ATTESTATION

	Name of Boarding Home Where Employed
	

	Administrator Name
	

	Social Security Number
	

	Date of Birth
	

	Daytime Telephone Number
	

	Cellular Telephone Number
	

	Pager Telephone Number
	

	E-Mail Address
	

	Is the Administrator an Officer, Director, or an owner of 5% or more of the Applicant?
	                      FORMCHECKBOX 
   Yes                            FORMCHECKBOX 
   No


	I attest that all of the following statements are true and accurate

	1.
	I am at least 21 years of age and meet the qualification standards per WAC 388-78A-2520.

	2.
	I assume responsibility for overall 24 hour-per-day operation of the facility including care and residents and complying with administrative rules and policies.

	3.
	I have no record of criminal or civil conviction or have attached an explanation of the facts surrounding such actions.

	4.
	I acknowledge that a background inquiry will be made in accordance with WAC 388-78A-2470.  I will complete a State of Washington Department of Social and Health Services Boarding Home Background Authorization form and provide it to the License Applicant or Licensee as required. 


Please return this form to your LOCAL RCS OFFICE; sending to HQ will result in delay of processing.

          Signature of Administrator 




      Date
Administrator Attestation
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