safe at home

California's Confidential Address Program

California Address Confidentiality Program

DO histhik (R 516

Safe at Home Reproductive Healthcare Enroliment Application
Safe at Home *JE{EFEIEE S CHS

e This application is five (5) pages. This form must be entirely completed with an application
assistant at an enrolling agency to be accepted. All sections are required unless otherwise noted.
IEEREFEZ H (5) B oLt R A EH B BN FRENIE T EIER < FRIF S AR @A B f B

e Contact Safe at Home at (877) 322-5227 with questions related to this a
% B tEEREEARREAIRIRE » sAENE (877) 322-5227 4% Safe at Home ©

e It is a misdemeanor to provide false information on this application.
TE UL A PR B R BB R TR - (BT 5 §6215.2(g))
e The enrolling agency application assistant must mail completed forms and requi
Safe at Home, P.O. Box 846, Sacramento, CA, 95812.

B R E E E ER R M A B BE 2 Sa
Sacramento, CA, 95812 o

ome, P.O. Box 846,

SECTION 1: APPLICANT INFORMATIO
B 16 HFAEM
You must provide your full legal name. If you do

/r_,\fg\/,\fE{/\/r_,\Eﬂlf é% O;ﬂ%ﬁ/§§¢F

dle name, write “none.”

First Name:

BF:

Last Name:

YEEC:

Date of Birth: / /
HERHR:

Gender: 0 Male
4R B

Preferred Phone

FEETRE:

ber: (

Emall (optional):

EF R GEIR)

Appllcant Type:

1 Volunteer [1 Patient [1 Dependent adults or incapacitated person
&L BE RIBENNRFEANRKRITAENE

t reside in your household, check all that apply:

LB B EEPRAERER:

[1 Household member

KREME

s in your household, please clearly write full name and birthdate of each and the
phone number for adult household members:

MRECERESKERE FECERERREMNENELNEE BB M ERRER SR EETRNS:

Do you have a disability for which you need reasonable accommodation to
: . [J Yes [ No
communicate with Safe at Home?

=] 3=
BREABEEALD BRESEERIRFZ SEE Safe at Home 78387 = =
If yes, what type? L] Hearing L] Vision [ Other
EErZl B E = RE Hth
£HRL?
CONTINUED ON NEXT PAGE
BETH
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safe at home

California's Confidential Address Program

Please describe the reasonable accommodation(s) needed in the space below:

T A EEERER RN A B ER R

[1 Reproductive Healthcare Provider/Employee/Volunteer have provided documentation
showing that the individual is to commence employment or is currently employed as a provider or
employee at a reproductive health care services facility or is volunteering at a reproductive health
care services facility. (Gov. Code §6215.2(a)(1)(A))
SIEREEEERME/ BT/ T ERUXHREZEARERMES BRIZER
BHRFBIRMENE T NIENERREE AR RIREE T - (BUNAH §62
- If a volunteer, documentation must show length of time the volunteer
at the facility. (Gov. Code §6215.2(a)(2))
MREE T X ERERE L EGR Z& i LIENR B RE (BAT/AH §

[J Reproductive Healthcare Patients have provided any police, court or other

Code §6215.2(a)(3)(B))
SIEREREREE CIRMETANER AR E M BTSN
Z 3% 5fro (BURF/AH §6215.2(a)(3)(B))

SECTION 2: ADDRESS AND CONTACT,
£ 2 B MU RGBT

a rented mailbox.

R RIS B RIEERE EH UL 55775

Residence Address: Apartment/Unit:
E{Ehht: AN /BT:
City: ZIP Code:
T EPIEE -
County:
R
You must provide t rent from your residence address. A post office box or
rented mallbox is a ling address. Safe at Home will forward your mail to this location.
e (HLER 27 4k o 15 BT LY FE EB L IS5 78 B FH AR HY BB FE TE 75 K AY BB B
s =
ess (skip to facility address information)
ikt l=1))
Apartment/Unit:
NE/EIT:
State: ZIP Code:
DAL RIEE R -

You must provide the name and address of the reproductive healthcare facility where you are a
provider employee, volunteer, or patient

R R EIER R e ME BT T TR EFTEREIAR R IRER 2 2 EM At -

Name of reproductive healthcare facility:
IR R IR R A
Address: County:
b 1133 B
City: State: ZIP Code:
LA M HiE&R:
CONTINUED ON NEXT PAGE
#ETH
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E_?‘ safe at home

California's Confidential Address Program

SECTION 3: APPLICANT AGREEMENT/ACKNOWLEDGEMENT

B 3 Bfi - RFARE /5D

Applicants MUST agree to and confirm the following to enroll in the program. Please initial each
statement and provide a full signature and the date in the space below.

%i%;éﬁééﬁ SR TFAB S SEE sCa% st E osm i B B LEZEI I T 5 EH R T

nd for the

| designate the Secretary of State as agent for purposes of service of proc
purposes of receipt of mail. (Gov. Code §6215.2(a)(4))

TAFBEMNBEMESRIEAN AREERF MR E o (BT /A8 §62

The Secretary of State may terminate my participation in the Safe
enrolling as a provider, employee, or volunteer and fail to disclose a
or termination as a volunteer or provider (Gov Code§621 5 4(b)(5))

§6215.4(b)(4))
MREBFNEFLTESRERNRER AR AR EFE BRI RE & 48 1E
A28 Safe at Home nJriitﬁ 7 ' % §6215.4(b)(4))

a reproductive health care services facility. (Gov. Code §6215.2(a)(1)(C))
Home ;Hri IEZIKAEEEKE,E Eﬂlﬁi‘“kﬁi\% EI»UI‘JZ%% ZIKA

AR5 5 It o (Eﬂzﬁ}iﬁ §6215.2(a)(1 )(C))

~Or~

~Bf~
ng for the Safe at Home program because |, or the minor or incapacitated
person on whose behalf the application is made, have been the target of threats or acts of
violence because | obtained or | am seeking to obtain services at a reproductive health care
services facility. (Gov. Code §6215.2(a)(3)(A))
= A3 E55 Safe at Home 5t & AR ATARF AR HBHFNREEANRKITAENE

EERABEXENNHMES BAEABBSREASKESEERERERTG R ZAR

5o (BAT A8 §6215.2(a)(3)(A))

» Signature: Date: / /
e P HER:
CONTINUED ON NEXT PAGE
#ETH
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W‘ safe at home

1
’ California's Confidential Address Program

SECTION 4: CERTIFIED STATEMENT / RESTRAINING ORDER (Must Select One)
B 4 6 SUEEE/ RIS (WEEE—IR)
L1 Certified Statement by Authorized Representative (Gov. Code §6215.2(b)(1)(B)(i))
IR RAVSIEE A (BT /A §6215.2(b)(1)(B)(i))

By signing below, | certify that the reproductive healthcare provider, employee, volunteer, or patient
completing this application is or was the target of threats or acts of violence within one year of the
date of application.
TN T HESR ZETEFAEZ HEE—FER  EHB UL FER LA R IR R E S

(X EE) HEBHREIBIEIE#E-

Name of Reproductlve Healthcare Facility:

EIERRIRE RS

Facility Phone Number: () -
a5 it B S S -

Printed Name of Authorized Representative:

EEARIRERGS:

Job Title:
iy

» Authorized Representative Signature:

RIERRE®R:

[] Certified Statement by Reproductive Healt
§6215.2(a)(1)(B)(ii))

GIERERES T - BEYETHREE F:%E88§6215.2(a)(1)(B)(ii))
By signing below, I certify that | have be 2ats or acts of violence or harassment

within one year of the date of application jation with the reproductive
healthcare services facility.

TN TR ER T A, £ FEIRFS R Z 5B B A TRk A5 B 2
BB IR

> Slgnature Date: / /
= HHA:
[0 Workplace Vio tached (Gov. Code §6215.2(a)(1)(B)(iii))
BEMY TIEZPT S ik 2(a)(1)(B)(iii))
Attached order must be z ats or acts of violence connected to the applicant’s affiliation

s facility or the minor or incapacitated person on whose

! i%éﬁé%ﬂ’?séﬁﬁiﬂ R Z IR BRI B AR E L AR R EN - B ek
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- w:v California Secretary of State >l.‘ safe at home
i ’ A California's Confidential Address Program

SECTION 5: ENROLLING AGENCY INFORMATION

5 5 B EECRIBE

This section MUST be completed by an application assistant at a designated enrolling agency with
an original signature. If this section is left blank the enrollment form will NOT be accepted.

ULEG# RS E & e 1B R  FRaE B IR 5 - 0 fif 5 IR 1A 5 45 - QU R UL BB 57 25 H RIS £ TR IE#R 4 7k
Name of Enrolling Agency: County:
EroiEatE: AR

Address of Enrolling Agency: Suite/Unit:
EEorstht: ER/E

City: State: ZIP:
e M R

Enrolling Agency Phone Number:

ERCHIE BRI

Enrolling Agency Email:
BB T I

Name of Application Assistant:

RSB H

» Applicant Assistant Signature:
BEAMIEES:

LAST PAGE
BE—H
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