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Safe at Home
Designated Health Care Services
(Reproductive and Gender-Affirming Health Care Se
Enroliment Application

e This form must be fully completed with an application assistant at an enrolling
accepted. All sections are required unless otherwise noted.

e One application per adult applicant is required.

e “Designated health care services provider, employee, volun
affirming health care or a gender-affirming mental health care
patient, or a reproductive health care services provide nt. (Gov.
Code §6215.1(c))
- On this form “designated health care services irming health

fee and acceptable payment methods:
¢ It is a misdemeanor to provide false
e The enrolling agency application assista

application. (Gov. Code §6215.2(g))
ed forms and required documents to:

SECTION 1: APPLICAN

You must provide your full legal n ave a middle name, write “none.”

First Name: iddle Name:
Last Name:
Gender: [0 Male Non- Binary Date of Birth: / /

Preferred Phone Nu

ne):

olling Self Only [0 Enrolling self and minor child(ren)

d person (Form SAH-2B must also be submitted)

- O Enrolling as an adult family member [0 Enrolling adult
s an adult family member (Form SAH-2B must also be submitted)

e Eligibility Type (Not required for Family Member Applicants):
ealth Care or Mental Health Care Provider, Employee, Volunteer, or Patient
ealth Care Services Provider, Employee, Volunteer, or Patient

If you are enrolling minor children, please clearly write full name and birthdate of each:
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This section should be left blank for Family Member Applicants.
[0 Designated Health Care Provider/Employee/Volunteer have provided doc
showing that the individual is to commence employment or is currently employ:
employee at a designated health care services facility or is volunteering at
services facility. (Gov. Code §6215.2(a)(1)(A))
-If a volunteer, documentation must show length of time the volunteer has
at the facility. (Gov. Code §6215.2(a)(2))
[0 Designated Health Care Patients have provided any police, court or other go
records or files that show any complaints of the alleged threat acts of violence. (
§6215.2(a)(3)(B))

SECTION 2: ADDRESS AND CONTACT INFORM

You must provide the residence address where you c
a rented mailbox.

Residence Address:

City:

County:

Check the box below if your mailing addre
provide your mailing address below. A post offi mailbox is allowed as your mailing
address. Safe at Home will forward your mai

[0 Same as residence addr

Mailing Address: Apartment/Unit:

City: ZIP Code:

You must provide
a provider, emplo

the designated health care services facility where you are
ot required for Family Member Applicants)

Name of facility:

County:

\ State: ZIP Code:

MBER APPLICANT ONLY (This section should be left
ants.)

tion with information on the Primary Applicant (the person who is a
services provider, employee, volunteer, or patient and is in fear for their and/or
rovide the Primary Applicant’s full legal name. If there is no middle name, write
none” in name box.

First Name: \ Middle Name:

Last Name:

ID Number (if assigned):
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SECTION 4: APPLICANT AGREEMENT/ACKNOWLEDGEMENT
Applicants MUST agree to and confirm the following to enroll in the program. Plea itial each
statement and provide a full signature and the date in the space below.

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

| understand that if | provide false information, or if | falsely state on an ag
disclosure of my address would endanger my safety, the safety of a minor
or the incapacitated person on whose behalf this appligati
provide false or incorrect information on this application,
(Gov. Code §6215.2(g))

The Secretary of State may terminate my pz
invalidate my authorization card if a servij
program participant by the Secretary o

§6215.4(b)(4))

For Primary Applicant Only: Th e may terminate my participation in the
Safe at Home program if | am enr employee, or volunteer and fail to
disclose a change in employment, 0 ' teer or provider. (Gov. Code

§6215.4(b)(5).) If this

provider, employee, vol
family or the incapacitated

| am in fear for my safety, or for that of my
ehalf this application is made, because of my

| am applying ' me program because |, or the minor or incapacitated person
on whose be '

or | am seeking to obtain services at a designated health care services
§6215.2(a)(3)(A))

Date: / /
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should be left blank for Family Member Applicants.)
Primary Applicants must select one of the following:
[0 Certified Statement by Authorized Representative (Gov. Code §6215.2(

By signing below, | certify that the designated health care services provider, e
or patient completing this application is or was the target of threats or acts of vio
year of the date of application.

Name of Designated Health Care Services Facility:
Facility Phone Number: ( ) -
Printed Name of Authorized Representative:

Job Title:

» Authorized Representative Signature:

[0 Certified Statement by designated health care
patient (Gov. Code §6215.2(a)(1)(B)(ii))
By signing below, | certify that | have bee 2ats or acts of violence or harassment

within one year of the date of application b iation with the designated health
care services facility.

» Signature:

Date: / /

[ Workplace Violence Restrai
Attached order must be based up

affiliation with the desig ated health [ cility or the minor or incapacitated person on
whose behalf the app

SECTION 6: EN
This sect/on MUST be g dplication assistant at a designated enrolling agency with an

on is Ieft blank the enrollment form will NOT be accepted.
County:
Suite/Unit:
State: ZIP:
Date: / /
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