safe at home

California's Confidential Address Program

California Address Confidentiality Program
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Safe at Home Reproductive Healthcare Enroliment Application
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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.
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e Contact Safe at Home at (877) 322-5227 with questions related to this ap
H AME Mot HHEl ZE22 Safe at HomeO| (877) 322-52272 22|54 A|
e Itis a misdemeanor to provide false information on this application.
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e The enrolling agency application assistant must mail completed forms and requ
Safe at Home, P.O. Box 846, Sacramento, CA, 95812.
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P.O. Box 846, Sacramento, CA, 95812.

to:
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SECTION 1: APPLICANT INFORMATION
MM 1 MAEX "R
You must provide your full legal name. If you do
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First Name:

0|E:

Last Name:

M.
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Gender: 1 Male Date of Birth: / /
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Preferred Phone
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Email (optional):
O| | (MEHALSL):
Applicant Type:

ber: (

[1 Volunteer [1 Patient [1 Dependent adults or incapacitated person
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rs that reside in your household, check all that apply:
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ren [ Household member
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If enrolling members in your household, please clearly write full name and birthdate of each and the
phone number for adult household members:
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Do you have a disability for which you need reasonable accommodation
. . L] Yes [1 No
to communicate with Safe at Home? X Ad HbC
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If yes, what type? 1 Hearing 1 Vision 1 Other
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CONTINUED ON NEXT PAGE
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safe at home

California's Confidential Address Program

Please describe the reasonable accommodation(s) needed in the space below:
o2 SZHoll Xz 0] 2ot Holof CHa A FaAL:

[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))
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- If a volunteer, documentation must show length of time the volunteer h
at the facility. (Gov. Code §6215.2(a)(2))
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records or files that show any complaints of the alleged threats
§6215.2(a)(3)(B))
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SECTION 2: ADDRESS AND CONTAC
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You must provide the residence address

a rented mailbox.
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Residence Address: Apartment/Unit:
HEX| A E/52:

City: ZIP Code:

Al: FHHD:

if,different from your residence address. A post office box or

g address. Safe at Home will forward your mail to this location.
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2ss (skip to facility address information)
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Apartment/Unit:
S/

State: ZIP Code:

. PUHHS:

You must provide the name and address of the reproductive healthcare facility where you are a
provider, employee, volunteer, or patient.
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California's Confidential Address Program

Name of reproductive healthcare facility:
DX EA MH|A A[H 0| E:

Address: County:
=S FH2El:
City: State: ZIP Code:
Al: = FHHD:

SECTION 3: APPLICANT AGREEMENT/ACKNOWLEDGEMENT
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Applicants MUST agree to and confirm the following to enroll in the progr

statement and provide a full signature and the date in the space below.
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| designate the Secretary of State as agent for purpo
purposes of receipt of mail. (Gov. Code §6215. 2(a)(4))
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The Secretary of Sta [ ipation in the Safe at Home Program and
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e
N
[n
fujn
40
ot
Jot
e
e
50
i
=

FSHXE o e E|71| k[,

(

ddress would endanger my safety, the safety of a minor child or children,
d person on whose behalf this application is made, or if | knowingly
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safe at home

California's Confidential Address Program

| am applying for the Safe at Home program because | am a reproductive healthcare
service provider, employee, volunteer or patient and | am in fear for my safety, or for that of
my family or the incapacitated person on whose behalf this application is made, because of
my affiliation with a reproductive health care services facility. (Gov. Code §6215.2(a)(1)(C))
2012 EX 2 MH|A MSAL 2R, X S ALAF = 2HAH0[H 2 Ql9f QHHoff et F2{Z 1t 10
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(HEH §6215.2(a)(1)(C) &)

~Or~

~F=n
| am applying for the Safe at Home program because I, or the mino
person on whose behalf the application is made, have been the target
violence because | obtained or | am seeking to obtain services at a repro
services facility. (Gov. Code §6215.2(a)(3)(A))
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MH|AE ZHYAZALE 211 0t O| R 2 YYO|LE ZH 9
2 MHSH= HHL|CH (H R §6215.2(a)(3)(A

» Signature:
ME:

SECTION 4: CERTIFIED STATE
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[J Certified Statement by Authorized Rep

s w2 oig|elel B E e M(HEY
By signing below, | certify th
completing this application i.
date of application.

ING ORDER (Must Select One)
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provider, employee, volunteer, or patient
acts of violence within one year of the
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Date: / /

=t

ent by Reproductive Healthcare employee, patient, or volunteer (Gov. Code
§6215.2(a)(1)(B)(ii))

DX EA M| A 22 2hxt = AR S AR QIS E T M (Y RY. §6215.2(a)(1)(B)(ii) )

By signing below, I certify that | have been the target of threats or acts of violence or harassment
within one year of the date of application because of my association with the reproductive
healthcare services facility.
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» Signature: Date: / /
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California Secretary of State W safe at home
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1 Workplace Violence Restraining Order Attached (Gov. Code §6215.2(a)(1)(B)(iii))

HYU £ H2 =X B3N H2(BFH §6215.2(a)(1)(B)(ii) &)
Attached order must be based upon threats or acts of violence connected to the applicant’s
affiliation with the reproductive healthcare services facility or the minor or incapacitated person on
whose behalf the application is made.
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SECTION 5: ENROLLING AGENCY INFORMATION

MM 5. SE7|2t WA

This section MUST be completed by an application assistant at a designa
an original signature. If this section is left blank the enrollment form will N
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Name of Enrolling Agency:
SE7|20l5:

Address of Enrolling Agency:

= .
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City:
Al:

Enrolling Agency Phone Number:
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Enrolling Agency Email:
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Name of Application Assistant:
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» Applicant Assistant Signa Date: / /
MY R NY: et
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