ARIZONA SUPREME COURT

ADMINISTRATIVE OFFICE OF THE COURTS

JUVENILE JUSTICE SERVICES DIVISION

Petition for Waiver Application


Waiver Application
Please complete the information for the individual in which you are requesting a waiver.  Information provided in this waiver application should apply specifically to the person for whom a waiver is being requested.  Services are not to be performed until a waiver has been issued, in accordance with the AOC Standard Terms and Conditions.  Please refer to the AOC Standard Terms and Conditions for specific waiver requirements.  

All applications and requested supporting documentation must be sent to the AOC attention of: Jennifer Rhyne/Holly Reynolds via fax 602-452-3879 or email scanned PDF format to jrhyne@courts.az.gov / hreynolds@courts.az.gov.  All documents must be submitted for your agency’s request to be considered.  Failure to submit a complete application and requested supporting documentation will result in your request being denied.  

PLEASE NOTE: A separate waiver application MUST be submitted for each individual for whom a waiver is being requested.  

     


Agency Name

     






     
Representative Completing Application

Job Title
*Application must be completed by program/contract administrator

	Please Check the Reason for Waiver Request and Provide Applicable Education/License and Fingerprint Clearance Information:

	 FORMCHECKBOX 
 Request for Waiver of Educational Requirement

 FORMCHECKBOX 
 Request for Waiver of Licensing Requirement

· Education

             Identify highest degree obtained:    FORMDROPDOWN 

· Licensing

                   If applicable, list staff person’s professional license and include their license number:         

                 If not applicable please check:  FORMCHECKBOX 
  N/A 

Does this individual possess a valid Fingerprint Clearance ID card: 

 FORMCHECKBOX 
  Yes
         If yes, please provide the Fingerprint Clearance Number:      
 FORMCHECKBOX 
  No
Has the agency verified in the last 60 days the validity of both Fingerprint Clearance and professional licensure, as applicable?

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
Visit the BBHE website for verification: www.bbhe.state.az.us/verfiications.htm     


Waiver Applicant Name:      

     

     

     



        Last

First

MI
  
Job Title


Date of HIRE:      
Date of BIRTH:      
Service(s) requested to be delivered under waiver:  

      
Service Codes (please list each requested code . . . e.g. 130, 138, 232)

Supervising Professional:
     


     


     

 


Last


First


MI





     




Job Title





     




Education





     




License

Estimated hours each week your agency projects the waivered individual to provide direct services:   FORMDROPDOWN 

Explain the supervision plan that your agency intends to exercise to meet the supervision requirements for waivered staff in accordance with the AOC Standard Terms and Conditions.  The plan should include methods the agency has incorporated to document required supervision and provide administrative oversight to assure contract compliance. 
Type Here
An agency MUST complete and/or submit the information below to be considered for waiver: 
1. Address the scope of services and duties to be delivered under the waiver

(Assessments, treatment planning, sex offender, substance abuse, etc).  

 Type Here
2. Provide status of the individual’s plan to obtain independent licensure and/or degree. (Please provide specific details including by not limited to dates of completion/graduation)
 Type Here
3. Documentation of the following documents must be submitted to the AOC within 48 hours of submitting this application.  Please fax documents Attention: Jennifer Rhyne/Holly Reynolds at 602-452-3879 or email scanned PDF format to jrhyne@courts.az.gov / hreynolds@courts.az.gov.
a. School Transcripts or Diploma

b. Current Resume

c. Job Description outlining requirements and responsibilities for position individual in which waiver request has been submitted will be performing.

d. Documentation of training in those areas identified in Question #6 if the training hours and experience are not reflected in the applicant’s resume.  
4. Indicate the number of years of experience the staff person has in providing: 

Type of Service


Years (Check only one per service) 


0
1
2
3
4
5+

Assessment:



Substance Abuse
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Psychosocial

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Psychosexual

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



Comprehensive
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Case Management

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Crisis Intervention

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Discharge Planning

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Family Counseling

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Group Counseling

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Individual Counseling

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Mentoring


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Program Management

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Psycho-educational Group
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Report Writing

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Detailed Progress Notes
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Monthly Progress Reports
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Treatment Staffing Summary
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Placement Screening

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Supervising Staff

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Treatment Planning/Review
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Tutoring


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

5. Please indicate the number of hours of formal training in the behavioral health field the individual has had in the last two years.

 
   FORMDROPDOWN 

6. Check the specialties listed below in which the individual has received at least 10 hours of formal training AND has at least 2 years of experience in the last 5 years. 


 FORMCHECKBOX 
  Abuse/Neglect


 FORMCHECKBOX 
  Oppositional Defiant Disorders


 FORMCHECKBOX 
  Anxiety Disorders

 FORMCHECKBOX 
  Panic Disorders


 FORMCHECKBOX 
  Attachment Disorders

 FORMCHECKBOX 
  Parent/Youth Mediation


 FORMCHECKBOX 
  Attention Deficit Disorders
 FORMCHECKBOX 
  Parenting/Pregnant Teens


 FORMCHECKBOX 
  Compulsive Disorders

 FORMCHECKBOX 
  Psychiatric/Mental Health Disorders


 FORMCHECKBOX 
  Conduct Disorders

 FORMCHECKBOX 
  Sex Offending


 FORMCHECKBOX 
  Co-occurring Disorders

 FORMCHECKBOX 
  Sexual Gender Identity


 FORMCHECKBOX 
  Depressive Disorders

 FORMCHECKBOX 
  Sexual Victimization


 FORMCHECKBOX 
  Domestic Violence

 FORMCHECKBOX 
  Substance Abuse


 FORMCHECKBOX 
  Eating Disorders


 FORMCHECKBOX 
  Suicide/Self-Harm


 FORMCHECKBOX 
  Grief and Trauma Issues

 FORMCHECKBOX 
  Violence and Aggression


 FORMCHECKBOX 
  Learning Disabilities

7. Using the above list, please identify the individual’s primary area of expertise. 


Type Here
8. Please indicate the individual’s number of years of experience in providing services to the following populations:
Minority youth        FORMCHECKBOX 
  0 yrs
   FORMCHECKBOX 
  1-2 yrs
  FORMCHECKBOX 
  3-4 yrs
 FORMCHECKBOX 
  5+ yrs

Delinquent youth    FORMCHECKBOX 
  0 yrs
   FORMCHECKBOX 
  1-2 yrs
  FORMCHECKBOX 
  3-4 yrs
 FORMCHECKBOX 
  5+ yrs

8. Is the individual for whom a waiver is being requested bi-lingual?

 FORMCHECKBOX 
  Yes

If yes, please indicate language(s):      
 FORMCHECKBOX 
  No
     








     
           Signature of Representative Completing Application


Date


*Application must be completed by program/contract administrator    
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