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Administrator Reference Summary

Instructions for Submitting Administrator Changes



The Oregon Administrative Rule 411-054-0065 require newly hired administrators to provide information to SPD that demonstrates they meet the qualifications as an administrator. The following information is needed for Seniors and People with Disabilities (SPD) to process changes of administrators in residential care and assisted living facilities. Per requirements from the Centers for Medicare and Medicaid Services (CMS), you are now required to provide your Social Security Number and date of birth if your facility accepts Medicaid residents. Please refer to 42 CFR 455.104  Control and click here for further information. 




 FORMCHECKBOX 
 
Administrator Reference Summary (DHS 0566, 6/11) - please provide detailed information regarding experience and education; 
 FORMCHECKBOX 

Criminal History Check (DHS 0301AD) Control and click here to download DHS 0301AD- submitted or approved Final Fitness (DHS 0300); Control and click here to download DHS 0300.
 FORMCHECKBOX 
 
Uniform Disclosure Statement – page 1 only, stating the name of the new administrator, please revise date at the bottom of page. 
         Control and click here to download the 9098A.



 FORMCHECKBOX 

Certificate/Continuing Education – documentation of 20 hours of continuing education credits or certificate of completion of administrator training class within the last year.
Send completed application to: CBC.Team@state.or.us or FAX at 503-378-8966
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	ADMINISTRATOR REFERENCE SUMMARY

	

	 FORMCHECKBOX 

	Assisted Living
	 FORMCHECKBOX 

	Residential Care
	 FORMCHECKBOX 

	Memory Care Unit

	

	I. Administrator information
	
	

	

	
	Last name:
	     
	First name:
	     
	MI:
	  

	
	SSN:
	     -     -     
	DOB:
	    /     /     
	

	
	(This information will be treated as confidential.)

	

	
	Facility name:
	     

	
	Facility address:
	     

	
	Phone:
	     
	Email: 
	     

	

	
	Date hired as administrator for above named facility:
	   /    /     

	
	

	
	Name of direct supervisor:
	     

	

	
	Supervisor’s position:
	     

	
	Supervisor’s phone:
	     
	

	

	II. Criminal history clearance

	
	Compliance with OAR Chapter 410, Division 007, criminal history clearance, is a requirement for all administrators. A copy of a current Criminal History Release Authorization, showing approved status, must be submitted as an attachment to this Administrator’s Reference Sheet.

	

	III. Approved administrator training requirements have been met per


	
	OAR 411-054-0065(3)  


	
	 FORMCHECKBOX 

	Oregon Health Care Association (OCHA) Administrator Training Course

	
	
	Completion date:
	   /    /     
	Include class completion certificate.

	
	 OR
	

	
	 FORMCHECKBOX 

	Oregon Alliance for Senior and Health Services (The Alliance)

	
	Completion date:
	   /    /     
	Include class completion certificate.

	

	IV
	Educational background
	

	
	If you do not have the required experience, please ensure that your 

	
	educational background reflects a minimum of a Bachelor’s Degree in 


	
	health or social service related field or show the necessary combination

	
	of education and experience. (see OAR 411-054-0065(2))


	

	
	High school diploma or equivalent

	
	Year obtained:
	    
	Name of school:
	     

	
	City
	     
	State
	     
	

	

	
	College/university
	

	
	College/university name:
	     

	
	City:
	     
	State:
	     
	

	

	
	Major/discipline:
	     

	
	Did you earn a degree?
	 FORMCHECKBOX 
        
	No
	 FORMCHECKBOX 

	Yes
	

	
	If yes, year obtained:
	     
	

	
	 FORMCHECKBOX 

	BA/BS
	 FORMCHECKBOX 

	Masters
	 FORMCHECKBOX 

	Assoc. Nsg.
	 FORMCHECKBOX 

	Other
	(specify below)

	
	     


	Employment history 

	Last five years of work history (start with most recent employment):


	Please explain how you obtained at least two years of professional or management experience in a health or social service field or program OR provide information on any previous experience in supervising staff. See OAR 411-054-0065(2).




	     


	
	
	                              Month             Year              Month         Year

	
	Employer:
	     
	from:
	  
	/
	    
	to
	  
	/
	    

	
	City:
	     
	State:
	  
	Supervisor:
	     

	
	Type of business:
	     
	Your position:
	     

	
	Your duties:
	     

	
	     

	
	     


	
	Employer:
	     
	from
	  
	/
	    
	to
	  
	/
	    

	
	City:
	     
	State:
	  
	Supervisor:
	     

	
	Type of business:
	     
	Your position:
	     

	
	Your duties:
	     

	
	     

	
	     


	
	Employer:
	     
	from
	  
	/
	    
	to
	  
	/
	    

	
	City:
	     
	State:
	  
	Supervisor:
	     

	
	Type of business:
	     
	Your position:
	     

	
	Your duties:
	     

	
	     

	
	     

	

	
	Employer:
	     
	from
	  
	/
	    
	to
	  
	/
	    

	
	City:
	     
	State:
	  
	Supervisor:
	     

	
	Type of business:
	     
	Your position:
	     

	
	Your duties:      


	
	

	


This application will be rejected if information is falsified or incomplete.

I declare that this information is true, correct and complete:

Signature_______________________________   Date:    /    /     
Send completed application, including a current Criminal History Release Authorization, showing approved status, to CBC.Team@state.or.us 

or FAX to 503-378-8966. 
FACILITY INFORMATION

Ownership / Management / Staffing

	Facility name:
	     
	  FORMCHECKBOX 
  ALF     FORMCHECKBOX 
  RCF


	Administrators
	Employment  date
	
	Date left

	Current administrator:
	     
	  
	   /        /     
	 
	   /        /     

	Prior administrator(s):
	     
	
	   /        /     
	
	   /        /     

	
	     
	
	   /        /     
	
	   /        /     

	
	     
	
	   /        /     
	
	   /        /     

	
	     
	
	   /        /     
	
	   /        /     

	
	     
	
	   /        /     
	
	   /        /     

	
	     
	
	   /        /     
	
	   /        /     


	Current owner (exact name as registered with Secretary of State, Corp. Division):

	     
	

	

	Date of acquisition:
	     
	

	Prior owner:
	     

	Current management company:
	     

	As of (date):
	     
	

	Prior management company:
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