
REGISTRATION APPLICATION FOR PEDDLING AND SOLICITING 

{EACH PERSON DESIRING TO SOLICIT OR PEDDLE IS REQUIRED TO APPLY INDIVIDUALY FOR CERTIFICATES. CERTIFICATES 
ARE NOT ABLE TO BE TRANSFERRED FROM ONE PERSON TO ANOTHER). 

1. FULL NAME: __________________________ _

HOME ADDRESS: _________________________ _

TELEPHONE: __________________________ _

2. APPLICANT'S EMPLOYER OR SPONSOR INFORMATION:

NAME: ____________________________ _

TELEPHONE: __________________________ _

ADDRESS: ___________________________ _

3. PURPOSE OF ORGANIZATION/SOLICITATIONS:

4. HAVE YOU EVER BEEN CONVICTED OF ANY CRIME? 0 YES O NO
IF YES, PLEASE LIST DATES AND NATURE OFTHE OFFENSE{S) AND PUNISHMENTS IMPOSED:

5. VEHICLE DESCRIPTION, IF ANY, TO BE USED: MAKE: _____ MODEL: _____ YEAR: ___ _
COLOR: _____ TITLE#: _______ LICENSE PLATE #: _________ _

6. IS THE BUSINESS/PROFESSION LICENSED BY THE STATE OR FEDERAL GOVERNMENT? DYES ONO

CURRENT PHOTOGRAPH IS REGUIRED. 

"I. HEREBY CERTIFY THAT THE INFORMATION I HAVE PROVIDED TO OBTIAN A SOLICITING CERTIFICATION IS 
ACCURATE AND TRUE. IF GRANTED THE CERTIFICATION, I PROMISE TO ABIDE BY THE SOLICITING REQUIREMENTS 
{CHAPTER 60).1, FURTHER, UNDERSTAND THAT THE TOWNSHIPWILL PERFORM A BACKGROUND CHECK THAT 
INCLUDES ______________ , AND THAT I WILL BE RESPONSIBLE FOR THE COSTS OF 
SUCH BACKGROUND CHECKS. 

SIGNATURE: ________________ _ DATE: ______________ _ 

FEE: $50.00







PENNSYLVANIA CHILD ABUSE HISTORY CERTIFICATION 

Type or print clearly in ink. If obtaining this certification for non-volunteer purposes or if, as a volunteer having direct volunteer contact with children, you 
have obtained a certification free of charge within the previous 57 months, enclose an $13.00 money order or check payable to the PENNSYLVANIA 
DEPARTMENT OF HUMAN SERVICES or a payment authorization code provided by your organization. DO NOT send cash. 
Certifications for the purpose of "volunteer having direct volunteer contact with children" may be obtained free of charge once every 57 months. 
Send to CHILDLINE AND ABUSE REGISTRY, PA DEPARTMENT OF HUMAN SERVICES, P.O. BOX 8170 HARRISBURG, PA 17105-8170. 
APPLICATIONS THAT ARE INCOMPLETE, ILLEGIBLE OR RECEIVED WITHOUT THE CORRECT FEE WILL BE RETURNED UNPROCESSED. IF 
YOU HAVE QUESTIONS CALL 717-783-6211, OR (TOl,.L FREE) 1·877-371-5422. 

PURPOSE OF CERTIFICATION (Check one box only} 

O Foster parent D Volunteer having direct volunteer contact with children 
D Prospective adoptive parent If purpose is volunteer having direct volunteer contact with chil-

O Employee of child care services dren, choose SUB PURPOSE: 

O School employee governed by the Public School Code O Big Brother/Big Sister and/or affiliate 
O School employee not governed by the Public School Code D Domestic violence shelter and/or affiliate 
O Self-employed provider of child-care services in a family child-care home O Rape crisis center and/or affiliate 
O An individual 14 years of age or older applying for or holding a paid D Other: 

position as an employee with a program, activity, or service 
O PA Department of Human Services Employment & Training Program O An individual seeking to provide child-care services under contract with a 

child care facility or program participant (signature required below) 

O An individual 18 years or older who resides in the home of a foster parent 
for children for at least 30 days in a calendar year SIGNATURE OF OIM/CAO REPRESENTATIVE OIM/CAO PHONE 

D An individual 18 years or older who resides in the home of a certified or NUMBER 

licensed child-care provider for at least 30 days in a calendar year 
O An individual 18 years or older, excluding individuals receiving services, who resides in a family living home, community home for individuals with an 

intellectual disability, or host home for children for at least 30 days in a calendar year 
O An individual 18 years or older who resides in the home of a prospective adoptive parent for at least 30 days in a calendar year 

AGENCY/ORGANIZATION NAME: PAYMENT AUTHORIZATION CODE, IF APPLICABLE: 

O Consent/Release of Information Authorization form is attached. Applicant must fill in the "Other Address" sections. By completing the other address 
sections, you are agreeing that the organization will have access to the status and outcome of your certification application. 

APPLICANT DEMOGRAPHIC INFORMATION (00 NOT USE INITIALS\ 
FIRST NAME MIDDLE NAME LAST NAME SUFFIX 

SOCIAL SECURITY NUMBER GENDER DATE OF BIRTH (MM/DD/YYYY) AGE 
□ Male □ Female

- -
D Not reported

Disclosure of your Social Security number is voluntary. It is sought under 23 Pa.C.S. §§ 6336(a)(1) (relating to information in statewide database), 6344 (relat­
ing to employees having contact with children; adoptive and foster parents), 6344.1 (relating to information relating to certified or licensed child-care home 
residents), and 6344.2 (relating to volunteers having contact with children). The department will use your Social Security number to search the statewide 
database to determine whether you are listed as the perpetrator in an Indicated or founded report of child abuse. 

HOME ADDRESS 
MAILING ADDRESS OTHER ADDRESS (If Consent/Release of 

lif different from home address\ Information Authorization form Is attached• 
ADDRESS LINE 1 ADDRESS LINE 1 ADDRESS LINE 1 

I 

ADDRESS LINE 2 ADDRESS LINE 2 ADDRESS LINE 2 

CITY CITY CITY 

COUNTY COUNTY COUNTY 

STATE/REGION/PROVINCE STATE/REGION/PROVINCE STATE/REGION/PROVINCE 

ZIP/POSTAL CODE ZIP/POSTAL CODE ZIP/POSTAL CODE 

COUNTRY COUNTRY COUNTRY 

ATTENTION ATTENTION 
D Different mailing address 

CONTACT INFORMATION 
HOME TELEPHONE NUMBER WORK TELEPHONE NUMBER MOBILE TELEPHONE NUMBER 

EMAIL (By submitting an email contact, you are agreeing to ChlldLlne contactlng you at this address.) 

CY 113 12/15 















I 

1-783 (Rev. 06-01-2020) 

IDENTITY HISTORY SUMMARY REQUEST FORM 

Information * Denotes Required Fields

*Last Name I

Middle Name 1 I

OMB-1110-0052 

*First Name I

Middle Name 2 I

*Date of Birth: *Place of Birth: *U.S. Citizen or Legal Permanent Resident:
I 0Yes 0No I 

*Country of Citizenship: Country of Residence: Prisoner Number (if applicable): 
I 

*Last Four Digits of Social Security Number:!

*Race (please check appropriate box):
0Asian 0Black Ocaucasian D Native American Ounknown

* Sex (please check appropriate box):
0Male 0Female Oother

Address 
C/01 
*Address

*City I
*Postal (Zip) Code I
Phone Number I

ATTNI 

*State I
*Country I
E-Mail I

Payment Enclosed: (please check appropriate box)

0 CERTIFIED CHECK O MONEY ORDER 0 CREDIT CARD FORM

You may request a copy of your own Identity History Summary to review it or obtain a change, correction, or an update to the 
summary. This is not a national background check and may not include information from state repositories which would be included 
on an employment background check. If you are requesting a background check for employment or licensing within the U.S., you may 
be required by state statute or federal law to submit your request through your state identification bureau, the requesting federal 
agency, or another authorized channeling agency. 

* REQUESTOR SIGNATURE ..__ ______________ ____. DATE....._ ______ __. 

Mail the signed requestor information form, fingerprint card, and payment of $18 U.S. dollars to the following address: 

PRIVACY ACT ST A TEMENT 

FBI CJIS Division - Summary Request 
1000 Custer Hollow Road 

Clarksburg, West Virginia 26306 

The FBl's acquisition, retention, and sharing of infonnation submitted on this fonn is generally authorized under 28 USC 534 and 28 CFR l 6.30-16.34. The purpose for requesting this 
information from you is to provide the FBI with a minimum of identifying data to permit an accurate and timely search of FBI identification records. Providing this infonnation (including your 
Social Security Account Number) is voluntary; however, failure to provide the information may affect the completion of your request. The information reported on this form may be disclosed 
pursuant to your consent and may also be disclosed by the FBI without your consent pursuant to the Privacy Act of 1974 and all applicable routine uses. 

PAPERWORK REDUCTION ACT STATEMENT: 
Under the Paperwork Reduction Act, you are not required to complete this fonn unless it contains a valid 0MB control number. The form takes approximately 3 minutes to complete. 
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