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Connecticut
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Long Term Care Ombudsman Program
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RESIDENT ADVOCATE PROGRAM

VERIFICATION FORM
Name:
Last First Middle Initial
Address:
Street City State Zip
Social Security Number: Date of Birth
Telephone Number: Cell Phone Number:

Have you ever been arrested, convicted, fined, placed on probation, or been given a suspended sentence in any
court (not minor traffic violation) in your name or in any other name? Any conviction of a criminal offense
must be disclosed on this information sheet. __ Yes ___No

Date Place (City, State) Offense Disposition

Has your driver’s license ever been revoked or suspended?
Yes No If yes, explain:

Date Reason

Driver’s License Number: Insurance Carrier

I certify that the above information is true to the best of my knowledge and belief. | understand and agree that
any false statement or omission of material fact may cause forfeiture on my part of all rights to participate in
the “Volunteer Resident Advocate” program. I also give permission for you to verify the above information
with appropriate police authorities. | release from all liability or responsibility for damage whatsoever any
employee of The Office of the State Long Term Care Ombudsman and all persons, schools, companies,
corporations or organizations who provide information or render an opinion.

*UPON DESIGNATION, REGIONAL OMBUDSMAN WILL SIGN THE BOTTOM.

Applicant Signature Date

Regional Ombudsman Date

RA 3/5/2020



