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DEPARTMENT OF SOCIAL SERVICES 
BUREAU OF RESIDENTIAL LICENSING 

P. O. BOX 91303, BATON ROUGE, LA 70821 
627 N. FOURTH STREET, 8TH FLOOR, BATON ROUGE, LA  70802 

PHONE:  (225) 342-9471 or (225) 342-9734          FAX:  (225) 342-9483 
 

APPLICATION FOR LICENSE 
 

1.  IMPORTANT NOTES 

For All Initials or Change of Location Licenses:  A license is required PRIOR to opening.  An initial application fee 
of $25.00 is required.  Additional licensure fees, if any, are due after initial survey and prior to issuance of a license. 
 
For All Change of Ownerships:  The total license fee and completed application forms are required prior to the act of 
sale 
 
For All License Renewals:  Each provider is solely responsible for obtaining required forms to apply for the renewal of 
your license.  The total license fee and completed application forms are required at least 30 days prior to anniversary date 
of the current license.  Application forms can be downloaded at http://www.dss.state.la.us/departments/os/Licensing.html 
 
Payment of All Fees:  All fees are to be paid by CERTIFIED CHECK OR MONEY ORDER made payable to the 
Department of Social Services.  Do NOT send cash, business or personal checks.  Fees are NON-REFUNDABLE. 

2.  CENTER INFORMATION 
Center Name: 
 

Location Address: 
 
 
Street       City    State  Zip Code 
Mailing Address: 
 
 
Street/P.O. Box     City    State  Zip Code 
Center Phone No.: 
(          ) 

Office Phone No.: 
(          ) 

FAX No.: 
(          ) 

Parish: 

Center E-Mail Address: 
 

3.  TYPE OF LICENSE 
(Check One Only) 
 

  Initial Application 
  Renewal Application 

(Check One Only if Applicable) 
 

  Class “A” 
  Class “B” 

(Check All Appropriate) 
 

  Change of Ownership 
  Change of Location 
  Change in Director 
  Other Changes to License:  

      Please specify (capacity, name, etc.): 
 
 

http://www.dss.state.la.us/departments/os/Licensing.html
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4. PROGRAM INFORMATION 
NOTE:  IF MORE THAN ONE FACILITY, PROGRAM, OR AGENCY IS TO BE LICENSED, 

A SEPARATE APPLICATION MUST BE COMPLETED FOR EACH LICENSE REQUESTED. 

I/We hereby apply to be licensed as: 

Client Placing Agency 
  Adoption 
  Foster Care 

Adult Residential – Modules: 
 Assisted Living  
 Personal Care Home 
   Shelter Care Home 

Child Residential – Modules: 
  Child Residential 
  Therapeutic Wilderness 
  Controlled Intensive 

  Maternity Home 

  Emergency Shelter 

  Transitional Living 

5.  CENTER OPERATIONS 

Sex of Clients Served:     Male       Female       Both 

Licensed Capacity:   
 
 
(Desired or Proposed or Maximum Allowed, if New Facility) 

Number of Buildings Used by Clients: 

Age Range: 
  ______________ Weeks   Months   Years     TO      ______________ Weeks   Months   Years 
       (circle one)             (circle one) 
 
Months Open During Year:  All 12 Months     Yes      No  (If No, Months Open:         ___         to   ___               ) 
 
Days Open During Week (Circle): 
 
M         T         W         TH         F         S         S 
 

Hours Open: 
 
 ________a.m.   p.m.   TO   ________a.m.   p.m. 
         (circle)                                      (circle) 

6.  ORGANIZATIONAL STRUCTURE  (Owner of Business) 

   Individual               Partnership               Church               University 

   Corporation: Name ____________________________________________________ 

   Street ____________________________________________________ 

            City, State, Zip ____________________________________________________ 

   Phone ____________________________________________________ 

   Governmental     If yes, please check one:    State         City         Parish         Federal 

   Other – Describe:____________________________________________________________________ 
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Officers of the Board: 

Name Address Phone 
 
 

  

 
 

  

 
 

  

Names of Owners of Business: 
 

Ownership:       Profit       Non-Profit IRS Number: 

7.  FUNDING SOURCE  (Check all that apply.) 

       Dept. of Corrections (OJS)   Social Security    Medicaid  

       DSS/Rehabilitation Agency   Private Pay     Department of Social Services (OCS) 

       Other – Describe:__________________________________________________________________________ 

8.  CENTER DIRECTOR 
Name: 
 ___________________________________________________________________________________ 
 Title  First     Middle     Last 
 (Examples of Titles are Mr., Mrs., Ms., Rev., Sr., Pastor.  Other titles not listed here are acceptable.) 
Home Address:  
 
______________________________________ _____________________ __________ __________ 
Street      City    State  Zip Code 
Home Telephone Number:  (          ) Date Hired as Director: 

9.  PERSONAL REFERENCES FOR DIRECTOR 
(No Relatives or Current Employees/Employers) 

This section is to be completed for all initial Foster Care and Adoption applications and 
whenever there is a change in Director.  Please list a minimum of THREE references. 
Name Mailing Address Phone Number 

 
 

 (        ) 

 
 

 (        ) 

 
 

 (        ) 

10.  CERTIFICATION BY OWNER/DIRECTOR 
• I understand that a licensing inspection will be made by the DSS Bureau of Licensing, the State Fire Marshal, the 

Office of Public Health, and other local agencies as may be appropriate (Zoning, City Fire, etc.)  ALL agencies as may 
be appropriate must give their approval PRIOR TO LICENSURE AND OCCUPANCY. 

• I certify that neither the owner nor director of this agency/facility has been convicted of a felony. 
• I certify that the information contained herein is true and correct to the best of my knowledge. 
• I understand that giving false information may result in my license being denied or revoked. 
• I understand that failure to comply with the law and regulations governing the licensure of any programs listed could 

result in my license being denied or revoked. 
Authorized Official Signature: Date: 

Type or Print Name and Title: 
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