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Department of Code Compliance Services 
Boarding Home Facilities 

Resident Initial Screening and Individualized Assessment 

Sec. 8A-34(a) & Sec. 8A-34(b)(c) of the Dallas City Code: 

Potential Resident Name: Date: 
------- - ----------- ------

Before permitting a potential resident to move into a boarding home facility, the licensee shall conduct an initial 
screening and individualized assessment of the individual to determine if the individual would constitute a 
direct threat. 
The screening and assessment must consider: 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

No 

No 

No 

1. Have you been convicted of the illegal manufacture or distribution of a controlled substance within
the last 10 years? If yes, please list the type of controlled substance.

If yes, the rel'ident will not be allowed to reside at the home. Sec. 8A-34(b)(3)(c)(l) 

2. Are you currently on probation or parole?
Please list the charge(s).

3. Do you have any prior criminal or violent acts?
If yes, what are they?

4. If yes, what is the amount of time since the last offense or act? _____________ _
If yes, has there been any actions taken by you or other circumstances that may eliminate the threat? □Yes □ No

If yes, list the action taken or circumstances.

5. (Male Residents Only) Are you required to register as a Sex Offender? If yes, please attach a copy of
a Psycho-Sexual Evaluation and Assessment of Risk performed within the last 3 years by a Licensed
Sex Offender Treatment Provider (LSOTP) licensed under the Texas Occupations Code Title 3.110,
Subchapters A and G, as amended. A copy of the Psycho-Sexual Evaluation Confirmation Letter can
be obtained from your caseworker. The licensee shall ensure that any resident that has been convicted
of an offense requiring registration with any sex offender registry is registered with the proper
authorities.

6. Are you currently an illegal abuser or addict of a controlled substance?
If yes, please complete the Substance Abuse Recovery Plan and Drug Diversion forms.
Please list the controlled substance(s).

7. Do you require the provision of personal care services?
If yes, list below the name of the person and/or company that will provide the personal care services?
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City of Oalla& 

Department of Code Compliance Services 
Boarding Home Facilities 

Medication Log 

Sec. 8A-34(f) of the Dallas City Code: (Only for residents with dementia currently taking a prescription medication or if a resident is taking a controlled 
substance or a psychotropic medication with a valid prescription) 

Resident: 
------- - ---------------

Month/Year: ______ __ __ _ 

Name of Medication/Dosage/Frequency Time 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

Name of Medication/Dosage/Frequency Time 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

Name of Medication/Dosage/Frequency Time 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

Resident Signature: _______________________ _ Date: _______ _ Codes A Absent RF Refilled 

D Discontinued 

Staff Signature: ________________________ _ Date: _______ _ R Refused 

H Hospitalized 

Page ___ of __ _ 
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City of Dallas SECTION 8A-34(b)(4) 

Dallas City Code Section 8A-34(b)(4) 
Policies and Procedures to Ensure Resident Health and Safety 
(This form must be filed with the director of the department.) 

The State of Texas ) 

) 
Dallas County ) 

BEFORE ME, the undersigned authority, personally appeared 
affiant, known to me ( or proved to me on the oath of 

____________ or through a Texas driver's license) to be the person whose 
name is subscribed below, who, being by me duly sworn, deposes as follows: 

I, _______________ _, am of sound mind, over eighteen years 
of age, have never been convicted of any felony or crime involving dishonesty or moral 
turpitude, and am capable of making this affidavit. In addition, I am personally 
acquainted with and have personal knowledge of the facts stated in this affidavit, and they 
are all true and correct. 

"I have registered to obtain a license to operate a boarding home facility known as 
which has an address of 

_____________ _, -----------' 

Dallas, Texas ____ . An individualized assessment to determine if an existing or 
proposed resident would constitute a direct threat has been conducted. Based on that 
individualized assessment, no person will or does reside in the boarding home facility 
whose tenancy would likely constitute a direct threat to the health or safety of that person 
or other individuals or whose tenancy would result in substantial physical damage to the 
property of others." 

Affiant's Signature Title (if any) 

SUBSCRIBED AND SWORN TO BEFORE ME the undersigned notary public on the 
__ day of _____ _.20 __ _ 

Notary Public in and for the State of Texas 

Print name: 
----------

My Commission Expires: ____ _ 
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C!ty or Dtl.llaa 

Department of Code Compliance Services 
Boarding Home Facilities 

Notice ofOwner/Operator/EmployeeNolunteer Changes 

Sec. 8A-7 of the Dallas City Code: Date of Update: _______ _ 

Changes to any of the below information must be provided to the Boarding Home Facilities Office within 10 
days of the changes being made, including any new criminal convictions or charges brought against any 
owners, operators, employees or volunteers. 

This notice is to report a change of employment at (Facility Name) _______________ _ 

Boarding Home Facility located at (Address of Facility) __________________ _ 

D New employee/volunteer, ____________ , will assume ______ _ _ _ _ __ _

responsibilities as of, ___________ , 20 __ . The owner's/operator's, employee's and/or 
volunteer's contact information must be listed below. A copy of the owner's/operator's, employee's 
and/or volunteer's driver license/identification card, criminal history report and fingerprinting card 
must also be provided along with this form. 
Email Address: 

------ - - - ------------------------

Street/Mailing Address: ____________________________ _

Telephone Number: 
-------------------------------

• Did you provide the criminal history report for this person? □ Yes □ No

• Has this person lived in a State other than Texas within the last 10 years? □ Yes □ No

• If yes, what State? _____ __ (If yes, an additional criminal history report is required for that State.)

• Did you provide the additional state criminal history report for this person? □ Yes □ No □ NIA

• Did you provide the fingerprint card for this person? □ Yes □ No

• Did you provide the driver license/identification card for this person? □ Yes □ No

D EmployeeNolunteer, --------------� will no longer assume __ _ ___ _

responsibilities and now will be a resident. 

D EmployeeNolunteer, , has been terminated and will no longer reside/work 
-----------

on the premises. 

D EmployeeNolunteer, ___________ __, has resigned and will no longer reside/work on the

premises. 

Operator's Signature: 
--------------- - -------

Date: 
------

Employee'sNolunteer's Signature: __ _ _ _ ___________ _ Date: 
------
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