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STATE OF RHODE ISLAND 

DEPARTMENT OF CHILDREN, YOUTH AND FAMILIES

Formal Request for Hearing
This form must be filed with the Executive Office of Health and Human Services, DCYF Hearing Office, VIRKS Building, 3 West Road, Cranston, RI 02920 or by email to: OHHS.AppealsOffice@ohhs.ri.gov, within thirty days of receipt of any adverse agency decision.
Please ensure that all applicable information is complete, accurate and legible.
Name:
______________________________________________________Date of Birth: ___________________
                             (All maiden and married names must be included)

Address: ________________________________________   Telephone:  ________________________________


Email:   ____________________________________________________________________________________

Preferred Method of Contact: (Please check) Paper Mail ________________ Email ____________________

**DO YOU NEED HELP SPEAKING, READING, OR WRITING ENGLISH? _____________________________
**IF YES, WHAT IS YOUR PRIMARY LANGUAGE? _________________________________________________
Please check all of the following that apply to the filing of this appeal.

____
You were indicated for an allegation(s) of child abuse and/or neglect.

____
You were denied employment. If so, name of prospective Employer______________________________
____
You were denied a license by the Department for Children Youth and Families.

____
You were denied as a placement resource for a child(ren).  If so, name of child(ren):_________________
____
Other: _______________________________________________________________________________
CASE#_________________________________INVESTIGATION# _________________________________________
Please clearly state the issue(s) you wish to address at the hearing. Issues not raised on this Appeal Form cannot be addressed at the hearing.  Be specific as possible. Use the reverse side of this form if you require additional space.

____________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________

**Please attach a copy of the DCYF notice of child abuse and/or neglect or denial of employment, license or placement resource that you are appealing.
Name(s) and Date of Birth of Child(ren) Involved in this Appeal: _____________________________________________ __________________________________________________________________________________________________
Name of Child Protective Investigator AND Social Worker If known:  _________________________________________
I understand that I may represent myself or be represented by legal counsel. If legal counsel will be representing you, please have your Attorney send an entry of appearance to the Appeals Office.
I understand that if I want to view the investigative record, I must contact DCYF Legal at: 401-528-3559.
The Department, in accordance with Title VI of the Civil Rights Act of 1964, and other Federal and State regulations, does not discriminate on the basis of race, color, national origin, sex or handicap in admission or access to or treatment of employment of its programs or activities.  The Department’s Equal Opportunity Officer will attend all hearings where discrimination is an issue before the Hearing Officer.

Signature of Complainant: ____________________________________________________________________________
For hearing office assistance please call (401) 462-2132 or email at: OHHS.AppealsOffice@ohhs.ri.gov
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