
DD-403 (3-96)                                                                     AFFINITY FAMILY CARE, LLC. 
You’re Never Alone with Affinity 

 

  REFERENCE REQUEST 
                                                  Please attach additional pages as necessary 
This reference request should be provided to a person who has personal knowledge about your employment history, education or 
character.  References CANNOT be from family members.  Please fill in your name below and give to your reference.  You can mail in 
or fax your completed reference request, or you can bring it with you to your scheduled training day.  
AFFINITY FAMILY CARE  *  1423 S. Higley Road  Suite #115 * Mesa, Arizona 85206 * Telephone 480-558-3600   

Applicants Name (Last, First, M.I.) 
 

                                                                     PERSON PROVIDING REFERENCE  
Please complete the questions listed below keeping in mind that Home and Community Based Services (HCBS) may be performed 
unsupervised in the home of the person with developmental disabilities or in the residence/facility of the applicant.  Your time and effort 
in completing this form is appreciated and strict confidence in regard to your responses will be observed within the provisions of the law. 

Print Person’s Name Providing Reference (Last, First, M.I.) 
 

Address (No., Street, City, State, Zip) 
 

Daytime  Phone  No.                                                                                   Evening  Phone  No. 
(      )                                                                                                            (      ) 
 

State the length of time you have known the applicant 
Years:                                                 Months: 
 

Type of Acquaintance (Check all that apply) 
 Supervised applicant      Worked with applicant      Friend      Neighbor      Other: 

Indicate your feelings on how you believe the applicant will relate to individuals with developmental disabilities.  Describe your 
knowledge of any characteristics and/or special training/education that the applicant may have for working with these individuals. 
 
 
 
 
 
 
 

Indicate if you have ANY  reason to believe that the applicant would not be well suited to provide services to individuals with 
developmental disabilities. 
 
 
 
 
 
 
 

If the applicant was a former employee, would you rehire this person? 
  YES      NO      N/A      If  No, why not? 

 
 
 

Additional comments which will help in evaluating this applicant 
 
 
 
 

Person’s signature providing reference 
                                                                                                                                                                        DATE: 

                                                                              FOR OFFICIAL USE ONLY  

Interviewed by phone 
  YES      NO                                                                                                                                              DATE: 

Interviewers Name                                                                           Interviewers Signature 

AFFINITY FAMILY CARE * 1423 S. Higley Road  Suite #115 * Mesa, Arizona 85206 * 480-558-3600 * Fax- 480-558-1806 
 


