
 

                                                                                

 

Independent Choices Program (ICP) 

Provider / Representative 

All forms must be correctly and completely filled out, returned to the local APD office in 

person before you can be paid for working. A letter will be sent to you when your application 

has been processed. 

• ICP providers may begin working while their background check is being processed.  

• ICP Representatives may not begin their role as a Representative until their background 

check is approved.  

Below is a checklist to assist you in completing the required forms: 

 

 Background Check Request Information Sheet 

*If you have lived out of the State of Oregon for 60 days or more in the last five years, have 

crimes/arrests outside of Oregon, or have out-of-state ID, then you may be asked to submit 

fingerprints at a later date. We cannot use fingerprint results from other programs. 

 

 Provide current identification – Showing the type of ID, number, and expiration date. 

 

*You must bring your original ID into the office for verification.  

 

 ICP consumer-employer’s name: ____________________________ 



 



                                                                                   

Independent Choices Program (ICP) Background Check Information Request 

* Please make sure all information is easy to read. All fields must be completed. All 

information will be kept confidential and used to initiate the background check process for the 

Background Check Unit. You will receive an email with a link and an application number to 

complete the background check. You have 7 days after receiving the email to complete the 

background check authorization. The application will close after 7 days. 

*Please indicate which you are applying for:  ICP Provider    ICP Representative 

ICP consumer-employer’s name: _________________________________________________ 

Case Manager’s name: _________________________________________________________ 

Applicant’s name (First middle last): ______________________________________________ 

Applicant’s alias name used (if any): ______________________________________________ 

Gender:  Female  Male  Unknown/Not specified 

Applicant’s address: ___________________________________________________________ 

City: _____________________________  State: _____________  Zip: ___________________ 

Mailing address if different than above 

Applicant’s mailing address: _____________________________________________________ 

City: _____________________________  State: _____________  Zip: ___________________ 

Home phone: ____________________________  Cell phone: __________________________ 

Email: _______________________________________________________________________ 

(Email address is required. If you are unable to obtain an email account, we will contact you). 

Applicant’s date of birth: ______/______/______ 

Applicant’s Social Security Number: _______________________________________________ 

Do you allow the State to enter your Social Security number into ORCHARDS which is the 

State’s system of record keeping?  

 Yes      No 

 

Driver license OR ID card: (REQUIRED please circle one – see list above) 

State: _______________  Number: __________________  Expiration: ______/______/______ 


