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DOMESTIC VIOLENCE CENTER
APPLICATION FOR INITIAL CERTIFICATION

Form CF 613, October 2025
Authority: Section 39.903, F.S., Rule 65H-1.012, F.A.C.
Application submitted through:
Privilege and Certification System
https://prod.myflfamilies.com/privilege-and-certification-system 
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Domestic Violence Center Application for Initial Certification

Form CF 613

Date: ________________________________

Applicant General Information
The applicant is the designated representative for the organization and all contact from the Department will be through the designated representative.

Name:_______________________________________________________________________

Position/Title: ________________________________________________________________

Telephone Number: ___________________________________________________________ 

E-Mail Address: ______________________________________________________________

County: _____________________________________________________________________ 

Provider General Information

Type of Organization:
Corporation

______ 

LLC 


______

Partnership 

______ 

Sole Proprietorship 
______

City Government 
______ 

County Government 
______

Name of Organization: _________________________________________________________________

(as registered with Secretary of State)

Fictitious Name/DBA: __________________________________________________________________

(if applicable and as registered with Secretary of State)

Other Names (if applicable): _____________________________________________________________

Federal Employer ID #: ________________ City and/or Business License #: _____________________

Is a non-profit organization? Yes ____ No _____ 

Has the organization been granted tax-exempt status by the IRS? Yes ____ No _____ Pending _____ 

If yes, under what section of the federal code? 501(c) ________________

Parent Organization Information

To be completed if the domestic violence provider is a subsidiary of another company or agency. 

Name of Parent Organization: __________________________________________________

Contact: _______________________________________ Position/Title: ________________

Address:  ____________________________________________________________________
City: ___________________________
State: __________
Zip: _______________

Telephone Number: ___________________________ 

E-Mail Address: _____________________________________________________________

Provider Administrative Address

Administrative Office Physical Address:  ______________________________________________________________________________

City: ___________________________
State: ______________
Zip: _____________

Administrative Office Mailing Address: ______________________________________________________________________

(if different from physical address)

City: ___________________________
State: _____________
Zip: _____________

Provider Contact Information

Administrative Telephone #: _____________________________


Fax #: ________________________________________________

Hotline Telephone #: ___________________________________ 

E-Mail Address: _______________________________________

Website:_______________________________________________

Domestic Violence General Information

Date Incorporated or Legally Established: _________________ 

Date Services Began: _________________________ 

Months of operation as a domestic violence center: ________

Date Shelter Opened (24 hours a day, 7 days a week): __________________________ 

Months of operation as a 24/7 emergency shelter: _________ 

Number of Shelter Beds: ______________

Number of Outreach Locations: _________________ 

Number of Domestic Violence Shelters: _________________ 

Service Area (list all counties): _____________________________________________________

______________________________________________________________________________

Mission Statement as included in Articles of Incorporation: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Provider Sites

Type of Site (1):  Confidential Emergency Shelter ______   Outreach Location ______   Other  ______ 

Physical Address:______________________________________________________________

City: ___________________________County: _________________Zip: _________________
Telephone Number: ___________________________ 

Site Schedule:_________________________________________________________________

Type of Site (2):  Confidential Emergency Shelter  ______   Outreach Location ______   Other  ______ 

Physical Address: ______________________________________________________________

City: ___________________________County: _________________Zip: _________________

Telephone Number: ___________________________ 

Site Schedule:_________________________________________________________________

Type of Site (3):  Confidential Emergency Shelter  ______   Outreach Location ______   Other  ______ 

Physical Address: ______________________________________________________________

City: ___________________________County: _________________Zip: _________________

Telephone Number: ___________________________ 

Site Schedule:_________________________________________________________________

Type of Site (4):  Confidential Emergency Shelter  ______   Outreach Location ______   Other  ______ 

Physical Address: ______________________________________________________________

City: ___________________________County: _________________Zip: _________________

Telephone Number: ___________________________ 

Site Schedule:_________________________________________________________________

Type of Site (5):  Confidential Emergency Shelter ______   Outreach Location ______   Other  ______ 

Physical Address: ______________________________________________________________

City: ___________________________County: _________________Zip: _________________

Telephone Number: ___________________________ 

Site Schedule:_________________________________________________________________

Type of Site (6):  Confidential Emergency Shelter  ______   Outreach Location ______   Other  ______ 

Physical Address: ______________________________________________________________

City: ___________________________County: _________________Zip: _________________

Telephone Number: ___________________________ 

Site Schedule:_________________________________________________________________

Type of Site (7):  Confidential Emergency Shelter  ______   Outreach Location ______   Other  ______ 

Physical Address: ______________________________________________________________

City: ___________________________County: _________________Zip: _________________

Telephone Number: ___________________________ 

Site Schedule:_________________________________________________________________

Type of Site (8):  Confidential Emergency Shelter  ______   Outreach Location ______   Other  ______ 

Physical Address: ______________________________________________________________

City: ___________________________County: _________________Zip: _________________

Telephone Number: ___________________________ 

Site Schedule:_________________________________________________________________

Provider Staff
To be certified, a domestic violence center must have, at a minimum, the following paid staff positions. Required experience and credentials for each position can be found in 65H-1.013, Florida Administrative Code.

1. Full-time administrator responsible for the management of the domestic violence center who reports to the board of directors.

Name:____________________________________________________________________​​​​​​____

Position/Title: _________________________________________________________________

Telephone Number:   ___________________________________________________________ 

E-Mail Address:   ______________________________________________________________

Professional License Number, if applicable:   _______________________________________

2. Full-time advocate services manager responsible for managing all advocacy, counseling, and volunteer services.

Name:____________________________________________________________________​​​​​​____

Position/Title: _________________________________________________________________

Telephone Number:   ___________________________________________________________ 

E-Mail Address:   ______________________________________________________________

Professional License Number, if applicable:   _______________________________________

3. Full-time or part-time accounting manager responsible for ensuring the integrity of the center’s financial records and preparation of financial statements.

Name:____________________________________________________________________​​​​​​____

Position/Title: _________________________________________________________________

Telephone Number:   ___________________________________________________________ 

E-Mail Address:   ______________________________________________________________

Professional License Number, if applicable:   _______________________________________

4. Full-time employee designated as the emergency coordinator responsible for implementing the center’s emergency management plan and providing training to all employees and volunteers on their duties and responsibilities for implementing the plan.

Name:____________________________________________________________________​​​​​​____

Position/Title: _________________________________________________________________

Telephone Number:   ___________________________________________________________ 

E-Mail Address:   ______________________________________________________________

Professional License Number, if applicable:   _______________________________________

5. Full-time employee designated as the alternate emergency coordinator.

Name:____________________________________________________________________​​​​​​____

Position/Title: _________________________________________________________________

Telephone Number:   ___________________________________________________________ 

E-Mail Address:   ______________________________________________________________

Professional License Number, if applicable:   _______________________________________

Provider Governing Body
The board of directors shall be composed of at least three citizens who reside within the center’s service area, one of whom must be a qualified employee of a local, municipal, or county law enforcement agency whose jurisdiction includes some or all of the center’s service area.

Name:____________________________________________________________________​​​​​​____

Employer: ____________________________________________________________________

City of Residence:______________________________________________________________

Telephone Number:____________________________________________________________ 

E-Mail Address: _______________________________________________________________

Board Role:         _______________________________________________________________

Term of Board Membership:_____________________________________________________

Term of Current Board Role: ____________________________________________________

Name:____________________________________________________________________​​​​​​____

Employer: ____________________________________________________________________

City of Residence:______________________________________________________________

Telephone Number:____________________________________________________________ 

E-Mail Address: _______________________________________________________________

Board Role:         _______________________________________________________________

Term of Board Membership:_____________________________________________________

Term of Current Board Role: ____________________________________________________

Name:____________________________________________________________________​​​​​​____

Employer: ____________________________________________________________________

City of Residence:______________________________________________________________

Telephone Number:____________________________________________________________ 

E-Mail Address: _______________________________________________________________

Board Role:         _______________________________________________________________

Term of Board Membership:_____________________________________________________

Term of Current Board Role: ____________________________________________________

Name:____________________________________________________________________​​​​​​____

Employer: ____________________________________________________________________

City of Residence:______________________________________________________________

Telephone Number:____________________________________________________________ 

E-Mail Address: _______________________________________________________________

Board Role:         _______________________________________________________________

Term of Board Membership:_____________________________________________________

Term of Current Board Role: ____________________________________________________

Name:____________________________________________________________________​​​​​​____

Employer: ____________________________________________________________________

City of Residence:______________________________________________________________

Telephone Number:____________________________________________________________ 

E-Mail Address: _______________________________________________________________

Board Role:         _______________________________________________________________

Term of Board Membership:_____________________________________________________

Term of Current Board Role: ____________________________________________________

Name:____________________________________________________________________​​​​​​____

Employer: ____________________________________________________________________

City of Residence:______________________________________________________________

Telephone Number:____________________________________________________________ 

E-Mail Address: _______________________________________________________________

Board Role:         _______________________________________________________________

Term of Board Membership:_____________________________________________________

Term of Current Board Role: ____________________________________________________

We declare that ________________________________________________________________ meets all standards for state certification as required by Chapter 65H-1, Florida Administrative Code, and section 39.905, Florida Statutes. By submission of this application and upon approval by the Department of Children and Families, we agree to abide by all rules and statutes that apply to the operation of a certified domestic violence center. We understand that any omissions, misstatements, or misrepresentations are grounds for rejection of certification. We understand that certification is for one year and is non-transferable. We understand that knowingly making a false statement on this application constitutes a second-degree misdemeanor as provided in section 837.06, Florida Statutes. By signing this application, we are declaring that all the information given within this application is true and correct.

_____________________________________________

Print Applicant’s Name

_____________________________________________
___________________________

Signature of Applicant





Date
_____________________________________________

Print President’s Name, Board of Directors 
_____________________________________________  
__________________________

Signature of President, Board of Directors
  
Date
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Office of Domestic Violence

Authority: s. 39.903, F.S., Rule 65H-1.012, F.A.C.

 Department of Children & Families


