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COUNTY OF LOS ANGELES

DEPARTMENT OF CHILDREN AND FAMILY SERVICES

CHILDREN SERVICES ADMINISTRATOR III – EXAM NO. T9088B

	SUPPLEMENTAL QUESTIONNAIRE FORM


	
	
	
	
	
	
	
	
	
	
	

	Last Name
	First
	MI
	
	Social Security No.
	
	Date


INSTRUCTIONS: 
This Supplemental Questionnaire Form is a required part of the application process for the above-mentioned examination. 
Type your name and Social Security Number on each page of this form where indicated.  Answer each question in detail and thoroughly. If you leave a question blank, the evaluator will assume that you have no experience in that area.  Resumes or referrals to a resume or the official County application in lieu of a response on the supplemental application form will be considered a non-response. The information you provide will be utilized with the employment application to evaluate your experience in the examination and will assist in identifying the most qualified candidates. 
In order to be considered, this form and all application materials must be returned to the Department of Children and Family Services by the last day of filing as stated in the official job bulletin.  Failure to do so will result in rejection of your application.
This examination is subject to closure at any time without prior notice. 
	CANDIDATE CERTIFICATION


I hereby attest that all information provided in this supplemental application form is true and complete to the best of my knowledge.  I acknowledge that employers may be contacted to verify information provided in this application.  I understand that any falsification or omission of material 
facts is in violation of Civil Service Rules and may subject me to action up to and including dismissal during any period of employment.
	Print Name (Last Name, First Name)
	
	

	
	
	

	
	
	

	Signature
	
	Date


	
	
	
	
	
	
	
	
	
	
	

	First
	First
	MI
	
	Social Security No.
	
	Date


I.  
MINIMUM REQUIREMENTS:  Carefully read Minimum Requirements listed below, and provide the length of employment history to show you meet the requirement information:
	
	One year’s experience at the level of Children Services Administrator II, directing the administration of a Children’s Services adoptions, foster care, protective services, residential care unit or special program, or provision of professional support services for these units in such areas as program policy development, training, contracts, or quality assurance.


	Dates of experience (MM/DD/YY): 
	
	    to
	

	
	

	Payroll Title: 
	

	

	Organization/ County Department: 
	

	

	Supervisor’s Contact number/email address: 
	

	
	


II. Education:  Please check the appropriate box to indicate the highest level of education obtained from an accredited* college or university..  You must attach a copy of your diploma or copy of official transcripts to your application at the time of filing to receive credit. 

 FORMCHECKBOX 

Bachelor’s Degree 
	College/University attended: 

	


	Major in: 


	



 FORMCHECKBOX 

Master’s Degree or 
	College/University attended: 

	


	Major in: 


	


	
	
	
	
	
	
	
	
	
	
	

	Last Name
	First
	MI
	
	Social Security No.
	
	Date


*Accreditation: Accredited institutions are those listed in the publications of regional, national or international accrediting agencies which are accepted by the Department of Human Resources.  Publications such as American Universities and Colleges and International Handbook of Universities are acceptable references.  Also acceptable, if appropriate, are degrees that have been evaluated and deemed to be equivalent to degrees from United States accredited institutions by an academic credential evaluation agency recognized by The National Association of Credential Evaluation Services or the Association of International Credential Evaluators, Inc. (AICE)
III. EXPERIENCE:
1. Describe your experience in the development and implementation of your organization goals, objectives and action plans relating to the delivery of your organization programs.  Also include the breadth of knowledge and experience, and define your specific level of responsibility in completing this project.

	DATES OF EXPERIECNE:

         (MM/DD/YY)
	FROM
	
	TO
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


ALL INFORMATION PROVIDED IS SUBJECT TO VERIFICATION
CONTINUE TO NEXT PAGE ►
	
	
	
	
	
	
	
	
	
	
	

	Last Name
	First
	MI
	
	Social Security No.
	
	Date


2. Describe your knowledge and experience directing in the development and evaluation in the strategies and techniques that provided strategic directions and continual performance improvement in meeting your organization goals and needs. Also, describe how you achieved and met these goals as well as when and where you gained this competency.
	DATES OF EXPERIECNE:

         (MM/DD/YY)
	FROM
	
	TO
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


ALL INFORMATION PROVIDED IS SUBJECT TO VERIFICATION
CONTINUE TO NEXT PAGE ►
	
	
	
	
	
	
	
	
	
	
	

	Last Name
	First
	MI
	
	Social Security No.
	
	Date


3. Describe your experience where you had to independently exercise and achieve critical thinking and problem solving skills – the ability to identify, develop, and initiate innovation and solutions where precedents and procedures may not exist, and analyze decisions and actions for management support of strategic direction, as well as when and where you gained this competency.

	DATES OF EXPERIECNE:

         (MM/DD/YY)
	FROM
	
	TO
	 

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


ALL INFORMATION PROVIDED IS SUBJECT TO VERIFICATION
CONTINUE TO NEXT PAGE ►
	
	
	
	
	
	
	
	
	
	
	

	Last Name
	First
	MI
	
	Social Security No.
	
	Date


4. Describe your experience directing, collaborating and participating in cross-functional groups to define solutions, resolve conflicts and problems across projects and programs, and the ability to effectively communicate orally and in writing complex ideas, and conveying information (i.e., interpretation of federal and state regulations, policies and procedures).  
	DATES OF EXPERIECNE:

(MM/DD/YY)
	FROM
	
	TO
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


ALL INFORMATION PROVIDED IS SUBJECT TO VERIFICATION
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