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AUTHORIZATION FOR EMPLOYER 
 

 
_____________________________________ 
Name of Employer 
 
_____________________________________ 
Street Address 
 
_____________________________________ 
City, State, Zip 
 
               Date:_________________________________ 
 

          Name of employee: ________________________________ 
 
          SS#: _________________________________ 

 
 
 
This is your authority to give to the San Diego County Adoptions a statement of employment, 
including length of service and salary received.  This information is necessary in an assessment 
being made by the San Diego County Adoptions for the possible adoption of a minor child. 
 
Please use fax number (858) 694-5750 if responding by fax. 
 
Sincerely, 
 
 
 
 
___________________________________ 
Signature of employee 

NICK MACCHIONE, FACHE 
AGENCY DIRECTOR 

HEALTH AND HUMAN SERVICES AGENCY 

DEBRA ZANDERS-WILLIS 
 DIRECTOR 

CHILD WELFARE SERVICES 
 
 
 

 

 
County of San Diego CHILD WELFARE PROGRAMS 

858-694-5111 

POLICY AND PROGRAM SUPPORT 
858-514-6603 

POLINSKY CHILDREN’S CENTER 
858-514-4718 

 
ADOLESCENT SERVICES 

858-694-5751 
 
 

 
HEALTH AND HUMAN SERVICES AGENCY 

 
CHILD WELFARE SERVICES 

6950 LEVANT STREET, SAN DIEGO, CA 92111-6098 
(858) 694-5413 FAX (858) 694-5475 

 
 


	HEALTH AND HUMAN SERVICES AGENCY

	Name of Employer: 
	Street Address: 
	City State Zip: 
	Date: 
	Name of employee: 
	SS: 


