
 Revised March 2024 

 Form Must be Complete & Legible, or it will be returned 
 This document is required to complete the Application for Treatment. 

 REFERRAL UNDER COLORADO REVISED STATUTE 
 C.R.S. 17-27.1-101 (7.5)(a)

 NOTIFICATION OF OUT-OF-STATE OFFENDER PLACEMENT REGISTRATION 

 Treatment Provider:_____________________________________________________________________ 

 Offender Name:________________________________________________________________________ 

 DOB:____/____/_______   Other State:__________  Crime:___________________  Case #:__________ 

 Note: By Law C.R.S.  17-27.1-101  
 All unsupervised and supervised persons that the Interstate Compact Administrator accepts for 
placement in private treatment programs, may be required to appear at a law enforcement agency for 
fingerprinting and photographing. 

 You are directed to report to the:__________________________________  Police Dept / Sheriff’s Office 

 Address:____________________________________________  Floor / Department Name:___________ 

 Date / Day / Time if applicable:___________________________________________________________ 

 Notice to Law Enforcement Personnel: 
 Please process and print this person using a RED card or scanning system that will generate a criminal 

 history record when sent to CBI. Do NOT send to identogo.com. 
 Please send fingerprints to CBI via Livescan or mail to Biometric Identication and Records Unit at 690 Kipling St., 

Suite 4000 Lakewood, CO 80215. Charge/NCIC code is 0090-Interstate Compact Registration
 Photographs may be sent to CBI or kept in law enforcements’ possession. 

 For questions call: The Interstate Compact Office with Adult Parole, 
 Colorado Department of Corrections, 

 P 303.763.2408 E  doc_interstatetreatment@state.co.us 
  

 LAW ENFORCEMENT PERSONNEL: 

 Please sign and date to acknowledge the above person has been fingerprinted and photographed, per 

 C.R.S. 17-27.1-101 (7.5)(a)

 Badge / ID #:__________________

 Officer or Staff Name (please print):_______________________________________________________

 Staff Signature:____________________________________________________  Date:_______________ 

 Form B 
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