State of lllinois
Wingis Depariment of Public Health

Health Care Worker Background Check

Authorization and Disclosure for Criminal History Records Information (CHRI) Check

hereby authorize the Rinols Department of Pubhic Health (the Department), the Department s dusigree. equcation s enntes Nt fnn mtior | health care workers,
staffing agencies, my current or potential employer,o 1 & health care faciimy where 1 want o voluntesr 1o initaerrequest 2 CHRI chec: on me. FHurther authorze the
Dinois State Police (1SP5 andfor the Federal Bureau of Investigation (FBI to release mformation and photographs relative 1 the existence of nonexisience of any
ertminal record, w hich it might have concerning me, 10 any milalor/requesior sofely o determine my suitabibity for training or testing in a health care wainmng program,
employiment,t ontinued employment, or to work as 2 voiumeer, | further authorize any enlity that maintains criminal records and pholographs relating to me.t ncluding
but not Bmited to & focal unit of government in any State,t o release those records and photographs to the ISP.F BL, ot the Department. Jautherize the Depanment o
provide any health care facilityt raming program or staffing agency.i ¢ which T have pravided this awthorization and disclosure form, & copy of my ISP CHEland a
determination of eligibility of the FBICHRI | certify that the ISP.F Bla My entity that mainw@ins criminal records and photograph, the Depanment, and any of their
employees or officers who furnish this information shall be held harmless from all liability, w hich may be incurred as & result of releasing such imformation. | further
acknowledge that a educational entity ot a health care emptoyer shall not be lizble for the Tailure 1o hire or retain me as an applicant. sident.e mplovee, or volunteer i}
have been convicted of commitiing or attempting to commit one or more of the affenses stated in the Health Care Worker Background Check Act (225 1LCS 46025)

i understand that any false statements or deliberate omissions on this document tay be grounds for disqualification from empiovment TNINEG T volamieermg
discovered afler emplovinent.tramimg, or volunteering begins, and can result in disciphine up o and including my lermination of employment b eing a volunlesr.ora
sludent.

undersiand tha the information requested below regarding gender, race h eighte ye color. hair colorw eight p lsce of birth and date of birth is for the sole purpose of
identification and the accurate gathering of the erimmal history recerd information. and that it will not be used 1o discriminate agatnst me in viokation of the law. |
understand that the proviston of my Social Security number is required by faw. A facsimiie or photographic copy of this authonization will be as valid as the oniginal,

First Name Full Middle Name Last Name
Mailing Address City: Siate: Zip Code
Other Names Used Telephone - -

States Where You Have Lived?

{3 Male [J Female  Raec Heigln Weight Date of Birth 3 Secial Security Number
(Enter & ferer from below)
Hair Color _ Eye Color Place of Bith
Raee Chinese. Japanese F Hipino, Korean. Poiynesian, Indian,! ndonesian, Asian Indian, Samoan, or any other Pacific Islander,
B Black or African American (Not Hispanic or Latino}
Hispanie or Latine {Mexican. Puerto Rican, Cuban, Central or South Awmerican,or ather Spanish eulture or orign)
1 American Indian E skimo, or Alaskan native,o 1 & person having osiging in any of the 48 comipuous states of the United States or Alaska who maintains
culturai identification through tribal affiliation or community recognition.
U Of undererminable race. Of Untold mixture.
W Caucasian {notH ispunic or Latino)

Have you ever had an administrative finding of Abuse,N eglect or Theft? [] Yes LJNo  If“Yes,” give full details and stz Continue an back if more space 1§
needed.

Have you ever been convicied of a criminal offense other than a minor traffic vielation {do not include convictions that have been expunged.s ealed or adjudicated
definguent)? [[] Yes [ No H“Yes,” give full details of cach offense and the stte in which convicted, Continue o back if more space is needed.

hat the above is true and correct and give myy consent for my name to appear on Depanment’s Health Care Worker Registey with the results of my crimimnal
hisory records check.

{Signarare (Date)
As the parent or guardian of the above named individual w ho is younger than the age of 17, I give my consent for this named individual to have a criminal hisiory
records check,

(Swpneture of Parent or Guerdian when applicabic {Iaate)

Health Care Warker Registry, 525 W.J efferson St., Springfield,] L 62761 Phone: 217-785-5133

*#% ALL FIELDS MUST BE COMPLETED OR APPLICATION WILL NOT BE PROCESSED =



