
ffi GeonGrA, DEpARTMENT

OF COMMUNITY HEALTH

ACKNOWLEDGEMENT OF APPLICANT'S NON.CRIMINAL JUSTICE
PRIVACY RIGHTS AND CONSENT TO BE INCLUDED

IN THE CAREGIVER PORTAL

SECTION I- PRIVACY RIGHTS . TO BE COMPLETED BY INDIVIDUAL BEING FINGERPRINTED:

APPLICANT TYPE: El Owner (Facitity)

tr Applicant for EmploymenUDirect Access Employee (Facitity)

tr Non-Employee (Facility Volunteer)

tr Contractor/Direct Access (Facility)

PRINT FULL NAME

Home Address

Last First Middle Date of Birth
(mm/dd/yyyy)

Email Address

Street City State Zip

Telephone No.

Name of Facility

Street --- State- ,tp

I hereby authorize the Georgia Department of Community Health (DCH), Office of lnspector General, to receive any criminal history record information pertaining to
me which may be in the files of any state or local criminal justice agency in Georgia, I understand a State and Federal fingerprint criminal background check will be

conducted. By signing below, I am indicating that I have read and understand the terms and conditions of the attached Non-Criminal Justice Applicant's privacy Rights
and Policy Act Statements.

Applicant Signature Date

SECTION II- CAREGIVER PORTAL . TO BE COMPLETED ONLY BY AN APPLICANT OR EMPLOYEE BEING
FINGERPRINTED AS PART OF FACILITY LICENSURE. DOES NOT INCLUDE OWNERS OR FAM!LY EMPLOYERS.

APPLICANT TYPE E Applicant for EmploymenuDirect Access Employee (Licensed Facility)
tr Non-Employee (Volunteer at Licensed Facitity)

tr Contractor/Direct Access Employee (Licensed Facility)

lndividuals should check one of the boxes below.

tr I agree to the results of my background check determination being available to family employers in the Georgia Caregiver portal,

tr | am seeking employment only by licensed healthcare employers. I do not want or agree to the results of my background check determination being availabte
to family employers.
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City

Applicant Signature Date


