UTAH DOH-HFLCRA SEPTEMBER 2007

CBS/MIS CONSENT AND RELEASE OF LIABILITY FOR HEALTH FACILITIES
INFORMATION AND INSTRUCTION

PURPOSE:

The purpose of the criminal background screening, as part of the Department of Health (DOH) Bureau of Health Facility
Licensing, Certification and Resident Assessment process, is to determine whether an individual has been convicted of any
crime as a juvenile or adult or has a substantiated finding of abuse or neglect of children or adults to aid in protecting the
health and safety of vulnerable disabled and elder adults.

FACILITY INSTRUCTIONS: Read and follow all instructions carefully.

1. Submit one form for each employee hired and defined by the Administrator as providing direct care to
residents/patient for your facility. (We are not authorized to screen employees not providing direct care.)

2. Ifthe applicant has not lived in Utah for the last five (5) years, fingerprints and a business check, bank
check or money order (no personal checks accepted) in the amount of $30.25 for each applicant and the
consent form must be received to enable processing of the FBI NCIC check.

3. Double check the forms for accuracy and be sure fingerprints and fees are included if required. Pay close
attention to signatures and date of birth on the application and also that identifying information is provided as
well as the required signatures on the fingerprint card.

4.  For questions call the Bureau at (801) 538-6158 or toll-free at 1-800-662-4157.

5. Mail the application page and fingerprints and fees (if required) to:

UTAH DEPARTMENT OF HEALTH HFLCRA
CRIMINAL BACKGROUND SCREENING
PO BOX 144103
SALT LAKE CITY UT 84114-4103

APPLICANT INSTRUCTIONS AND INFORMATION:

1. Complete all information requested and answer all questions to the best of your knowledge and provide the
necessary documentation if requested on the form. If any section is not applicable to you, please indicate by
NA.

2.  Required checks will be completed and if any of the checks reflect a criminal record with any conviction(s)
not meeting the Administrative Rule (R432-35) standards, you and your employer shall receive written
notification of your non-clearance.

3.  False information may exclude you from obtaining clearance for employment in “covered” health care
facilities.

4.  If you have questions pertaining to the criminal background screening process, please contact the Bureau at:
(801) 538-6158 or toll-free at 1-800-662-4157. Any other questions should be directed to your employer’s
Human Resource Manager.

DENIAL INFORMATION:

The Bureau of Health Facility Licensing, Certification and Resident Assessment shall initially deny clearance for applicants
with any felony or misdemeanor A convictions and specific misdemeanor convictions that fall under Utah Criminal Code as
offenses against the family, offenses against the person, pornography, prostitution or any type of sexual offense, i.e., simple
assault, domestic violence, lewdness, prostitution, child abuse, etc. We may also deny clearance on a pattern of convictions
regardless of type (in excess of four (4), and for failure to declare convictions by the applicant. If there is an error on an
applicant’s criminal record or if the applicant is eligible to have their record expunged, it is the applicant’s responsibility to
resolve the matter by contacting: The Utah Department of Public Safety, Bureau of Criminal Identification (Phone number
(801) 965-4445). When the matter is resolved, the applicant must provide legal documentation of the expungement,
dismissal, etc. to be considered again for clearance.

CONFIDENTIALITY:
The Bureau of Health Facility Licensing, Certification and Resident Assessment will keep the information acquired
confidential. No confidential details of the report will be released to the applicant or disclosed over the phone.




UTAH DOH-HFLCRA SEPTEMBER 2007

CBS/MIS CONSENT AND RELEASE OF LIABILITY FOR HEALTH CARE FACILITIES

¢ ¢ EMPLOYEE INFORMATION (TO BE COMPLETED BY THE APPLICANT) ¢ ¢
Print legibly in black ink or type — all requested information and questions must be provided

LAST NAME FIRST NAME MIDDLE NAME MAIDEN NAME & ALL PREVIOUS MARRIED NAMES/ALIAS

PLEASE CIRCLE

DATE OF BIRTH MALE FEMALE SOCIAL SECURITY NUMBER DRIVER’S LICENSE # AND STATE
(
CURRENT HOME ADDRESS CITY STATE ZIP CODE AREA CODE HOME PHONE
NUMBER

If you have not lived in Utah for the past five (5) years, list addresses you have lived at and for how long: (attach additional sheet if necessary)

ADDRESS CITY AND STATE FROM 10

Have you been in Utah continuously for the last five (5) years? If no, complete a fingerprint card, obtained from your employer, to submit for
processing of an FBI National Criminal Information Clearance YES NO

Have you ever been convicted of any felony or misdemeanor as a juvenile or an adult? YES NO
Include a written explanation of the offense(s)

Are you currently awaiting trial on any pending felony or misdemeanor charges? Attach explanation of the charges. YES NO
Have you ever been investigated for abuse or neglect of a child OR abuse or neglect of a disabled or vulnerable adult by the State of Utah? If
“yes”, explain on a separate sheet of paper. YES NO

| hereby authorize the Utah Department of Health to process this criminal history check pertinent to my application
according to Utah Code 26-21-9.5. The release of any and all information is authorized whether the same is of record or
not. | do hereby release all persons, firms, agencies, companies, groups, or institutions, whomsoever, from any
damages of, or resulting from, furnishing such information to the Department of Health. | SWEAR THE INFORMATION
PROVIDED IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.

APPLICANT SIGNATURE DATE
¢ ¢ ¢ ¢ ¢ EMPLOYER INFORMATION ¢ ¢ ¢ ¢ ¢
( )
TACILITY NAME AS LISTED ON LICENSE AREA CODE AND BUSINESS TELEPHONE NUMBER
MAILING ADDRESS CITY, STATE, ZIP CODE
NAME OF REPRESENTATIVE * AND TITLE SIGNATURE DATE

*The Representative may be the Administrator or point of contact (Administrative Assistant or Human Resource)

TYPE OF FACILITY: ASSISTED LIVING ESRD HOME HEALTH/PERSONAL CARE AGENCY HOSPICE
CIRCLE ALL THAT APPLY ICF/MR NURSING FACILITY SMALL HEALTH CARE TCU
POPULATION SERVED: ADULTS ONLY CHILDREN ONLY BOTH ADULTS AND CHILDREN

Be sure you have included a fingerprint card and fees of $30.25 for this employee if required.

4 ¢ ¢4 ¢FOR DEPARTMENT OF HEALTHUSE ONLY ¢¢¢ ¢+

DATE RECEIVED FBI SUBMITTED APS APPROVED CBS ADULT APPROVED

FEES PAID FBI COMPLETED CPS APPROVED CBS JUVENILE APPROVED




