Georgia Department of Early Care and Learning 4} 2pp'cable 'YELLOW

must be completed by
FINGERPRINT RECORDS CHECK APPLICATION APPLICANT

TO BE COMPLETED BY APPLICANT:
(Please read instructions on the following pages before completing this application.)

1. APPLICANT/EMPLOYEE TYPE: 2. PROGRAM TYPE:

Select--> Select-->

Date of Hire:

3. PRINT FULL NAME:

LAST FIRST MIDDLE MAIDEN /ALIAS DATE OF BIRTH
Select--> Select-->
GENDER RACE SOCIAL SECURITY NUMBER **xCITY/STATE/COUNTRY OF BIRTH
1 n
Select--> Select--> ( )

HEIGHT WEIGHT EYE COLOR HAIR COLOR HOME TELEPHONE NUMBER

( )
CELL PHONE NUMBER PERSONAL E-MAIL ADDRESS
HOME ADDRESS: STREET CITY STATE VA1 d
MAILING ADDRESS: STREET/P.O. BOX CITY STATE VAld
4. In the past five years, have you resided in a state other than Georgia, a US territory or tribal land? NO YES

IF YES, LIST ALL:

5. I hereby authorize Brt,gIﬂ!t f-tl'-om t]t-e StasJ Q;Je-oErg% epsa.r!-tn%% )-Ea a'tge fl?hle'}brlfing (DECAL) to receive any criminal history record information pertaining
to me which may be on file with any criminal justice agency in the Umted States, its territories or tribal lands. I authorize DECAL to conduct a search of the National
Sex Offender Registry, the child abuse/neglect registry of Georgia and of any state in which I have resided within the past five years. I further authorize DECAL to
release a fitness determination to the program identified below. I understand that this authorization is valid for up to and including 180 days from the date of signature
for the criminal history release and that Georgia law authorizes DECAL to require additional records checks when the department has reason to believe that I have a
record that renders me ineligible to have contact with children in the center or during the course of an investigation.

APPLICANT'S SIGNATURE DATE
- _________________________________________________________________________________________|
6. TO BE COMPLETED BY DIRECTOR, PROVIDER OR PROGRAM ADMINISTRATOR:

NAME OF PROGRAM PROVIDER NUMBER
PROGRAM STREET ADDRESS CITY, STATE, 7IP
PROGRAM MAILING ADDRESS CITY, STATE, 7IP

7. My signature indicates that I am the Director, Provider or Program Administrator and that I have verified the
above information on the applicant.

DATE PROGRAM TELEPHONE NUMBER
NAME (PRINTED)
EMAIL TO:
Linwood Stewart <linwood.stewart@decal.ga.gov>
CRC Group <crcgroup@decal.ga.gov>
Revised 09/19/2016

Revised 10/01/2023
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National Child Protection Act/Volunteers for Children Act
Waiver and Consent Form

The fingerprint-based criminal history record checks performed under the National Child Protection Act (NCPA), as amended
by the Volunteers for Children Act (VCA), will determine if you, as a care provider (current or prospective employee,
volunteer, contractor/vendor, or owner/operator), have been convicted of crimes that bear upon your fitness to be
responsible for the safety and well-being of children, the elderly or individuals with disabilities (persons with a mental or
physical impairment who require assistance to perform one or more daily living tasks).

Pursuant to the NCPA/VCA, this form must be completed and signed by every current or prospective provider for whom
criminal history records are requested by a Qualified Entity or Authorized Agency for applicants who provide care, treatment,
education, training, instruction, supervision, recreation, care placement services, or license/certify others who provide care to
vulnerable populations (children, the elderly, or individuals with disabilities).

Please provide the following information:

Qualified Entity

Authorized Agency

Position Applied For

| am a current or prospective (check one): _ Employee __ Volunteer __ Contractor/Vendor __ Owner/Operator

| have been convicted of a crime. ___ No Yes
If yes, please provide a description of the crime and the particulars of the conviction on the back of this waiver.

| hereby authorize the submitting of my fingerprints through an authorized agency to the Georgia Bureau of Investigation (GBI)

and Federal Bureau of Investigation (FBI) for the purpose of accessing and reviewing state and national criminal history records

that may pertain to me. | further understand the following:

= My fingerprints will be used to check the criminal history records of the GBI and the FBI;

= | can receive a state criminal history record from the GBI and a national criminal history record from the FBI pursuant to
Title 28, Code of Federal Regulations, §16.30-16.34;

= | am entitled to challenge the accuracy and completeness of any information contained in such records;

» The Qualified Entity/Authorized Agency may choose to deny me unsupervised access to persons to whom they provide care
until the criminal history record check is completed; and

= | may obtain a prompt determination as to the validity of my challenge before a final decision is made.

By signing this waiver, | authorize the dissemination of any state or national criminal history record that may pertain to me, to
the requesting authorized agency. | have read and understood the foregoing and the information provided is true and
accurate to the best of my knowledge and belief.

*Printed Name: *Date of Birth
* Address
*Signature * Date

*As it appears on a valid identification document issued by a governmental agency.

NOTE: A copy of this document must be retained by the Authorized Agency for at least two years from fingerprint
submission date.

Updated 10-2019
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