
Columbiana County Board of Developmental Disabilities
Provider Request for Background Check via Electronic Fingerprinting

	BCI $22
	FBI $25.25
	[bookmark: _GoBack] BCI and FBI $47.25



Provider Information (please print)
Provider Name_________________________________________________________________________
Provider Address (results mailed here) _____________________________________________________
City/State/Zip__________________________________________________________________________
Provider Phone Number_________________________________________________________________
Applicant Information (please print)			Type of Photo ID and ID#__________________
Name________________________________________		State/Province____________________
Date of Birth______________SSN_________________		Zip/Postal Code___________________
Address______________________________________		Phone #__________________________
City_________________________________________		
I certify that the personal identifiers provided on this form are accurate.  I voluntarily and knowingly authorize the Ohio Bureau of Investigation and/or the Federal Bureau of Investigation to conduct a criminal records check for the information relating to me.  Also, I voluntarily and knowingly authorize BCI to disseminate criminal conviction and juvenile delinquency adjudication records to ___________________________________________________________________________________.
(NAME OF PROVIDER)

I voluntarily and knowingly release and discharge the Ohio Attorney General’s Office, BCI, the FBI and their employees from all claims and liability related to this authorized criminal record review and dissemination.
I acknowledge that I am not an employee of Columbiana County Board of Developmental Disabilities and that completion of this form and background checks cannot be construed as employment with CCBDD.  All information on this form is accurate.  Any mistakes or errors on this form are the responsibility of the provider.
Provider Information						Applicant Information
______________________________________			________________________________
Provider Name (please print)					Name (please print)

_________________________________			________________________________
Signature							Signature

_________________________________			________________________________
Date								Date

