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A Submit a completed Initial Application (CDPH 283 B)

A Complete the Live Scan fingerprint process in California by
visiting a Live Scan Agency that provides fingerprinting
services and submit the completed Request for Live Scan
Service (BCIA 8016) form to our Department




REQUIIREMENTS GONTINUIZD): -

\

AYou must submit an official, sealed transcript of training (students may
substitute the official transcript with a sealed school letter on official school
letterhead listing equivalent training in the Fundamentals of Nursing
course). The letter must include the completion date(s), units/hours
received, and grade obtained in the course. Copies of foreign transcripts

are accepted.** @

A **|f degree was received more than two (2) years ago, please submit
proof of work (paystub or W2) to show you have provided nursing or
nursing related services in a facility to residents for compensation under
the supervision of a licensed health professional within the last two (2)

years. @




INITIAL APPLICATION (CDPH 283 B)
—_—




tutn of Culifornin- Hasith and Humen Sereiom Agescy Califomia Department of Public Heaith (COPH)

5 3301, P.O. Box 397416
‘Ecramenio, CA 9SEIS-TA1E
PHONE: (315) 327-2845 FAX: [396) 552-8785 EMAL: cnaffoph.ca gov

CERTIFIED NURSE ASSISTANT (CNA)
AND/OR HOME HEALTH AIDE (HHA)

INITIAL APPLICATION
(See insfrucfions on the reverse)
THERE IS MO FEE TO PROCESS THIS APFLICATION. VOUR APPLICATION WILL NOT BE FROCESSED iF ALL APPLICABLE NS ARE NOT ANSWERED.
Last Name First Hame M Sex

AOGREss (NUMDEr and Sest or PO, Bax Mumber) Chty Shate Tp Code

“TOEE QT BEN | Cooid Secliy MOmber (5] | Uieers Loeee of S 10 momeer |

Heght Welght Har Coior Ey= Color

1) Have you been CONVICTED, at any time, of any crime, other than a minor traffic violaion? (You need not Yes No
disclose any marijuana-related offenses specified in the marjuana reform legislation and codified at the O O
Health and Safety Code, Sections 11381.5 and 113561.7)

- [fyes, list comviction: Court of conviction: Date:

2) Has any health-related Bcensing, cerfffication or disciplinary authority taken adverse action (revoked, annulled, Yes No

cancelled, suspended, eic.) against you? O O

- [l yes, indicate the type and number of icensecertificate;

TYPE OF REQUEST (See A or B on the reverse.)

[ Check here if you are enroliing in a CNA training program and complete the school portion below.
|:|Ch-echhereﬁyuuaeenrdhgmaHHﬂtamngptmnadmpﬁehhesﬂmdpﬂbmbdm

———————————————
mﬂwaﬂ“mmm!w.Mhmemm TElEpIII'IEMmiJEr

Walling AdGress (WUMb=T and Sreet or B0, BoX NUmDer] [ Shate | 2p Coge

Callfomia Trankg Program 1D Numbens) (Required) Beginning Daie of Training | End Date of Training
Hurse Assistant: Home Health Alds:

[ Check here if you have EQUIVALENT TRAINING. [See C on the reverse )
[ Check here if you are requesting RECIPROCITY FROM ANOTHER STATE. Stabe; (See D on the reverse.)

NAME AND ADDRESS CHANGES: Certificate holders shall notify COPH within sixty (60) days of any change of address. If you have had
a name change, submit legal verification of the change (marmiage certificate, divorce decree, or court documents). Failure to report a name
or address change may result in the delay or koss of your

Signature of Applicant Date
TO BE COMPLETED BY THE REGISTERED NURSE (RN} RESPONSIBLE FOR THE GENERAL Fﬂﬂ\l’Em E'Eﬂlﬂ

| certify, under penalty of pefury under the laws of the State of Califomia, that the foregoing is true and comect.

SUPERVISION OF THE TRAINING PROGRAM: | certity that this indhvidual has succassfully
compietad state and federal nurse assistant training requirements and Is elgiie o take the
Competancy Evaluation (this saction only applies 1o studants that have racently compiated a CHA
Training Program in Calfomia).

Printed Mame Title

Signature Date

CDOPH 283 B (0313) This fiorm |s avallable on our webshe ab  www Cdph c.o0y Page 1of2



[IINITRAY S
APPLICATION
DIP[H 283 B
SAMIPL

You must complete all
areas indicated in yellow

Swte of Caifomis- Hewth and bumen Semeces Agemcy Caifomis Deparfment of Fublic Health (COPH)

ES 3301, P.O. Box 597416

SAMPLE =

‘Eacramenio,
FHONE: (315] 327-2845 FAX: (316) 552-8785 EMAIL onaffoiph.ca gov

CERTIFIED NURSE ASSISTANT (CNA)
AND/OR HOME HEALTH AIDE (HHA)

INITIAL APPLICATION
(See instrucfions on the reverse)
THERE I8 MO FEE T'0 PROCESS THIE APFLICATION. FOUR APFLICATION WLL NOT BE FROCESSED IF ALL APPLICABLE NS ARE NOT ANSWERED.
LLast Hame [First Name (%] -

Atress [HUmber and Sireat or 0.0, Box Humbar) Tity

Shie Tp Cooe
WWWWF

Feight Welght Hair Coior Eye Coior

W you = ar imvalld S5, your anolcation will nof be procested
1) Hawe you been CONVICTED, at any time, of any crime, other than a minor traffic viclaion? (You need not Yes
dischose any manjuana-related offenses specified n the L, reformn begislation and codified at the ]

OF

Health and Safety Code, Sections 11361.5 and 11361.7).
- [Ifyes, list conviction: Court of conviction: Diate:

2) Has any health-related hcensing, cerfffication or disciplinary authority taken adverse action (revoked, annulled, Yes

cancelled, suspended, etc.) against you? O
- [ yes, indicate the type and number of lcenselcertificate:

og

TYPE OF REQUEST (See A or B on the reverse.)

[ Check here if you are enrolling in 3 CNA training program and complete the school portion below.
[ Check here if you are enrolling in a HHA training program and complete the school portion below.

e ————————————
Nams of School or Facilify Where you Received /' Wil Recalve the CNA or HHA Training Telephone Number

Wialling AdOress (NUmDer and Sheel or PO, Box Humder) ity Siale | &p Code

Callfomia Training Program 1D Numbes(s) (Required)
Nurse Assistant: Home Heaith Alde:

Beginning Daie of Training | End Date of Training

El Check here if you have EQUIVALENT TRAINING. (See C on the reverse.)

[] Check here if you are requesting RECIPROCITY FROM ANOTHER STATE. State: {See D on the reverse )

MNAME AND ADDRESS CHANGES: Cauﬁeahehddemsldlmhfyﬂ)FHﬂhmsm[ﬁﬂ]daysufmydwueufaddmﬁ If you have had
a name change, submit legal verification of the change {marmiage certficate, divorce decree, or court documents). Failure to report 3 name
of address change may result in the delay or koss of your

S —
T BE COMPLETED BY THE REGESTERED NURSE (RN} RESPONSIBLE FOR THE GEMERAL

| certify, under penalty of pegjury under the laws of the State of Califomia, that the foregoing is true and comect.

Tignare of Appicant e

SUPERVISION OF THE TRAINING PROGRAM: | certity that this Individual has successhully
completed state and federal nurse Assistant training requiements and Is elgiie to take the
Competency Evaluation (this section only applles ko studants that have recentty compisted 3 CHA
Training Program In Calfipmia).

Printed Name Title

Signature Date

CDPH 2838 (03M3) This fiorm |s avallable on our webske ab  www odoh o oo Page 1of 2



OBTAINING YOUR FINGEREP! I][N]T§
IN CALIFORNIIA




STATE OF CAUFCRNA CEPARTIENT OF JUSTICE
. BClanA
. lofg DAL ey, DO

REQUEST FOR LIVE SCAN SERVICE

[8] S (eer——r1 PO =T APEICET THRE

FOR L

Ty ol e e TrabasPenmil DE Woking Tle [Mmimun 3 st - Pasigred fy U0, axct B g )

Contrbuting Agaency Infarmation:

SCAN i ——

Tty ThE IO Tode Cortad Tokgpron: Fusebr

Hpplicant Information:

SERVICE - - ——

[AKA o Alas) T=T Buix
TEmeEm e Nae | Femde Tefvart Loaves R
D o
FEe Wemt  Ewecow | FErcoor hureber
D Mise. Tigane: Bling sk
VIR0 OT O (SLAE OF Coaniy]  So0d Socamy MonbEr urmber
TOSer dertficro Mareer
| oame:
Address  TFod Jdorcre er [0 Boan Ty Thie  Tcode
‘ i @ RM our Moo, Lewed of Se=rvice: D Dol : FEl
QA Numbar |Aguecy dertfyhy lunbed
If re-sukemn ssion, list ariginal AT] numzer: TG TG

(M st perwicle prand of rejectins)

You must complete all areas e et e ey 02
indicated in yellow. The ™ T
Live Scan Agency will ——
complete the bottom half et e o

Transmiting Aercy =0 T e O ColeTEl/EED

(see example on next page). i mmarwam | mmrrre——a——




REQUIESI

FOR L
SCA
ERV
MIP
BCIA 8016

MIPL

5 ATE OF CALIFGRNW,

DE2ARTMENT OF JUSTICE

LG 0 Eo1E
0 G &3 e, ANA)
SAMPLE FOR CERTIFICATION OF NURSE / STANTS OR HOME HEALTH AIDES
REQUEST FOR LIVE SCAN SERVICE
Applicant Submission
A122¢
ORI {Codu assignad by DO} B
7,,/: /.;‘:‘y .'\‘l."""‘!' ,‘\o. ) : 1011 ,':"‘..' ) Of i 1 alral> 'V ’,— alt f& 'Lﬂr_,;\
th: ol License! CéﬂlﬂcatIO‘VPennlt QR Working Title tusirum 9 caemees - © amsgned by DO, i wous e snayed)
Cc-nulbutmg !«genef lnformalian
C Heaalth ( 03214
A,gency Author e to Recave Clbnmal Racoed Irfarmiation Mil Coda {fve-digil codz n3zgned by DO.}
MS 3301, P.O. Bax 997416 Leave blank)
Sireel Address or P.0. Box Conbact Nare mandatory for all schoo! submisalons)
Sacramento CA 05500.741¢ (Lesve blank
City State  Zip Cuds Contac: Te(epham' Narmzer
Applicant Information;
Yourlast name Ycur lirsl nhame ( m "I“'u“ nitiar
Lasl Name Firsi Nama Middhe Initied Suffin
Other Nome  Jther lash namos k Other first names known as —t s
1AKA or Akas) Last (Check cne) First Narre Sulfx
Date of Biith ) Sec [ Male | Female California Driver's License Numbst
Date cf Birlh Oriver's L;censo Nurnbar
Height Weignt Lo Billing :
Teiyﬁ_ Weigh Evu Cow( Hal Color Numhrs |A9enw aullma humbe)
Place o Birth ot S NITOOY (ARG by CLIF Misc. You Wephone number
Plara af Rirth {State or Courtryl  Sccig! Secwrily Numbar Numier ((Jm;r idertitzation Nunbar) -
Home Youw raitniy address = M= i
Address Sreat Address or P.O. 3ox City Stam  Zip Code
Your Nurrber:  *Social Security Number (Re COPH) Level of Sarvice: E] DO. D =Bl
O0A Nortur Jagency Idarlifcsacn faombzr]

If re-submission, ist ATl number: o
(Must peavice proof of Rejectiar) Orizingl ATI Hurber
Employer {Additicnal response for agencies specified 5y statute):
(L ez Blenk)

Employar Name Wal Cade {fve<digt code asskned by DOJ)

Streed Adorass or P.O. Box

Cily Sate  ZipCod2a  TelepFona Number (oplional)

Lve Scan Transaction Complated By

Name of Cperator Dats

T-ansmitiirg Ageacy LsID All NumEer

Amount Zolecled B ad

BT Foes (70 SaILE

IXENAL L Soan \&N‘Ef
NOTE TO APPLICANT: ‘Tlease ut your Sucisl Ser
b Nzl m D » COPH accurstely ond timely, Failliee b

°="’W 1(.0’ Y. Appia-nl

THRICO2Y jtreadked) - Fmquasing fgency
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PROOCIF OF WORK




Ly 7 AN I o e o A
CONTACT INFORMAITICON

Mailing Address:
California Department of Public Health
Aide and Technician Certification Section
MS 3301
P.O. BOX 997416
Sacramento, CA 95899-7416

Telephone Number: Fax Number:
(916) 327-2445 (916) 552-8785

Website: www.cdph.ca.gov
Email: cna@cdph.ca.gov



http://www.cdph.ca.gov/

e e A N e L g P
CDPR WEBSITE INFORMATION

. — :
@| Helpful Links | @

Here is a link to the Initial Application (CDPH 283B): l
http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/cdph283b.pdf

Here is a link to the Request for Live Scan Service (BCIA 8016):
http://ag.ca.qov/fingerprints/forms/BCIA 8016.pdf

Here is a link to the Request for Live Scan Service Sample
(BCIA 8016 Sample):
http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/bcia8016sam

ple.pdf



http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/cdph283b.pdf
http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/cdph283b.pdf
http://ag.ca.gov/fingerprints/forms/BCIA_8016.pdf
http://ag.ca.gov/fingerprints/forms/BCIA_8016.pdf
http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/bcia8016sample.pdf
http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/bcia8016sample.pdf
http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/bcia8016sample.pdf

