California Department of J

Public Health ¢cbrii

Transterring Your
Out-of-State CNA

Certiticate to California
(Reciprocity)



http://www.cdph.ca.gov/Pages/Default.aspx

* 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 @%
©

* Submit a copy of your active Out-of-State Certified
Nurse Assistant (CNA) certificate** @




***If Initial certification 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 Ilcensed health professional
within the last two (2) years /£«

* Submit a completed Verification of Current Nurse
Assistant Certification Form (CDPH 931), which is to be
completed by the applicant and submltted to our office




INIFTALAPPLICATIONY(CDPH' 283%8)

You must complete an Initial Application (CDPH
283 B), indicating that you are trying to seek
Reciprocity in California. California’s Initial
Application (CDPH 283 B) is used for various
processes; therefore, it is important to follow
the sample on how to correctly complete the
Initial Application (CDPH 283 B) for Reciprocity.

(There is no fee to process your application)



——
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iute of Calformis- Hewth and Humen Sereom Agercy Calfomia Ceparfment of Fublic Heaith (COPH)
Licensing and Certfication Frogram LG

Mde ard Technician Ceriificaion Section (ATCE)

MES 3301, P.O. Box 397416

Emcramemin, A SEBIS-TL1E
PHOME: (915] 327-2445 FAX: [596) 5528785 EMAIL: cnaffodphoca pov

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

INITIAL APPLICATION
[See insfructions on the reverse)
THERE IS MO FEE TO PROCESS THIS APPLICATION. YOUR APPLICATION WILL NOT BE PROCESSED IF ALL APPLICABLE QUESTIONS ARE NOT ANSWEREL

Last Name First Name (1] =

Omae [Femaie

AGESs (MUMDer and Soeet o P.O. Box Mumber) Tty Hate Zp Code

TiSiE of B "ROCIal SECUNty HOmbeT [SaM] E oF UMEET 2 Mim

Humber:
_ - - Siate

Heght Welght Hair Color Eye Color

¥ you wme an valld S5, your anniication wil nod be procesoed.

1) Have you been CONVICTED, at any time, of any crime, other than a minor trafic vielaon? (You need not Yes Mo
disclose any marijuana-related offenses specified in the marjuana reform legislation and codified at the O O
Health and Safety Code, Sections 11301.5 and 113681.7)

- [fyes, list conviction: Court of conviction: Diate:

2} Has any health-related icensing, cerfification or disciplinary authority taken adverse action (revoked, annulled, Yes Mo
cancelled, suspended, etc.) against you? O O
- [Fyes, indicate the type and number of icensa'certificate:

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

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

Name of SEhock o Faciiy WHERE you Recehved | Wil FEcatve Me GhA of HHA Training TElEphonE MUMDEr
Malling Address (MUMb2r and Sirest or P.0. Box HUTDer) Chy SHate Tp Code
Cailfomia Traning Program 10 NUmberns) [Requred) Beginning Daie of Trairing | End Diate of Training
HWEE ASEISENE Home Haalth Alde:
[ 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: Ceriificate holders shall notify COPH wathin sixty (60) days of any change of address. If you hawe had
aname change, submit legal verffication of the change (marmiage ceriificate. divorce decree, or court documents). Failure to report a name
or address change may result in the delay or loss of youwr certification.

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

Tignature of Applcant Oate
TC BE COMPLETED BY THE REGISTERED NURSE (RN) RESPONSIBLE FOR THE GEMERAL TON VERDOR USE ORLY
SUPERVISION OF THE TRAINING FROGRAM: | certity that this Indhvidual has successtully

cOmgiEtan state and feeral NITSE 3555t RNINg repUIEMEnts and |5 ShgENE 10 tEkE the
Competency Evaluation (this saction only applies 10 stutients that have recently completed a CHA
Trairing Program In Calfornia).

Printed Mame Title
Signature Diate
CDPH 283 B M3M13) This o | avallable on our webshe st www, ool co oo Pag= 10f2




INITTAL

(CDPH
SAIVIPLE

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

SAMPLE Aude and Technidan Cerfficaiion Section (ATCE)
5 3301, P.O. Box 397416

Ecramenio, CA SSEIS-TA1S
PHOME: (916) 327-2445 FAX: [996) S52-8785 EMAIL Cnafoophucs gov

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

INITIAL APPLICATION
[See insfruclions on the reverse)
THERE IS NO FEE T PROCESS THIS APFLICATION. YOUR APPLICATION WILL NOT BE PROCESSED IF ALL APPLACABLE QUESTIONS ARE NOT ANSWERED.

Last Name First Name Ml Sex

Omaie [JFemale

Amdress (HUmber and Streat or PO Bax Rumbear) City Siate Tp Code

TSiE of S TEOCE SecuTy MumDer [SaH) 3 or [ L

Humber:
B = - State:

Fieight Welght Hiair Coior Eye Color

¥ yow wme ary bmvalld SN, youwr appilication wilf not be processed.

1) Hawe 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 Od
Health and Safety Code, Sections 11361.5 and 11361.7).

- [yes, 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, et ) against you? O O
- [l yes, indicate the type and number of icense/centificate;

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

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

Name of Sehock o Facliity WNEre you Received | Vil Ecahe e GNA of HFA Training Telaphone Humoer
Malling Address (NUMber and Seet or P.0. DOX HUmioes) Chy Sate Zp Code
Calfomia Traning Frogram 1D Numbens) [Required) Beginning Daie of Tralning | £nd Date of Training
Nurse Asslstant: Home Heaith Alde:
[] 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 verfication of the change (mamage cerfificate. divorce decree, or court docaments). Failure to report a name
or address change may result in the delay or loss of your certification.

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

Signature of Applicant Diate

S ———————
TO BE COMPLETED BY THE REGESTERED NURSE (RN} RESPOMNSIELE FOR THE GEMERAL TOR VENDOR USE ONLY
successfully

SUPERVIZION OF THE TRAINING PROGRAM: | cartity that this indvidual has
compietad stats and federal nurse assistant training requirements and Is eigile totake the
Competancy Evaluation (his 5action only appiies 1 stukants that have racently complated 3 CHA
Training Program in Calformia).

Printed Name Tile

Signature Date

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




S OBTAINING YOUR
FEINGERPRINTS IN CALIFORNIA

You must obtain a criminal record clearance in
order to receive a CNA certificate. You must

complete the Live Scan fingerprint process in
California by visiting a Live Scan Agency (Police
Department, Sheriff Department, Fed Ex, USPS,

We Print, Etc.).
s




fzzz

REQUEST FOR
LIVE SCAN
SERVICE
(BCIA 8016)
FORIMI

You must complete all areas
indicated in yellow. The Live
Scan Agency will complete
the bottom half (see
example on next page).

'|AJ'E OF CALIPORNA

CEPARTRERT OF LETICE

REQUEST FOR LIVE SCAN SERVICE

ORI {oca mugred by £

PO 0 PRI Tyee

R TTET BT P T e T YT 1 (S T p——

i grma by (LM, Lot xact Wi mmagnad |

Contributing Agancy Infarmation:

‘Fgency AufForze] & Recalve Triminal Reeord Inormagen Wall Trde [Tve-dRit cote asdgred by DO
e Rdiese o PO S e ¥ oy
Ty TEE T Tode Conad Teicprone R

Applicant Information

= Hare Tirs Hame Wik ni=a T
Cther Hane —_
AKA o Alas) T LT Sulx
TmoEm = Mae Female Tfvart Doaes FISTER
Elling
b= WEGT Eye Coior FEir Coor mDE
Elinghurbe)
Mise.
FISCE OF BTN [Steie OF SOdniry) = Tcatly Bunber . hurber
TFer Gericrio Hareer)
liome
Addrezs TEod Adoroi o WL Bol Ty Thie  Atode
“owr Humser. Levelof Gervice: [ DOJ T FBI
08 humtar |4 guy derifyhg lunbal)
If re-submission, kst ariginal AT numzer: TR AR
(M5t pariicls pranf of rejectinn)
Emzloyer [Adcitional response for agencias specified by ststute
Emplaver Mams Mall Cacle {fivie digR ence assgred by DOJ)
Threed hddress or 0. Dok
THy B TOTHAR Taisphons. Murber (aploral)
Live Scan Transaction Completed By
Namre of Operaonr Cate
Transmiting Aercy =D AT HuTEEr Aot ColededEled

CRIGINAL - Live 3can Operator

EECCMDCOPY - Applicant

THIFD COPY [If needed) -Reguesteg Agency
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= 3 w
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REQUEST
FOR LIVE
SCAN
SERVICE
SAMPLE

(BCIA 8016

SAMPLE)

5 ATE OF CALIRORNW,
LS neote
100G &1 e, ANA)

DE2ARTMENT OF JUSTICE

REQUEST FOR LIVE SCAN SERVICE

Applicant Submission

OR| {Coda aszigned by DOJ)

Authanzed Applicent Type

T~wc ol License/Centication/Permit QR Working Tithe (usirum 30 cnsetie - © assgned by DO, uo wts s meyol!

Contributing &gency Information:

Agency Author zed to Reos ve Criminal Recoed Irfarmation

Sireel Address or P.O. Box

Mzl Coda (dve-digil cos: n3sgned Ey DO}

E‘cntaét Nane :n;:;fgala‘,' for all school submysslons)

City Stats

Contact Telephone Namoer

El—p Cuide
Applicant Information;
Last Namp First Nama Middlz [itied Suffix
Olher Nome fic —
1AKA or 6135} Last g Firsl harra Sullx
i Sec [ Mae | Female ‘
Date of Birth Oriver's License Numbar
el o — Billing ot Appiic:
_—himi Waight Eve Color Hal Cokor Numhrs IAgency Billing humber)
&L : Mise. 06
Plara af Birth {State or Courtryl  Scoigl Secwrily Numbar Mumer (Othar identinzabon Nunber) -
Hore : e — — S
Address Sreal Addiess or P.O. 3ox City Stalm  Zip Code

Your Nurrber:  ° G
O0A Norkur igency Idartilfcsen ?u.mb:n

If re-aubmission, st ATl namber:
(Must penvice praof of Rejectar)

[#] Do [ =8l

Level of Sarvice:

Orizinsl AT Hurber

Employer {Additional response for agencies specified sy statute):

Employer Name

Streed Addorass cr P.O. Box

Cily Sate  Zip Coda

Wal Cade {fve-digt code asskned by DOJ)

TelepFcna Number (oplianal)

Lve Sean Transaudion Complated By:

Name of Cperator Dats
T-ansmitiirg Agecy LSID All Numter Amount Zolecled Bl ed
ELLEATHE Res (710 S s

IXENAL LI Sova Operator

NOTE APPLICAN

NOCORY . dppiznt

THEDICOY jrreaded) - Fmquasing Agcrey




@ IO E_STATE '

You must ,
S

CNA certifi;i—!]otmIt a copy of your Out-of-State

certificate i e as proof that you hold :

e in the state you wi an active

artment of Public Health

California Dep
Notice of Certif’\oa\ion
r Altere

ER BELL FAIRY

TINK
You h successfu‘.\y satisfied the requireme f
Nurse A istant C Aification. Keep this for your
persona | recor ds.
Certif No Effective Dat D
02/0 100 02/15 14
0o



PROOF OF \WORI

If initial certification was received more than two
(2) years ago, you must 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



|
1

IEICATIONOF CURRENT
CERTIEICATION

R

VER!

In order to verify your Out-of-State certificate, you
must complete the Verification of Current Nurse
Assistant Certification (CDPH 931) Form. You will
complete Part | of the form with your information, and
then send the form to the state in which you currently
hold the CNA certificate. Your endorsing state will
complete Part Il of the form and submit it to our
department.




NURSE
ASSISTANT
GERTIFICATION
(CDPH 931)
FORIVI

Siate of Callfomia - Health and Human Sandces Agency Dacwrtme! of Pobls Hew (E0FH]
Licermsing wnd Certification {

Alde ard Techeicen Certliceton Seclion [ATCS)

ME 3501

F.0. Bex #7418

Sacramernin, CA $S800-T418

(008 ZT-3445  FAX (978) 5538785

et cu o

VERIFICATION OF CURRENT NURSE ASSISTANT CERTIFICATION

IPART |-To be completed by the applicant. Please PRINT clearly or TYPE.
Last name: First name: MI:
*Social Security Number: Date of birth: (MonthDayvean Telephone number:
[ b
Mailing address: (Kumber and Srest Name or P.0. Box Number] Gy State ZIP code
Originally certified under the last name of: First M
Original certificate number: Original date of certification: Date last provided certified nurse
assistant duties:
PART ll-Must be completed by state agency from which applicant holds active certification and
must be mailed directly by Agency to CDPH. (See address above.)

This individual is listed on the Murse Aide Registry and has met all relevant Federal requirements pursuant to Yes Mo
Title 42, Code of Federal Regulations {42 CFR), Sections 483.75, 483.150-483.156. | |
Certification Nurnber: Expires: Diate of kszue:

2. Method of Certification (Check all that apply)k
O Certified by reciprocity from the state of-
[0 Completed a state-approved training program of (specify number of hours):
[] Passed a state-administered competency evaluation (ie. examination) on what date:  (mmJddlyy)
[0 Mot Awailable (please explain):

3. s there documentation of substantiated abuse, neglect or misappropriation of resident property by this individual? Yes No

[If yes. please attach explanation_) O O
4. s there documentation of a felony conviction in a cowrt of law? (f yes, please attach explanation.) ‘II’:1!|5 fE‘:l
5.

Disciplinary Status: ] Mone [] Revoked [ Denied [ Suspension

It is hereby certified that the above facts are stated from official records pertaining to this individual in the office of the undersigned.

Mame Title
Date
Agency
Address.
Citty State Zip Code
Telephone

COPH 931 (07M1)  Thils form |5 avalabie on our wehsieE ST WWw.Copica.go




VERIEICATION OF
CURRENT NURSE
ASSISTANT
CERTIEICATION
(CDPH 931) SAMPLE
FORIV

You must complete all areas
indicated in yellow and
submit the form to the state
you wish to transfer from.

Tiodz of Calfomia  Heafthand Human Serdecc fAgooy

SAMPLE

VERIFICATION OF CURRENT NURSE ASSISTANT CERTIFICATION

o Chag vl of Pl | sl CEPH 1}
Licerming anz Canificeton {

e e Ty o ifbalicnn Sl [ATEE
A0

PO Don WTHE

Bacumario, CA BRTE
[ TS PR (18] SEIETES
crmcdeh. i oew

PART I-T» be completed by the applicant. Please PRINT clearly or TYPL.

Last name: First name: MI:
*Rnrial Sacurity Mumha— Nata nf hirthe et Tspvean Telephone number:
{ }
Malling a0Oress: |Hurser an: Steet Kame or 2. 0. Boo Munber Ay TR Z1° cade
Ungmaly certihed under the lasi name of: st P

COrignal oertifioate rambeer:

Driginal date of cestifization:

Diales bl g wwindend wsn lified spanse

assistant duties:

PART ll-Must be completed by state agency from which applicant holda active certification end
powsl e mailed dinecUy by Agency o CDPH. (See address above.)

1. Thiz rdividual is leled wi e Nurse Aide Rogish y aod bas el all islevan, P ol iequinanests pursual w e Ha
O

Tile 42, Code of Federa Regubations {42 CFR). Sections 433,75, 433150483 156,

Certhication Hurmb=r:

2. Mettod of Cerfication (Check all thal applyT
O Certifiad by seriwmeity from the stats o
[0 Compected astote approved Taining program of (speoify number of hous):

O Mot Available (pease explini:

(Fyes. plazse att=rh axplaration )

O
Copires: Cale: ol ko,
[0 Passed astste-administensd sompetency evauaion (L. examnation) o0 whal date:  {mmidd'yy]
3. |z there documeniation of subshoniiaoted cbusc, nogloo or misappropriction of resident property by ths individual? Yoo Ho
O O
¥ac No
r m

4. ks thero dosumcration of ofeleny conviction in o couwrt of low? [ yes, pleasce attoh cxplanation. |

5. Discplinary Sttus: [ Mone

[0 Revoked

[ODenied []Sispension

It is hereby certfied that the abowe facts are stated from official records pertaining o this individual in the office of the undersignad.

Lae

e Tl
Agrency

Address

City Siate Zip Code
Tdeghone

ZDFH 911 IFH*)  Thisform Is svalsbie on our webste aF www _odphica gov




CONTACT INFORMATION

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/

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

Here is the link to the Request for Live Scan Service (BCIA 8016):
http://ag.ca.gov/fingerprints/forms/BCIA _8016.pdf

Here is the link to the Request for Live Scan Service Sample (BCIA
8016 Sample):
http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/bcia8016sample.pdf

Here is a link to the Verification of Current Nurse Assistant
Certification (CDPH 931):
http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/cdph931.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/cdph931.pdf
http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/cdph931.pdf

