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REQUIREMEN TS

\

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 (BCIA8016) form to our Department




REQUIREMENTS CONTINUED?:

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.




INIFAL ARRLICATICN (CDR[F 2683 [3)




Etaie of Calfomia- Heakh and Haman Services Agency MAIL OR FAX APPLICATION TO:
CERTIFIED NURSE ASSISTANT (CNA) S o s s )
AND/OR HOME HEALTH AIDE (HHA) Ao ana Techvican Cersicaton Sectin (ATCS)

MS 3301, P.O. Box 597418

INITIAL APPLICATION | Samamentn, CA 353557416
{See instructions on the reverse) FHONE: '-916-'32"%7_%%2;ﬁ$

THERE 5 NO FEE TO PROCESS THIS APPLICATION. YOUR APPLICATION WILL NOT BE PROCESSED IF ALL AFFLICABLE STIONS ARE NOT ANSWERED.

SECTION | (REQUIRED)

TYPE OF REQUEST

[0 Check here if you are enralling in a CNA training program {complete sections I, I, IV, and V)
[0 Check here if you are enralling in a HHA training program (complete sections I, I, IV, and V)
[0 Check here if you have EQUIVALENT TRAINING (complete sections I, I, Ill, and V)
[0 Check hare if you are requesting RECIPROCITY FROM ANOTHER STATE (complete sections I, II, Ill, and V) Indicate State:
SECTION Il (REQUIRED)
Last Mame First Name M Sex
OmMale [ Female
Maling Address (Mumber and Street or P.O. Box Mumber) City State Zip Code
Date of Bath *Social Security Number [S5N) Driver's License or State ID Number Telephone Mumber
[ S — A —— Nurnber: Ctate:
M o L an reaid SN your sspiceton procem may be deleyes
Height Weight Hair Calor Eye Color
SECTION Il (REQUIRED}
1) Have you been CONVICTED, at any time, of any crime, other than a minor traffic viclation? (You nesd Yes Mo
not disclose any marjuana-related offenses specified in the marijuana reform legislation and codified at O O
the Health and Safety Code. Sections 11361.5 and 11381.7).
- If yes, list conviction: Court of conviction: Date:
2) Has any health-related licensing, certification or disciplinary authority taken adverse action (revohked, Yes Mo
annulled, cancelled, suspended, etc.} against you? O
- If yes, indicate the type and number of license/certificate:
SECTION IV {IF APPLICABLE)
Mame of school or facility where you received [ will receive the CNA or HHA fraining Telephone Number
Maiing Address (Mumber and Street or P.0O. Box Mumber) City State Zip Code
Califomia Traning Program I Number for CNA (Required) or Beginning Date of CHA Training End Date of CHA Training
Califomia Traming Program 1D Number for HHA (Required )
CNA: HHA: Beginning Date of HHA Training End Date of HHA Training

SECTION V {(REQUIRED)

| certify, under penalty of perjury under the laws of the State of California, that the foregoing is true and correct.

Signature of Applicant Date

SECTION VI: TO BE COMPLETED BY THE REGISTERED NURSE RESPONSIBLE FOR THE GENERAL SUPERVISION OF THE TRAINING PROGRAM

| certify that this individual has successfully completed state and federal nurse assistant fraining FOR VENDOR USE ONLY

requirements and is eligible to take the Competency Evaluation (this section only applies to
students that have recently completed a CNA Training Program in California).

Printed Mame Title

Signature Date

COPH 252 B (06/15) This form |5 availabie on our webslte 3t www Coph 03,00y Page 1of2




JINIULZANE

APPLICATION
DIP[H 283 [B
SAMIPL

You must complete all
areas indicated in yellow

‘Siate of Callfomia- Healh and Human Sendoes Agency . HNLORF.\U{FI.WLICATWTO_:
CERTIFIED NURSE ASSISTANT (CNA) e e o e e

SAM PLE AND/OR HOME HEALTH AIDE (HHA)  Aideand Tecican e on e et

INITIAL APPLICATION ~ Sacraments, GA B5300-7416
PHONE: (916) 327-2445 FAX: (216) 552-8785

EMAIL: cnaf@cdph.ca.gov
THERE IS NO FEE TO PROCESS THIS APPLICATION. YOUR APPLICATION WILL NOT BE PROCESSED IF ALL APPLICABLE QUESTIONS ARE NOT ANSWERED.

(See instructions on the reverse)

SECTION | (REQUIRED)

TYPE OF REQUEST

[ check here if you are enrolling in a CHNA training program (complete sections 1, 11, WL, IV, and V)

[] Check here if you are enrolling in a HHA training program {complete sections 1, Il, 1ll, IV, and V)

[ Check here if you have EQUIVALENT TRAINING (complete sections 1, II, 1ll, and V)

[ Check here if you are requesting RECIPROCITY FROM ANOTHER STATE (complete sections I, I, lll, and V) Indicate State:

SECTION Il (REQUIRED)

Last Name First Name MI Sex
O male []Female
Mailing Address (Mumber and Street or P.0. Box Number) City State Zip Code
Date of Birth *Social Security Mumber (S5M)} Driver's License ar State ID Mumber Telephane Mumber
e T P Number: State:
T i L i v ST, o appbcaiion preaas sy b daaped
Height Weight Hair Color Eye Color

SECTION Il (REQUIRED)

1) Have you been CONVICTED, at any time, of any crime, other than a minor traffic viclation? (You need Yes No
not disclose any marijuana-related offenses specified in the marijuana reform legislation and codified at O O
the Health and Safety Code, Sections 11361.5 and 11361.7).
- Ifyes, list conviction: Court of conviction: Date:

2) Has any health-related licensing, certification or disciplinary authority taken adverse action {revoked, Yes No
annulled, cancelled, suspended, etc.) against you? O O

- Ifyes, indicate the type and number of license/cerdificate;

SECTION IV (IF APPLICAELE)

Mame of schoal or facility where you received ! will receive the CHA or HHA training Telephone Mumber
Mailing Address (Mumber and Strest or P.O. Box Number) City State Zip Code
California Training Program |10 Mumber for CHA (Required) or Beginning Date of CMNA Training End Date of CHA Training

California Training Program |0 Mumber for HHA (Required)

CNA: HHA: Beginning Date of HHA Training End Date of HHA Training

SECTION ¥ [REQUIRED)

| certify, under penalty of perjury under the laws of the State of California, that the foregoing is true and correct.

Signature of Applicant Drate

SECTION VI: TO BE COMPLETED BY THE REGISTERED NURSE RESPONSIBLE FOR THE GENERAL SUPERVISION OF THE TRAINING PROGRAM

| certify that this individual has successfully completed state and federal nurse assistant training FOR VENDOR USE ONLY

requirements and is eligible to take the Competency Evaluation (this section only applies to
students that have recently completed a CMA Training Program in California).

Printed Name Title
Signature Date

CDPH 233 B [D&15) This form i available on our website at www.cdph.ca.gov Page 10f2



O)SIANIINIE YOUR]FINGERPRINTS
INECTAS| RO RINIA

- -
vy VEEERY 'Y



ITATE OF CALIFORMIA DEFARTMENT OF JUSTICE
BCIA BO1E
fongL 0A2007; rev. DU2001)

REQUEST FOR LIVE SCAN SERVICE

Applicant Submission

REQUIEST

ORI {code aszgned oy 0oJ) Authorized Applicant Type

Type of LicenselCertmncaion/Permit O Working THIE (Masmam 30 characters - # assigned by D0J, use sxact S9e assigned))

FOIR ILIV/(E

Contributing Agency Information:

Agency Authorized to Receive Criminal Record Information

Mail Code (five-digit code assigned by DOJ)

Street Address or P.O. Box

Thy Tt ZIF Code

‘Contact Mame (mandatory for all school submissions)

Tontact Telephone Number

Applicant Information:
Last Hame First Hame Riddle Tnitial Suffx
Other Mame

(AKA or Alias) Last First Suffix

Date of Birth ==y D e I:‘ Ll Drivers License Number

Billing
D Height Weight Eye Color Hair Color Number
D Agency Billing Number)
Misc.
Place of Birth (State or Country} Social Security Number Mumber

iOther identification Number)

Home
F@ RM Address Sireet Address or P.O. Box City State  ZIF Code
Your Number: Level of Service: ] DOJ  [] FBI
OCA Number (Agency |denSfying Number)
If re-submission, list original ATl number: Orginal ATT Hombar

(Must provide proof of rejection)

Employer (Additional response for agencies specified by statute):

You must complete all areas
indicated in yellow. The .
Live Scan Agency will e

Employer Mame Mail Code (five digit code assigned by DOJ)

Telephone Mumber (optional)

Live Scan Transaction Completed By:

complete the bottom half
(see example on next page). = —

Transmitting Agency LsID ATI Number Amount CollectedBilled

ORISINAL - Live Scan Operator SECOND COPY - Applicant THIRD COPY (if needed) - Requesting Agency



STATE OF CALIFORNIA
BCIA 8016
{erig. 4101; rev. G00)

DEPARTMENT OF JUSTICE

SAMPLE FOR CERTIFICATION OF NURSE ASSISTANTS OR HOME HEALTH AIDES
REQUEST FOR LIVE SCAN SERVICE

Applicant Submission

A1226

Certification

ORI {Code assigned by DOJ)

Authorzed Applicant Type

Certified Nurse Assistant (CNA) or Home Health Aide (HHA)

Type of License/Certification/Permit OR Working Title (Msximum 30 characters - if assigned by DOU, use sxact tte assigned)

Contributing Agency Information:

California Department of Public Health (CDPH) 03314
Agency Authorized to Receive Criminal Record Information Mail Code (five-digit code assigned by DOJ)
MS 3301, P.O. Box 997416 (Leave biank)

Street Address or P.O. Box

Sacramento CA  95899-7416

Contact Name (mandatory for all school submissions)

(Leave biank)

City State  Zip Code

Contact Telephone Number

Applicant Information:
Your last name

Your first name & middle initial

Last Name
OtherName  ther last names known as
(AKA or Alias) | ast

(Check one)

First Name Middle Initial Suffix
Other first names known as
First Name Suffix

California Driver's License Number

Date of Birth Sex: [] Male [[] Female

Date of Birth Driver's License Number

Height Weight Color Color Biling Mot Applicable

Height Weight Eye Color Hair Color Mumber {Agency Billing Number)

Place of Birth “Soctal Secunty NUMDET (Requied by COPF) Your telephone number

Place of Birth (State or Country)  Social Security Number MNumber ({Other Identification Mumber)

Home Your mailing address

Address Street Address or P.O. Box City State  Zip Code
Your Mumber:  *Social Security Number (Required by CDPH) Level of Service: E DOJ D FBI

OCA Murnber [Agency |dentfication Mumbser)

If re-submission, list ATl number:
(Must provide proof of Rejection)

Criginal ATl Number

Employer (Additional response for agencies specified by statute):

(Leave blank)

Employer Name

Sfreet Address or P.O. Box

Mail Code (five-digit code assigned by DOJ)

City State  Zip Code

Telephone Number (optional)

Live Scan Transaction Completed By:

Mame of Operater

Transmitting Agency LSID

Drate

ATI Number Amount Collected/Billed

BCIA BIHE (Rev 07/ 1) 3AMFLE
ORIGIMAL - Live Scan Operator

SECOND COPY - Applicant

THIRD COFY {if needed) - Reguesting Agency

NOTE TO APPLICANT: "Please input your Social Security Mumber (S5N) where required. The submission of your S5N will allow results to
be fransmitted from DO to CDPH accurately and timely. Failure to submit your S5M could cause delay in your cartification.
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CONUACT INFORMATION

Mailing Address:
California Department of Public Health
Aide and Technician Certification Section
MS 3301
PO. BOX 997416
Sacramento, CA95899-7416

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

Website: www.cdph.ca.qov
Email: cha@cdph.ca.gov



http://www.cdph.ca.gov/
mailto:cna@cdph.ca.gov

CDPE WEEBSIIE INEORNMATION

Helpful Links

Here is a link to the Initial Application (CDPH 283B): '
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.qgov/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 i



http://www.cdph.ca.gov/pubsforms/forms/CtrldForms/cdph283b.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
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