MEDICAL RESERVE CORPS

EAST CENTRAL HEALTH DISTRICT

1916 NORTH LEG ROAD

AUGUSTA, GEORGIA 30909

AUTHORIZATION FOR BACKGROUND CHECK

Please complete the following information and include copy of driver’s license:

Full name ______________________________ Social Security Number _____________

Current Street Address _____________________________________________________ 

City, State, Zip Code ____________________________________County____________ 

Date of birth ________________

Driver’s license number ____________________ State issuing license ______________

Have you ever been convicted of a felony? (circle one)  yes   no

If yes, please describe in detail the felony committee _____________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Date of conviction __________________ 

Type of punishment or penalty received as a result of the conviction _________________

________________________________________________________________________ 

________________________________________________________________________ 

Background check disclosure statement:

In connection with services I perform with the Medical Reserve Corps (MRC), I understand that East Central Health District (ECHD) will be conducting a check that will include information as to my credentials and court record.  I understand that I have the right to request in writing, within a reasonable period of time, a copy of the information ECHD has received as a result of conducting a background check on me.  The information I have provided on this form is true, correct and completed.  I understand that any false statements or omission of facts on this form shall be sufficient cause for my services to be discontinued by the ECHD.  I also understand that this information will not be released to anyone other than me except as required by law. 

_______________________________________                  _______________________

Signature






Date

