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	PLEASE READ CAREFULLY

	    DISCLOSURE FORM
Central Washington Hospital (CWH), when considering individuals for Student Rotations, must review conviction/criminal history records as they relate to the safety and security of their patients, staff and visitors.  Additionally, the Washington State Child and Adult Abuse Information Law (RCW 43.43.830 - 43.43.842) requires that the hospital ask applicants to disclose specific information about any convictions for crimes against persons, crimes relating to financial exploitation and findings in related actions and proceedings.  This conviction information must be disclosed before an applicant can be considered for a student rotation which may involve unsupervised access to children, developmentally disabled persons or vulnerable adults as defined by the law.  A conviction/criminal history does not necessarily disqualify an individual for a student rotation.  Criminal history records will be verified through the Washington State Patrol (WATCH), Department of Social and Health Services (DSHS) and a reporting agency, Certified Background, contracted by the hospital.  The report will contain information regarding your criminal history for the past 7 years. The types of information that may be obtained include but are not limited to: social security number verification, criminal records checks, public court records checks, licensing and certification actions. You are entitled to request more information & / or receive a copy of these reports by submitting a request to:  Student Services Specialist, Education Services - Central Washington Hospital.

	Have you ever been

1. Convicted of any crime against persons (definition: “Crimes against persons” means a conviction for offenses such as theft, murder, kidnapping, assault, rape, robbery, arson, burglary, manslaughter, extortion, incest, indecent liberties, vehicular homicide, prostitution, or criminal mistreatment.)?

2. Found in any dependency action to have sexually assaulted or exploited any minor or to have abused any minor?

3. Found by a court in a domestic relation proceeding to have sexually abused or assaulted any minor or to have physically abused any minor?

In the State of Washington?     
 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes

Outside the State of Washington?
 FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes – which state:


	AUTHORIZATION FORM
I have carefully read and understand this Disclosure and Authorization form. By my signature below, I consent to the release of investigative criminal history reports prepared by a reporting agency, such as Washington State Patrol, Department of Social Health Services and Certified Background , to Central Washington Hospital. 

By my signature below, I authorize the disclosure of information concerning my criminal history, and all other information deemed pertinent by the reporting agencies (law enforcement; federal, state and local courts) to the hospital. 

Signature:








   Date:





I Do ___    Do Not ____ Wish to receive a copy of these reports.  
(Copies available in Education Services Department, Central Washington Hospital for pickup by applicant as requested.)

	The following information is required for identification purposes. Please print clearly in Black Ink.

	Name: Last
	First
	Middle

	List all other names used in the last 7 years

	Date of Birth
	Social Security Number (optional)

	Current Address

	City
	State
	Zip

	Daytime Telephone Number
	Email Address
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