[image: image1.wmf]
Health Care Owner–Electronic Scan Applicant Information 
Bureau of Health Facilities Regulation

Upon Completion of Form, Please Mail To:  
SCDHEC - FBI Program






Health Facilities Regulation






2600 Bull Street






Columbia, SC 29201


FEES and CODING:  $51.50 SCDHEC01Z – Owner (Nursing Home or Community Residential Care)
Reason Fingerprinted:  Residential Care or Nursing Home, Owner PL 92-544 (SCAA SEC. 44-7-264)
 (NOTE:  DO NOT SEND PAYMENT TO OUR DEPARTMENT.  CONTACT L1 ENROLLMENT SERVICES REGARDING PAYMENTS AS YOU ARE PAYING THEM DIRECTLY)


APPLICANT INFORMATION
Name:_______________________________________________________________________________

Last



First



Middle

Address:_____________________________________________________________________________

City:_______________________________________  State:______________  Zip:__________________

Daytime Contact # ______________________________
      

LICENSE INFORMATION:  Identify the license number and expiration date for each facility that this background check will apply (i.e. NCF-9999   08/31/2010).  Attach additional sheet if more space is needed.
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
License #: ___________   Expires:  ____________
          License #: ___________   Expires:  ____________
Instructions

Health Care Owner–Electronic Scan Applicant Information 

Bureau of Health Facilities Regulation
Purpose:  the purpose of this form is to assist the Department in ensuring that the date the background check is completed falls within the effective and expiration dates of the license in order for the licenses that are to be renewed in accordance with §44-7-264 “Criminal Record Checks Required For Nursing Home And Community Residential Care Licensure”.
(NOTE:  DO NOT SEND PAYMENT TO OUR DEPARTMENT.  CONTACT L1 ENROLLMENT SERVICES REGARDING PAYMENTS AS YOU ARE PAYING THEM DIRECTLY)

Applicant Information:  Enter name, address, city, state and zip in the appropriate spaces provided.  Enter daytime contact phone number in the appropriate space provided. 
License Number Information:  Enter the license number that was issued by the Department for each facility the background check is to be applied followed by the expiration date of the license.  

Mail Instructions:  Mail application to SCDHEC - FBI Program, Health Facilities Regulation, 2600 Bull Street, Columbia, SC, 29201

OFFICE MECHANICS AND FILING: This is a routine form that is used by the Department to gather information to match with the electronic fingerprint scan.  This form is for public use and is retained by the Department until no longer needed in accordance with the established records retention schedule. The person completing the form may retain a copy for their records or destroy it when no longer needed.
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