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NOTICE/AUTHORIZATION AND RELEASE TO OBTAIN A CONSUMER REPORT

(PLEASE PRINT OR TYPE)
In connection with my application for employment with a subsidiary of Sun Healthcare Group, Inc. (“Sun subsidiary”), I authorize Kroll Background America (“KBA”) or its agents to obtain a consumer report about my background, character or reputation.  This report will be used to evaluate my eligibility for hire and continued employment with a Sun subsidiary.  Depending on the position I hold, I understand that this report may include, but is not limited to, information as to my employment, education, driving record, licensure, certification, social security number verification, criminal record and/or other public records history.  I authorize all persons to fully disclose information relevant to any investigation.  I release from liability the Sun subsidiary, KBA, any and all persons, companies and governmental or other agencies disclosing such information from any and all liability, claims, and/or demands by me or my heirs, or other making such claim or demand on my behalf for providing a consumer report on me.  I further authorize that a photocopy of this authorization may be considered as an original. I understand that I am entitled to a complete and accurate disclosure of the nature and scope of any  consumer report of which I am the subject upon my written request to KBA, if such is made within a reasonable time after the date hereof.  I also understand that I may receive a written summary of my rights under 15 U.S.C. § 1681 et seq. A Sun subsidiary will not be obtaining a credit report and your credit history will not be a factor in whether you are eligible for hire or continued employment.  

I HAVE READ, UNDERSTAND AND AUTHORIZE, ANY PERSON, AGENCY OR OTHER ENTITY CONTACTED BY KROLL BACKGROUND AMERICA, OR ITS AGENTS, TO FURNISH THE ABOVE MENTIONED INFORMATION.  I FURTHER UNDERSTAND THAT THIS AUTHORIZATION/RELEASE IS VALID THROUGHOUT MY TERM OF EMPLOYMENT WITH A SUN SUBSIDIARY. I CERTIFY THAT THE INFORMATION IS TRUE AND CORRECT.
THIS FORM WILL NOT BE ACCEPTED IF ALTERED, ILLEGIBLE, OR INCOMPLETE.    DATE:___________________
_________________________________________
____________________
_________________________
_______

SIGNATURE




SOCIAL SECURITY #
DRIVER’S LIC. #


STATE

______/______/_______       ______________    
______________________________________



DATE OF BIRTH* 
 GENDER (M or F)*    
 POSITION

_________________________________________
__________________________________________
________________

TYPE OR PRINT NAME (last, first, middle initial)
OTHER NAMES USED (alias, maiden, nickname)
YEARS USED

_______________________________________________________________________________________________________________

CURRENT ADDRESS

_______________________________________________________________________
________________________________________

STREET/P.O. BOX 
 
CITY

STATE                                  ZIP

COUNTY OF RESIDENCE

PLEASE LIST ALL ADDRESSES FOR LAST SEVEN (7) YEARS (If you need additional space please use the back of this form)
_______________________________________________________________________

_______________________________

STREET/P.O. BOX              CITY

 STATE                 ZIP          COUNTY

DATES LIVED HERE

_______________________________________________________________________

_______________________________

STREET/P.O. BOX              CITY
                STATE                  ZIP          COUNTY

DATES LIVED HERE

_______________________________________________________________________

_______________________________

STREET/P.O. BOX              CITY
                 STATE                 ZIP          COUNTY

DATES LIVED HERE

Have you ever been convicted of any criminal violation of the law (felony or misdemeanor) other than a minor traffic violation or are you now under pending investigation or charges?



  Yes  No   
If yes, please attach a complete explanation.

Have you ever been sanctioned, disciplined, debarred, and/or excluded by a duly authorized regulatory agency or are there any current restrictions or limits on your license (s) or certification (s)? 

  Yes  No
If yes, please attach a complete explanation.
For healthcare professionals, federal regulations require that credentials for all states must be verified.  Please list all licenses and certificates regardless of status (e.g. active, inactive, expired, etc.).  If you need additional space, please use the back of this form.
PROFESSIONAL LICENSE (S) OR CERTIFICATION (S)      LICENSE OR CERTIFICATION # (S) 
STATE (S) ISSUED

_______________________________________________
       _______________________________ 
________________

_______________________________________________        _______________________________ 
________________

_______________________________________________        _______________________________ 
________________

* This information will enable us to properly identify you in the event we find adverse information during the course of our background investigation.

© KROLL BACKGROUND AMERICA, 2002 ALL RIGHTS RESERVED
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