RALPH H. JOHNSON VA MEDICAL CENTER

109 BEE STEET

CHARLESTON, SC 20401

FINGERPRINT INFORMATION FORM
PLEASE PRINT LEGIBLY

Name:
_________________________________________________________________________


Last



First

       
 Middle

Aliases/Nickname_______________________________________________

SSN:

______________________  
Date of Birth ____________________
Address:
____________________________________________________
Contact Number:  ________________________________________
Country of Citizenship: __________________________________
Place of Birth:  ___________________________________________




City/State/Country

Gender: (circle one)
MALE

FEMALE


Race:
___________________________________
Eye Color:  ________________________      
Hair Color:
__________________________

Height:
_____________
                                 
Weight:  _____________

    Feet/Inches





 Lbs.
Reason for fingerprints (circle one):     FELLOW    RESIDENT     STUDENT     DOD TRAINEE

SPONSOR/SUPERVISOR:  ________________________________
Department:  _____________________________________________
_________________________________________  
_________________

Signature







          Date

[image: image1.emf]

