











4. Have you ever had an application for a pharmacist license, intern permit or technician registration
denied in this state or any other state? Yes [0 No [J
If “yes,” attach a statement of explanation to include circumstances, type of action, date of
action and type of license, registration or permit involved.

5. Have you ever had a pharmacy permit, or any professional or vocational license or registration,
denied or disciplined by a government authority in this state or any other state? If “yes,” provide Yes [J No [
the name of company, type of permit, type of action, year of action and state.

6. Have you ever been convicted of or pled no contest to a violation of any law of a foreign country,
the United States or any state laws or local ordinances? You must include all misdemeanor and Yes [ No I
felony convictions, regardless of the age of the conviction, including those which have been set
aside under Penal Code section1203.4. Traffic violations of $500 or less need not be reported. If
“yes,” attach an explanation including the ty pe of violation, the date, circumstances,
location and the complete penalty received. . In addition to this written explanation, please
provide the Board of Pharmacy with certified copies of all pertinent court documents or arrest
reports relating to this conviction.

7. Are you currently or have you previously been listed as a corporate officer, partner, owner,
manager, member, administrator or medical director on a permit to conduct a pharmacy,
wholesaler, medical device retailer or any other entity licensed in this state or any other state? If Yes [1 No O
yes, provide company name, type of permit, permit number and state where licensed.

APPLICANT AFFIDAVIT

l, , hereby attest to the fact that | am the applicant
whose signature appears below. | understand that falsification of the information on this form may constitute grounds
for denial or revocation of the license. | hereby certify under penalty of perjury under the laws of the State of California
to the truth and accuracy of all statements, answers and representations made in this application, including all
supplementary statements. | also certify that | have read and understand the instructions attached to this application.

Signature of Applicant Date

MANDATORY REPORTER

Under California law each person licensed by the Board of Pharmacy is a “mandated reporter” for both child
and elder abuse or neglect purposes.

California Penal Code section 11166 and Welfare andinstitutions Code section 15630 require that all
mandated reporters make a report to an agency specified in Penal Code secticn 11165.9 and Welfare and
Institutions Code section 15630(b)(1) [generally law enforcement, state, and/or county adult protective
services agencies, etc... ] whenever the mandated reporter, in his or her professional capacity or within the
scope of his or her employment, has knowledge of or observes a child, elder and/or dependent adult whom
the mandated reporter knows or reasonably suspects has been the victim of child abuse or elder abuse or
neglect. The mandated reporter must contact by telephone immediately or as soon as possible, to make a
report to the appropriate agency(ies) or as soon as is practicably possible. The mandated reporter must
prepare and send a written report thereof within two wo rking days or 36 hours of receiving the information
concerning the incident.

Failure to comply with the requirements of Section 11166 and Section 15630 is a misdemeanor, punishable by
up to six months in a county jail, by a fine of one thou sand dollars ($1,000), or by both that imprisonment and
fine.

For further details about these requirements, consult Penal Code sections 11164 and Welfare and Institutions
Code section 15630, and subsequent sections.
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INSTRUCTIONS FOR COMPLETING A
"REQUEST FOR LIVE SCAN SERVICE" FORM
(California Residents)

The following instructions are provided to assist you in completing this form accurately. Please follow all
instructions carefully and print clearly; failure to do so may result in processing delays of your application.

1. Job Title or Type of License, Certification, or Permit: Enter the type of license, certification or permit
for which you are applying. Appropriate license types include pharmacist, pharmacy technician, intern
pharmacist, exemptee, or if an owner or officer of a pharmacy, hospital, clinic, wholesaler or hypodermic
permit enter appropriate title of the facility.

2. Name of Applicant: Enter your last name, first name and middle name. Do not use initials or name
abbreviations.

3. AKA: Enter all other names you have used, including your maiden name.

4. CDL No: Your California Driver's License Number.

5. DOB: Your date of birth (month/day/year).

6. SEX: Your gender (male or female).

7. HT: Your height in feet and inches.

8. WT: Your weight in pounds.

9. Misc. No.: Enter other identifying numbers. (e.g., Other State Driver's License Number)

10. EYE Color: Color of your eyes

11. HAIR Color: Color of your hair

12. Home Address: Your residence address

13. POB: Enter your place of birth.

14. SOC: Enter your Social Security Number

15. Level of Service: While the Live Scan forms contained in the board’s application package are pre-
slugged to indicate level of service at the DOJ and FBI level, please ensure at the time of Live Scan
transmission that the Live Scan operator selects both the DOJ and FBI levels of service. If FBI is not
selected at the time of original transmission, you may be required to have your Live Scan redone at
another time and have to repay for the DOJ and FBI levels of services again. The board has been notified
by the DOJ that effective 9/1/07, if the FBI level of service is not requested at the time of original
transmission both DOJ and FBI levels of service will have to be redone. Any issue of cost for
resubmission should be handled at the Live Scan Site level.

Take the completed form to your nearest Live Scan site for fingerprint scanning. There are more than 130
Live Scan sites throughout the state. An up-to-date Live Scan site list is on the Department of Justice's (DOJ)
Internet web page at http://ag.ca.gov/fingerprints/publications/contact.htm or call your local police or sheriff's
department.

Contact the live scan service for hours of operation, an appointment (if necessary), acceptable forms of
payment and identification requirements. Be prepared to pay ALL applicable fees (DOJ processing fee of
$32, FBI processing fee of $19, and fingerprint scanning service fee) at the time your prints are taken. The
live scan fingerprinting service fee varies from about $5 to $20. The cost to electronically submit your

fingerprints is determined by the local Live Scan agency and the agency can charge a fee sufficient to recover
its costs.

The lower portion of the Request for Live Scan Service form must be completed by the live scan operator.
The original of the form is retained by the scanning service; the second copy is to be attached to your
application and submitted to the board; and the third copy is for your records.

FINGERPRINTING AUTHORITY

Section 144(b) of the Business and Professions Code authorizes the Board of Pharmacy to require an
applicant for licensure to furnish a full set of fingerprints for purposes of conducting criminal history
record checks. Fingerprints are required in order for the DOJ/FBI to conduct background checks for
criminal convictions.
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REQUEST FOR LIVE SCAN SERVICE
Applicant Submission

or:_A0071

Code assigned by DOJ
Job Title or Type of License, Certification or Permit:

Type of Application: (check one)|:| Employment@ License, Certification, Permit I:IVqunteer
Pharmacy Technician - Section 4015

(See instruction sheet for appropriate license types)

Agency Address Set Contributing Agency:

Board of Pharmacy 05712

Agency authorized to receive criminal history information Mail Code (five-digit code assigned by DOJ)
1625 N. Market Blvd, Suite N219 Licensing

Street No. Street or PO Box Contact Name (Mandatory for all school submissions)
Sacramento, CA 95834 (916 ) 574-7900

City State Zip Code Contact Telephone No.

Name of Applicant:

(Please print) Last First Middle

AKA’s: CDL No.

Last First California Driver's License Number
DOB: sex: [ | Mate [ Female Misc. No. BIL - APplicant Must Pay Fees

Date of Birth Agency Billing Number (if applicable)
HT: WT: Misc. No.

Height Weight Other State Driver's License Number

EYE Color: HAIR Color: Home Address:
POB: Street or PO Box

Place of Birth

SOC: City, State and Zip Code
Social Security Number

N/A

Your Number:
OCA No. (Agency ldentifying No.)
Level of Service DOJ IEI FBI D

If resubmission, list Original ATl No.

Employer: (Additional response for Department of Social Services, DMV/CHP licensing, and Department of Corporations submissions only)
N/A

Employer Name
N/A N/A

Street No. Street or PO Box Mail Code (five digit code assigned by DOJ)
N/A ( N/A )

City State Zip Code Agency Telephone No. (Optional)

Live Scan Transaction Completed By: Date

Name of Operator

Transmitting Agency ATI No. Amount Collected/Billed

BCIl 016 (rV 10/98) [o]x[e]I\:\W-Live Scan Operator; SECOND COPY-Board of Pharmacy; THIRD COPY-Applicant



REQUEST FOR LIVE SCAN SERVICE
Applicant Submission

or:_A0071

Code assigned by DOJ
Job Title or Type of License, Certification or Permit:

Type of Application: (check one)|:| Employment@ License, Certification, Permit I:IVqunteer
Pharmacy Technician - Section 4015

(See instruction sheet for appropriate license types)

Agency Address Set Contributing Agency:

Board of Pharmacy 05712

Agency authorized to receive criminal history information Mail Code (five-digit code assigned by DOJ)
1625 N. Market Blvd, Suite N219 Licensing

Street No. Street or PO Box Contact Name (Mandatory for all school submissions)
Sacramento, CA 95834 (916 ) 574-7900

City State Zip Code Contact Telephone No.

Name of Applicant:

(Please print) Last First Middle

AKA’s: CDL No.

Last First California Driver's License Number
DOB: sex: [ | Mate [ Female Misc. No. BIL - APplicant Must Pay Fees

Date of Birth Agency Billing Number (if applicable)
HT: WT: Misc. No.

Height Weight Other State Driver's License Number

EYE Color: HAIR Color: Home Address:
POB: Street or PO Box

Place of Birth

SOC: City, State and Zip Code
Social Security Number

N/A

Your Number:
OCA No. (Agency ldentifying No.)
Level of Service DOJ IEI FBI D

If resubmission, list Original ATl No.

Employer: (Additional response for Department of Social Services, DMV/CHP licensing, and Department of Corporations submissions only)
N/A

Employer Name
N/A N/A

Street No. Street or PO Box Mail Code (five digit code assigned by DOJ)
N/A ( N/A )

City State Zip Code Agency Telephone No. (Optional)

Live Scan Transaction Completed By: Date

Name of Operator

Transmitting Agency ATI No. Amount Collected/Billed

BCII 016 (Rev 10/98) ORIGINAL-Live Scan Operator; SI=®{6]\IDY®OIA@ Board of Pharmacy; THIRD COPY-Applicant



REQUEST FOR LIVE SCAN SERVICE
Applicant Submission

or:_A0071

Code assigned by DOJ
Job Title or Type of License, Certification or Permit:

Type of Application: (check one)|:| Employment@ License, Certification, Permit I:IVqunteer
Pharmacy Technician - Section 4015

(See instruction sheet for appropriate license types)

Agency Address Set Contributing Agency:

Board of Pharmacy 05712

Agency authorized to receive criminal history information Mail Code (five-digit code assigned by DOJ)
1625 N. Market Blvd, Suite N219 Licensing

Street No. Street or PO Box Contact Name (Mandatory for all school submissions)
Sacramento, CA 95834 (916 ) 574-7900

City State Zip Code Contact Telephone No.

Name of Applicant:

(Please print) Last First Middle

AKA’s: CDL No.

Last First California Driver's License Number
DOB: sex: [ | Mate [ Female Misc. No. BIL - APplicant Must Pay Fees

Date of Birth Agency Billing Number (if applicable)
HT: WT: Misc. No.

Height Weight Other State Driver's License Number

EYE Color: HAIR Color: Home Address:
POB: Street or PO Box

Place of Birth

SOC: City, State and Zip Code
Social Security Number

N/A

Your Number:
OCA No. (Agency ldentifying No.)
Level of Service DOJ IEI FBI D

If resubmission, list Original ATl No.

Employer: (Additional response for Department of Social Services, DMV/CHP licensing, and Department of Corporations submissions only)
N/A

Employer Name
N/A N/A

Street No. Street or PO Box Mail Code (five digit code assigned by DOJ)
N/A ( N/A )

City State Zip Code Agency Telephone No. (Optional)

Live Scan Transaction Completed By: Date

Name of Operator

Transmitting Agency ATI No. Amount Collected/Billed

BCII 016 (Rev 10/98) ORIGINAL-Live Scan Operator; SECOND COPY - Board of Pharmacy; jisllzioX®el:A'@ Applicant
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