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ATTACH/SUBMIT THE FOLLOWING: (background check and driver's abstract shall be dated no more than 90 days prior to this request)
(A) All three parts of the background check; (1) Background Information Disclosure Form (BID), (2) Dept. of Justice Report (DOJ), (3) Dept. of Health Services Report (DHS)
(B) Driver's license abstract

(C) Provider interest/specialty declaration form, for providers wishing to identify interests/specialties
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