Tennessee Valley Healthcare System

Fingerprinting Information Form

	Disclosure of Information:  The information you provide is used for the purpose of determining your suitability for Federal employment as established by Executive Order 10450, Security Requirement for Government Employment; we will protect it from unauthorized disclosure.


Please Print LEgibly 
	NAME: (Last, First, Middle)
	

	
	

	RACE: (CHECK ONE)
	 FORMCHECKBOX 
 American Indian/Alaskan Native               FORMCHECKBOX 
  Asian or Pacific Islander
 FORMCHECKBOX 
 Black – NON Hispanic                               FORMCHECKBOX 
  Hispanic

 FORMCHECKBOX 
 White – NON Hispanic

	
	

	GENDER: (CHECK ONE)
	 FORMCHECKBOX 
 Male                FORMCHECKBOX 
 Female

	
	

	HEIGHT: (feet and inches):

	

	
	

	WEIGHT: (pounds):
	

	
	

	EYE COLOR: 

(CHECK ONE)
	 FORMCHECKBOX 
  Black          FORMCHECKBOX 
 Blue          FORMCHECKBOX 
 Brown          FORMCHECKBOX 
  Gray

 FORMCHECKBOX 
  Green         FORMCHECKBOX 
 Hazel         FORMCHECKBOX 
  Maroon       FORMCHECKBOX 
   Pink


	
	

	HAIR COLOR:
(CHECK ONE)
	 FORMCHECKBOX 
 Black          FORMCHECKBOX 
 Blonde       FORMCHECKBOX 
 Brown          FORMCHECKBOX 
 Gray

 FORMCHECKBOX 
 Red             FORMCHECKBOX 
 White         FORMCHECKBOX 
 None      

	SOCIAL SECURITY NUMBER:
	

	
	

	DATE OF BIRTH:
	

	PLACE OF BIRTH: (City/State/Country)
	

	
	

	CITIZENSHIP:
	U.S.    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No    If “No” list country of citizenship:

	
	

	POSITION TITLE:

	

	SERVICE ASSIGNED TO:
	

	
	

	THIS SECTION TO BE COMPLETED BY VA OBTAINING FINGERPRINTS

Date of Fingerprints:  ______________ Name of VA Submitting Prints: ___________________________________

VA Contact Name and Telephone Number:  ____________________________________________________________











