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Agency Code: PTHCS










Fee Code:

CORI REQUEST FORM

Partners HealthCare System, Inc has been certified by the Criminal History Systems Board to access Criminal Offender Record Information (CORI).  Pursuant to M.G.L. c. 6, § 1721 – M.G.L. c. 6, § 172G – M.G.L. c. 6, § 172E – M.G.L. c. 6, § 172 B & C and under some circumstances this agency may receive criminal information pertaining to pending cases, convictions, non-convictions and juvenile data.  CORI information may not be disseminated to any unauthorized individual or agency.  The willful unauthorized dissemination of CORI information is punishable by up to one year in a house of correction and/or a fine of not more than $5,000.00.

APPLICANT/EMPLOYEE INFORMATION (PLEASE PRINT)

_____________________________
____________________________
__________________________

LAST NAME


FIRST NAME



MIDDLE

_______________________________________




 _________________________

MAIDEN NAME OR ALIAS 






PLACE OF BIRTH

________________________             __________-__________-__________
             _____________________________

DATE OF BIRTH

         SOCIAL SECURITY NUMBER               
MOTHER’S MAIDEN NAME

FORMER ADDRESSES:__________________________________________________________________________




                CITY                     STATE 

COUNTRY

SEX:__________HEIGHT: ______FT. ______IN.
      WEIGHT:___________      EYE COLOR:_____________

_________________________________






Applicant Authorized Signature

_________________________________






Parental Authorized Signature (for Applicants under 18 years of age)

TO BE COMPLETED BY HUMAN RESOURCES STAFF

STATE DRIVER’S LICENSE NUMBER:__________________________________________________________

***THE ABOVE INFORMATION WAS VERIFIED BY REVIEWING THE FOLLOWING FORM OF GOVERNMENT ISSUED PHOTOGRAPHIC IDENTIFICATION:____________________________________________________






       (Driver’s License, Passport, etc.) 

VIEWED BY:    _________________________________ 

DATE OF HIRE (if applicable): _______________

                                                   PLEASE PRINT
POSITION SOUGHT:  __________________________________

PARTNERS ENTITY:    ___________________________________

                                                   PLEASE PRINT

REQUESTED BY:        ___________________________________          _______________________________________

                                  HR REPRESENTATIVE NAME (print)

               SIGNATURE of HR Representative 

Person to Notify of Result if different from Requestor: ______________________________________________

**All requested information must be filled out for application to be submitted for processing. 
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