


























Colchester School District 

Administrative Offices, 125 Laker Lane, PO Box 27, Colchester, Vermont 05446  

 Phone: (802) 264-5999    ●    www.csdvt.org    ●    Fax: (802) 863-4774 
 

 

 

Amy Minor 
Superintendent  

of Schools 

George Trieb  
Business & Operations  

Manager 

Carrie Lutz 
 Director of Student  

Support Services 

Gwendolyn Carmolli 
Director of Curriculum  

& Instruction 

 

REQUEST FOR CRIMINAL RECORD CHECK 
 
_____  Initial Request    

 
_____  Request for Secondary Dissemination from:_____________________________________  

 (name of school that completed original record check) 

TYPE OR PRINT LEGIBLY 
 

1. APPLICANT:  
Last    First    Middle 

 
2. MAIDEN/OTHER NAMES:  

 
3. GENDER:   FEMALE      MALE 

 
4. RACE:    

   
5. SOCIAL SECURITY NUMBER:  

 
6. PLACE OF BIRTH:  

  Town/City State Country 

  
7. DATE OF BIRTH:  

 Month Day Year 
 

      8.  TELEPHONE NUMBER:____________/____________________ 
 Area Code Number 
 

      9.  CURRENT ADDRESS:   
 Street Address/P.O. Box Town/City  State            Zip Code 

 

RELEASE 
I, __________________________, hereby acknowledge and agree to a check of any record of criminal 
convictions as per VSA, Title 16, Chapter 5, Subchapter 4 which may be maintained by the Vermont Crime 
Information Center, the criminal record repositories of other states where I have been employer and/or resided, 
and the FBI. 

 
In addition to Vermont, I have resided or been employed in the following states:__________________________ 

 
I understand that the results of such check(s) will be made available to the Colchester School District for use in 
reviewing my suitability for employment.  I further understand that within 30 days of receiving the results of the 
record check, I have a right to appeal the findings to the Vermont Criminal Information Center, Department of 
Public Safety, 45 State Drive, Waterbury, VT  05671-1300. 

 
Signature of Applicant: ______________________________________   Date: ___________(OVER) 

Identity Verified by:  ________________________________________  Date:  _________________ 

Title:  ________________________________________  

http://www.csdvt.org/chs


 
RELEASE FOR SUBSCRIPTION SERVICE 

 
Pursuant to Title 16, Chapter 5, Section 255 recognized Supervisory Union or Recognized School 
Officials are entitled to receive criminal conviction record information on an applicant applying for 
employment for an educational facility.  Title 20, Chapter 117, Section 2064 now allows an educational 
facility to receive conviction information on any criminal record with applicant permission during the 
course of employment.  (Not to be used for NCPA–Employment or NCPA-Volunteers). 

 
PLEASE PRINT CLEARLY & LEGIBLY  

 
NAME:   

 
DATE OF BIRTH:    

 
PLACE OF BIRTH:   

 
_____ I give permission for the educational facility above to receive updates to my criminal conviction 

record via VCIC’s subscription service. 
 

_____ I do not give permission for the educational facility above to receive updates on my criminal 
conviction record. 
 
I understand that this criminal record information will be used for reviewing my suitability for 
employment/ continued employment.  I further understand that within 30 days of receiving the 
results of the record check or update, I have the right to appeal the findings in writing to the 
Vermont Criminal Information Center, Department of Public Safety, 45 State Drive, Waterbury, 
Vermont 05671-1300. 
 
 

SIGNATURE: __________________________________ DATE:________________________ 

 

 

 

 

 

 



Amy Minor 
Superintendent 

of Schools

George Trieb
Business & Operations 

Manager

Carrie Lutz 
 Director of Student 

Support Services

Gwendolyn Carmolli 
Director of Curriculum 

& Instruction

Colchester School District 
 Administrative Offices, 125 Laker Lane, PO Box 27, Colchester, Vermont 05446 

 Phone: (802) 264-5999    ●    www.csdvt.org    ●    Fax: (802) 863-4774 

VERMONT CRIME INFORMATION CENTER 

FINGERPRINT AUTHORIZATION CERTIFICATE 

***APPLICANT: You must bring this certificate with you to your fingerprinting appointment. Identification Center 

staff WILL NOT  submit your fingerprints to VCIC for processing without this form.*** 

*Agency Code:        00321 
REASON FINGERPRINTED: (CHECK ONLY ONE) 

Adoption Education NCPA–Employment NCPA–Volunteer Secretary of State 

NAME: 
Last First Middle 

MAIDEN/OTHER NAMES: 

DOB:_______________ SSN:__________________GENDER:      FEMALE      MALE    OTHER 

PLACE OF BIRTH: _____________________________________________________________
Town State   Country 

TELEPHONE NUMBER:   

In addition to Vermont, I have resided or been employed in the states circled below: 

AL  CO  DE GA  HI   ID   IL   IN   IA  KY   LA  MD  MA  MN  MS  MO  MT 

NB(NE) NV NH NM OH  OR  RI  SC   TN  UT  WV  WY 

I certify that I have read the Privacy Act Statement attached and acknowledge the authority,      purpose 

and uses for which my fingerprints are being taken as described in that statement. 

Applicant Signature: 

I certify that the above applicant has appeared before me and paid his or her criminal record check fee. I 

understand that the Department of Public Safety will bill my agency for this record check. 

Our agency is responsible for paying the record check fee. I understand that the Department of Public Safety 

will bill my agency for this record check. 

Agency Staff Signature: Date: 

Print Name/Title: _______________________________________________________________ 

IDENTIFICATION CENTER USE ONLY: 

TVT: Date Printed:   

ATTN: ID Center’s the following fields are required * before prints can be taken 

X

http://www.csdvt.org/chs


 

Amy Minor 
Superintendent  

of Schools 

George Trieb  
Business & Operations  

Manager 

Carrie Lutz 
 Director of Student  

Support Services 

Gwendolyn Carmolli 
Director of Curriculum  

& Instruction 

 

Privacy Act Statement 

 
 

Authority: The FBI’s acquisition, preservation, and exchange of fingerprints and 

associated information is generally authorized under 28 U.S.C. 534. Depending on the 

nature of your application, supplemental authorities include Federal statutes, State 

statutes pursuant to Pub. L. 92-544, Presidential Executive Orders, and federal 

regulations. Providing your fingerprints and associated information is voluntary; 

however, failure to do so may affect completion or approval of your application. 

 

Principal Purpose: Certain determinations, such as employment, licensing, and security 

clearances, may be predicated on fingerprint-based background checks. Your 

fingerprints and associated information/biometrics may be provided to the employing, 

investigating, or otherwise responsible agency, and/or the FBI for the purpose of 

comparing your fingerprints to other fingerprints in the FBI’s Next Generation 

Identification (NGI) system or its successor systems (including civil, criminal, and latent 

fingerprint repositories) or other available records of the employing, investigating, or 

otherwise responsible agency. The FBI may retain your fingerprints and associated 

information/biometrics in NGI after the completion of this application and, while 

retained, your fingerprints may continue to be compared against other fingerprints 

submitted to or retained by NGI. 

 

Routine Uses: During the processing of this application and for as long thereafter as your 

fingerprints and associated information/biometrics are retained in NGI, your information 

may be disclosed pursuant to your consent, and may be disclosed without your consent as 

permitted by the Privacy Act of 1974 and all applicable Routine Uses as may be 

published at any time in the Federal Register, including the Routine Uses for the NGI 

system and the FBI’s Blanket Routine Uses. Routine uses include, but are not limited to, 

disclosures to: employing, governmental or authorized non-governmental agencies 

responsible for employment, contracting, licensing, security clearances, and other 

suitability determinations; local, state, tribal, or federal law enforcement agencies; 

criminal justice agencies; and agencies responsible for national security or public safety. 

 

    







Vermont Department of Taxes PO Box 547 Montpelier, VT 05601-0547   Phone: (802) 828-2551 

 
VT Form  

HC-2 
DECLARATION OF  

HEALTH CARE COVERAGE 

This form must be completed 

annually by all uncovered 

employees. Employers must 

retain this form for 3 years.  

Employer: This form is only to be completed by employees if you offer to pay a portion of a health care plan that provides hospital and physicians 
services to at least some of your employees. You must retain all employee declaration forms together in a file for three years and be able to produce 
them in the event of an audit. 

Employee’s Full Name (Please print)  

Employee ID or Social Security Number Date of Birth  

Employee: Complete and sign this form and return it to your employer. The purpose of this form is to obtain information regarding your health care 
coverage. The information you provide on this form will be used solely for purposes of determining if your employer must pay Health Care Contributions 
as required under Vermont law at 32 V.S.A § 10503.  

Form HC-2  
(Rev. 10/17) 

Check the box beside the statement that best describes your health care coverage.   

 

1. My employer has offered health care coverage, and I am eligible. 

 I have accepted the health care coverage offered and provided by my employer. 
 

2. My employer has offered health care coverage, and I am eligible. I have not accepted my employer’s coverage. 

 I have health care coverage that includes hospital and physicians services from a source other than Medicaid or Vermont Health Benefit  

 Exchange.  

  My coverage is provided through: ___________________________________________________________________________________ 
 

  I am a full-time employee and have health care coverage as an individual through the Vermont Health Benefit Exchange. 

  I have Medicaid.    

  I have no health care coverage. 
 

3. My employer has offered health care coverage, but I am not eligible.  

  I am a part-time employee who works fewer than 30 hours per week, and I have coverage from a source other than Medicaid that offers  

  hospital and physicians services. 

  I am a seasonal employee who expects to work for this employer 20 or fewer weeks during this calendar year, and I have coverage from a  
  source other than Medicaid that offers hospital and physicians services. 

  I have health care coverage that offers hospital and physicians services.  

  My coverage is provided through:  ____________________________________________________________________________________ 
 

  I am a part-time or seasonal employee, and I do not have health care coverage or I am covered by Medicaid.  

  I have no health care coverage.  

 

Note to the Employer: You must include the individuals who have checked  

a box under #3 in your uncovered hours if you do not offer your plan to all employees. 

  I certify the above information is accurate and true to best of my knowledge and belief.  

Employee Signature                  Date 

Note: If your health care coverage changes within the year, you must complete a new Declaration of Health Care Coverage.  

Will the employee be under the age of 18 for the entire calendar year?   YES  NO 

If YES, stop. Please sign the bottom of the form and submit it to your employer.  

If NO, please continue to complete this form and submit it to your employer. 

Employer’s Legal Name (Please print) ________________________________________________________________________________________ 
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