 SF-87 WORKSHEET



YOU WILL BE FINGERPRINTED BY A VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM REPRESENTATIVE
______________________________________________________________________________________

Name:

_____________________________________________________________________



Last



First



Middle Name
SSN:

_____________________________________

Date of 

Birth:

_____________________________________



Year

 Month

 Day

   

Aliases 

(AKA):

_____________________________________

Sex:

____  Male


_____  Female

Race:

_____________________________________

Eye

Color:

_____________________________________

Hair

Color:

_____________________________________

Scars/

Tatoos:

________________________________

Height:

_____________________________________



Feet

Inches

Weight:

_____________________________________

Place of

Birth :

_____________________________________

Current
Address:
______________________________________________________



______________________________________________________

Citizenship:
_____________________________________
Job Title:
_____________________________________
Duty Station:
_____________________________________



HR USE ONLY:
Fingerprinted by:  ___________________________________   Date:  ____________________

WHEN FINGERPRINTING IS COMPLETED, PLEASE SEND THIS FORM TO:  MICHELLE JOHNSON, HRMS(05), MARTINEZ OR FAX TO (925) 372-2139
