
 







  









 

 
 



 

AUTHORIZATION TO REQUEST 

CRIMINAL OFFENDER RECORD INFORMATION 

Every applicant must complete a CORI authorization form prior to entering a program. 

 

APPLICANT INFORMATION: 

 

_______________________     ________________________     ___________________ 

PRINT LAST NAME                         FIRST NAME   MIDDLE INITIAL 

 

DATE OF BIRTH:  _____/_____/_____ PLACE OF BIRTH ______________________ 

 

SOCIAL SECURITY NUMBER: _______/_______/_______  

 

MOTHER’S MAIDEN NAME ______________________________________________ 

 

SEX: _______ HEIGHT: ____ FT. ____ IN.  WEIGHT: ________ EYE COLOR ______ 

 

CURRENT ADDRESS:  STREET ___________________________________________ 

CITY: ______________________________ STATE: ________ ZIP CODE: __________ 

 

FORMER ADDRESS:  STREET ____________________________________________ 

CITY: ______________________________ STATE: ________ ZIP CODE: __________ 

 

PLEASE SIGN AND DATE THE STATEMENT BELOW: 

 

I, ________________________________________ hereby give permission to the 

Massachusetts Department of Public Health, Office of Emergency Medical Services to 

request my Criminal Offense Record Information (CORI).  Date: __________________ 


