
INSTRUCTIONS FOR FILING APPLICATION FOR AN EDUCATIONAL PERMIT 

An educational permit will authorize a person to practice respiratory care under the direct supervision of a 
licensed respiratory care practitioner for a period during the applicant’s course of study and up to a period 
of six months after the date of graduation.

1. Completed, notarized application along with the application fee.   (make checks payable to Missouri
Board for Respiratory Care)

Missouri Board for Respiratory Care

3605 MO Blvd,

Jefferson City, MO  65102

2. The applicant must submit a copy of the receipt substantiating proof of fingerprinting.

3. Verification of Education showing that you are currently enrolled in a nationally accredited school of
respiratory care.

4. Registration of Supervision forms, signed by supervisor or prospective supervisor.

5. Verification of licensure from another state, if applicable.
If you are or have ever been licensed, certified, registered or been granted a permit as a respiratory 
care practitioner by another state, territory of the United States, or province or country, request that 
verification of your license, registration, certification or permit be submitted by each state, territory, 
province, or country upon the provided Verification of Licensure form. This form must also be received 
directly from the other state(s), territory, country, or province in which a license, certification, registration 
or permit was held. Copies will not satisfy this request.
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RETURN NOTARIZED APPLICATION 
FORM, SUPERVISION REGISTRA-
TION, FEE AND FINGERPRINTS TO:

MISSOURI BOARD FOR
RESPIRATORY CARE
3605 MISSOURI BOULEVARD
P.O. BOX 1335
JEFFERSON CITY  MO 65102-1335

TELEPHONE:  (573) 522-5864
TDD:  (800) 735-2966

AFFIX
PHOTOGRAPH

INSTRUCTIONS

• Please read this form before completing.
• This form must be typed or printed legibly in black ink.
• Provide complete information (Incomplete information will delay review of your application).
• Enclose the application fee made payable to the Missouri Board for Respiratory Care. Payment must be

made in the form of a check or money order.
• Fingerprints must be obtained from a law enforcement agency.
• A permit holder may only perform and provide services of a respiratory care practitioner under the direct

clinical supervision of a licensed respiratory care practitioner. Have your supervisor complete the enclosed
supervision registration form and submit the form with this application.

• If you are or have ever been licensed, certified, registered or been granted a permit as a respiratory care
practitioner by another state, territory of the United States, province or country request that verification of
your license, registration, certification, or permit be completed by each state, territory, province or country
upon the enclosed verification of licensure form. This form must be received directly from the other state(s),
territory, province or country  in which a license, certification, registration or permit  was held.

• Affix a recent photograph of yourself in the space provided to the right of this section.
• Pursuant to § 620.127, RSMo, disclosure of your social security number (SSN) is mandatory. The board

will not publicly disclose your SSN without your consent, unless such disclosure is permitted by federal or
state law. However, state law allows the board to disclosure your SSN in connection with any civil, criminal,
administrative or arbitral proceeding, in an investigation in anticipation of litigation, pursuant to a court order,
and in the performance of a statutory or constitutional duty or power. The board can also disclose your SSN
to another government agency (federal, state or local) and to a private person or entity acting on behalf of,
or in cooperation with, a state entity. State law requires the board to provide your SSN to child support and
tax compliance officials.

• Fees are non-refundable.
• Application will expire if the process is not completed within six (6) months from the received date.
TYPE OF APPLICATION: 

Temporary Permit (this permit may be issued only once to an individual and is valid for six (6) months)
Application Fee:    $20

	 The Missouri Board for Respiratory Care must receive verification of your work experience directly from a supervisor, medical director, department director 
or human resource department on the enclosed verification of work experience form.

I am submitting this application based upon the fact that (check all that apply):

1. I have six (6) months of verifiable military experience in the practice of respiratory care; or

2. I am a licensed respiratory care practitioner as defined in Section 334.800, RSMo, of the Respiratory Care Practice Act for the previous twelve (12)
months in a U.S. territory or foreign country; or

3. I have had special on-the-job training in the practice of respiratory care on August 28, 1996 and am currently performing the duties of a respiratory
care practitioner as defined in Section 334.800, RSMo, of the Respiratory Care Practice Act; or

4. I have graduated from a national accredited respiratory care educational program.

Temporary Educational Permit (this permit may be issued to an individual that is currently enrolled in an accredited respiratory care program and is valid 
up to six (6) months after completion of the educational program)
Application Fee:    $15

You must have the enclosed verification of education form completed and mailed directly to the Missouri Board for Respiratory Care.
APPLICANT DATA
FIRST NAME	 MIDDLE NAME	 LAST NAME	 MAIDEN NAME

SOCIAL SECURITY NUMBER	 E-MAIL DATE OF BIRTH	 RESIDENCE TELEPHONE NUMBER

RACE (THIS INFORMATION IS VOLUNTARY)	 GENDER (THIS INFORMATION IS VOLUNTARY)

RESIDENCE STREET ADDRESS (IF P.O. BOX, PLEASE ALSO PROVIDE A STREET ADDRESS)	 CITY	 STATE	 ZIP

CURRENT PLACE OF EMPLOYMENT	 EMPLOYMENT TELEPHONE NUMBER

EMPLOYMENT ADDRESS	 CITY	 STATE	 ZIP

STATE OF MISSOURI
DIVISION OF PROFESSIONAL REGISTRATION
APPLICATION FOR PERMIT
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EDUCATION (Also include any military medical training)

PROFESSIONAL EXPERIENCE

COLLEGE, UNIVERSITY OR
PROFESSIONAL SCHOOL CITY/STATE

DEGREE OR
CERTIFICATE

AWARDED/
DATE

MAJOR COURSE
OF STUDY

DATES ATTENDED
FROM

MON. YR. MON. YR.
TO

BEGIN WITH THE MOST RECENT EMPLOYMENT, USING ADDITIONAL SHEETS IF NECESSARY
A. NAME AND ADDRESS OF EMPLOYER 

NATURE OF BUSINESS

FROM
MON. YR. MON. YR.

TO IMMEDIATE SUPERVISOR’S NAME AND ADDRESS

TITLE OF APPLICANT’S POSITION	 MONTHS EXPERIENCE

RESPIRATORY DUTIES PERFORMED

B. NAME AND ADDRESS OF EMPLOYER

NATURE OF BUSINESS

FROM
MON. YR. MON. YR.

TO IMMEDIATE SUPERVISOR’S NAME AND ADDRESS

TITLE OF APPLICANT’S POSITION	 MONTHS EXPERIENCE

RESPIRATORY DUTIES PERFORMED
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C. NAME AND ADDRESS OF EMPLOYER

NATURE OF BUSINESS

FROM
MON. YR. MON. YR.

TO IMMEDIATE SUPERVISOR’S NAME AND ADDRESS

TITLE OF APPLICANT’S POSITION	 MONTHS EXPERIENCE

RESPIRATORY DUTIES PERFORMED

LICENSURE, CERTIFICATION OR REGISTRATION
The applicant must answer the following questions. If any of the questions are answered yes, the applicant must 
provide an explanation.

1. Have you ever been issued a professional license, certification, registration, or permit by any State, United States
Territory, province or country? If yes, please list the state, territory, province or country, type of license with license
number, status of license, and your name as it appears on the license.

2. Have you ever been denied a professional license, certification, registration, or permit? If yes, explain fully in a
separate notarized statement.

3. Have you ever had any professional license, certification, registration, or permit revoked, suspended, placed on
probation, or otherwise subject to any type of disciplinary action? If yes, explain fully in a separate notarized statement.

4. Are you presently being investigated or is any disciplinary action pending against any professional license, certification, 
registration or permit you hold? If yes, explain fully in a separate notarized statement.

5. Have you ever voluntarily surrendered or resigned any professional license, certification, registration, or permit? If yes,
explain fully in a separate notarized statement.

6. Have you ever been convicted, adjudged guilty by a court, pled guilty or pled nolo contendere to any crime whether
or not sentence was imposed, or are such actions currently pending (excluding traffic violations)?

7. Have you ever been convicted, adjudged guilty by a court, pled guilty or pled nolo contendere to any traffic offense
resulting from or related to the use of drugs, alcohol, whether or not sentence was imposed, or are such actions
currently pending?

8. Do you currently, or did you within the past five years, use any prescription drug, controlled substance, illegal chemical
substance, or alcohol, to the point where your ability to competently practice as a respiratory care practitioner would
be affected? If yes, explain fully in a separate notarized statement.

9. Are you now being treated, or have you been treated within the past five years, through a drug or alcohol rehabilitation
program? If yes, explain fully in a separate notarized statement and attach verification of chemical or alcohol
dependency treatment.

YES	 NO

	10. Have you ever had a judgment rendered against you based upon fraud, misrepresentation, deception or malpractice
related to your practice as a respiratory care practitioner? If yes, explain fully in a separate notarized statement and
attach certified copies of court documents.

	11. Do you have a medical condition that in any way impairs or limits your ability to perform with reasonable care and
safety the essential functions of a respiratory care practitioner with or without reasonable accommodations?  If yes,
explain fully in a separate notarized statement.

12. Are you a U.S. Citizen?
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Pursuant to Section 324.010 RSMo:

	�CHECK THIS BOX ONLY IF IN ALL OF THE LAST 3 YEARS: YOU WERE NOT A MISSOURI RESIDENT, YOU DID 
NOT HAVE ANY MISSOURI INCOME, AND YOU ARE NOT SUBJECT TO ANY TYPE OF MISSOURI INCOME TAX.

False statements are subject to criminal penalties and/or license discipline.
If you have any questions regarding taxes contact the Department of Revenue at 573-751-7200

or e-mail income@dor.mo.gov.

1. Have you ever served on active duty in the Armed Forces of the United States and separated from such
service under conditions other than dishonorable?

 Yes  No

2. If yes, would you like to receive information and assistance regarding veterans benefits and services?  Yes  No
3. If yes, may the agency share your contact information with the Missouri Veterans Commission to provide

such information?
 Yes  No

General information may also be found at the Missouri Veterans Commission’s website.
SWORN AFFIDAVIT

I, the below named applicant, being duly sworn, hereby affirm under penalties of perjury that I am the applicant referred 
to in the preceding application for a permit to practice respiratory care in the state of Missouri, and that all statements and 
enclosures are true and accurate to the best of my knowledge, information and belief.

I submit in consideration this application as required by the Missouri law governing the practice of respiratory care and 
subject to the rules and regulations of the Missouri Board for Respiratory Care. I subscribe and agree to abide by all 
applicable laws and rules regarding the practice of respiratory care. I hereby certify that I have familiarized myself with 
sections 334.800-334.930 RSMo, known as the Respiratory Care Practice Act and applicable rules promulgated by 
the Missouri Board for Respiratory Care.

I understand that I must perform respiratory care services only under the direct clinical supervision of a licensed respiratory 
care practitioner as approved by the Missouri Board for Respiratory Care. If, for any reason the arrangements for my 
supervision should change, I will notify the Missouri Board for Respiratory Care immediately.

Enclosed is the application fee which is not refundable. I understand that the Board may require further information or 
evidence that it deems reasonable and proper.

Furthermore, I voluntarily consent to a thorough investigation of my present and past employment and other activities for 
the purpose of verifying my qualifications.

SIGNATURE OF APPLICANT DATE

4



name    first                          middle                                     last                                         suffix         maiden                             other names that you have been known as

social security number                           date of birth                name of institution                                                                                                    name of program

the missouri board for respiratory care requests that i submit evidence of enrollment in an accredited respiratory care education program.
i hereby authorize _____________________________________________________________  to release any information pertaining to me,

(name of institution)
favorable or otherwise, directly to the missouri board for respiratory care, p.o. box 1335, Jefferson city, mo 65102.

i understand that if i wish to provide respiratory care services outside the educational program, i may only provide such services under the
direct clinical supervision of a licensed respiratory care practitioner approved by the missouri board for respiratory care. if, for any reason,
the arrangements for my supervision should change, i will notify the missouri board for respiratory care immediately.
applicant signature                                                                                                                                                                                                       date

missouri board for respiratory care
p.o. box 1335

STATE OF MISSOURI 3605 missouri boulevard
Jefferson city, mo 65102-1335

division of professional registration telephone:  (573) 522-5864
VERIFICATION OF EDUCATION tdd (800) 735-2966

web: pr.mo.gov

INSTRUCTIONS
complete section i and provide this form to your educator, program director or director of clinical education. this verification form must be
returned to the missouri board for respiratory care by the educational program. this form may be photocopied as necessary.

SECTION I - TO BE COMPLETED BY APPLICANT

SECTION II - THIS SECTION MUST BE COMPLETED BY AN EDUCATOR OF THE INSTITUTION FROM WHICH THE APPLICANT IS
ENROLLED. THE SEAL OF THE INSTITUTION MUST BE IMPRESSED ON THIS FORM, OR THE STATEMENT AT THE BOTTOM OF THIS
FORM MUST BE SIGNED BY THE AUTHOR OF THIS SECTION AND THE SIGNATURE NOTARIZED. ALL SIGNATURES MUST BE ORIGINAL.

i, ___________________________________________ , do hereby certify that ___________________________________________ :
(name) (name of applicant)

  is currently enrolled in _____________________________________ in the _____________________________________ located in
(institution name) (name of program)

_____________________________________ and that _____________________________________ is an accredited respiratory care
(institution city and state) (name of institution)

education program. expected graduation date _______________________________________ .

  has graduated from __________________________________________ located in _________________________________________
(name of institution) (institution city and state)

and that ____________________________________________________ is an accredited respiratory care program. date of graduation
(name of institution)

____________________________________ . type of degree/diploma/certificate awarded _____________________________________ 

  is no longer enrolled as a student of ____________________________________ located in ___________________________________ 
(name of institution) (institution city and state)

the records of this institution indicate that while enrolled the applicant  was  was not  the subject of disciplinary action during clinical education.
signature                                                                                                                        date

please affix
name printed                                                                                                                 title school seal

NOTE:  the institution has no seal 
signature

notary public embosser seal               state of                                                                                                                                  county (or city of st. louis)

                                                                           subscribed and sworn before me, this
                                                                           day of                                             year                    USE RUBBER STAMP IN CLEAR AREA BELOW.
                                                                           notary public signature                                                  my commission
                                                                                                                                                                                expires

                                                                           notary public name (typed or printed)
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missouri board for respiratory care
p.o. box 1335

STATE OF MISSOURI 3605 missouri boulevard
jefferson city, mo 65102-1335

division of professional registration telephone:  (573) 522-5864
REGISTRATION OF SUPERVISION tty (800) 735-2966

web: pr.mo.gov

SECTION I - TO BE COMPLETED BY APPLICANT

SECTION II - TO BE COMPLETED BY SUPERVISOR (SUPERVISION REQUIREMENTS AS REQUIRED BY THE RESPIRATORY CARE
PRACTICE ACT ARE REPRINTED ON THE REVERSE SIDE OF THIS FORM)

type of registration

new  change
name of applicant    first          middle       last     suffix          maiden

permit number (if applicable)    e-mail        social security number

residence address    street      city          state        zip

telephone number

name of supervisor

i understand that i must perform respiratory care services only under the direct clinical supervision of a licensed respiratory care practitioner
as approved by the missouri board for respiratory care. if, for any reason the arrangements for my supervision should change, i will notify
the missouri board for respiratory care immediately.

applicant signature        date

name of supervisor    first       middle       last     suffix          maiden

license number

name of practice setting (hospital, clinic, etc.) and address

practice setting telephone number

the above named applicant began  will begin    practice under my supervision on ______________________ . i consent to provide
(date)

direct clinical supervision as required by the respiratory care practice act to _________________________________________________ .
(name of applicant)

if for any reason, the arrangements of this supervision should change, i will immediately notify the board.

further, i do certify that my missouri respiratory care practitioner license is current and will be maintained throughout the period of
supervision.

signature     date

notary public embosser or        state of          county (or city of st. louis)
black ink rubberstamp seal

      subscribed and sworn before me, this
day of    year   USE RUBBER STAMP IN CLEAR AREA BELOW.

      notary public signature         my commission
      expires

      notary public name (typed or printed)
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Missouri Board for Respiratory Care
Chapter 3 – Supervision

4 CSR 255-3.010 Supervision of Permit Holders

PURPOSE: This rule defines the supervision requirements for permit holders.

(1) permit holders shall be allowed to perform the services of a respiratory care practitioner under direct clinical supervision
pursuant to section 334.890.4, rsmo. the permit holder shall perform services according to the supervisor’s direction, con-
trol and oversight. for the purposes of this rule, direct clinical supervision requires that the supervisor or supervisor’s
designee must be immediately available for communication with the supervisee and the supervisor must be able to provide
a licensed respiratory care practitioner on-site within thirty (3) minutes of notification.

(2) the supervisor of a permit holder shall maintain control, oversight, guidance and responsibility concerning a patient
receiving respiratory care services from a permit holder.

(3) a supervisor of a temporary permit holder or temporary educational permit holder shall be currently licensed by the
board. in the supervisor’s absence, s/he may specify a designee to serve as a supervisor for the temporary permit holder
or temporary educational permit holder. the supervisor’s designee shall be a licensed respiratory care practitioner.

(4) the supervisor shall complete section ii of the verification of supervision form.

(5) the supervisor shall ensure that the supervisee receives a minimum of one (1) hour per week supervision in individual
face-to-face contact by the supervisor or the supervisor’s designee.

(6) the supervisee shall only provide respiratory care services as defined in section 334.810, rsmo appropriate to and
consistent with the supervisee's education, training, experience and intended practice.

(7) if the approved supervisor is unwilling to continue to provide supervision of the supervisee, the supervisor should notify
the board in writing within fifteen (15) days.

(8) if a temporary permit holder or temporary educational permit holder works at multiple facilities or organizations, the tem-
porary permit holder or temporary educational permit holder shall have a supervisor at each facility or organization at which
the permit holder works.

AUTHORITY: sections 334.800, 334.840.2, 334.850, 334.890.4, 334.910 and 334.920, RSMo Supp. 1999. * Emergency
rule filed June 25, 1998, effective July 6, 1998, expired Feb. 25, 1999. Original file ruled June 25, 1998, effective Jan. 30,
1999. Amended: Filed Dec. 30, 1999, effective June 30, 2000.

*Original authority: 334.800, RSMo 1996, amended 1999; 334.840, RSMo 1996; 334.850, RSMo 1996, amended 1999;
334.890, RSMo 1996, amended 1999; 334.910, RSMo 1996, amended 1999; 334.920, RSMo 1996, amended 1999.

mo 375-0203 (9-06)



MISSOURI BOARD FOR RESPIRATORY CARE
STATE OF MISSOURI P.O. BOX 1335
DIVISION OF PROFESSIONAL REGISTRATION 3605 MISSOURI BOULEVARD

VERIFICATION OF WORK EXPERIENCE JEFFERSON CITY, MO 65102-1335
TELEPHONE:  (573) 522-5864
TDD (800) 735-2966

INSTRUCTIONS
Complete Section I and provide this form to your supervisor, medical director, department director or human resource department. This 
verification form must be returned by the supervisor to the Missouri Board for Respiratory Care within ninety (90) days of your application. 
This form may be photocopied as necessary.

SECTION I - TO BE COMPLETED BY APPLICANT
NAME (FIRST, MIDDLE, LAST, SUFFIX)

OTHER NAMES THAT YOU HAVE BEEN KNOWN AS

SOCIAL SECURITY NUMBER DATE OF BIRTH

NAME OF EMPLOYER

The Missouri Board for Respiratory Care requests that I submit evidence of work experience in the performance of the duties of a respiratory 
care practitioner as defined in the respiratory care practice act. I hereby authorize _______________________________________________

(NAME OF EMPLOYER)

to release any information in pertaining to me, favorable or otherwise, directly to the Missouri Board for Respiratory Care, P.O. Box 1335, 
Jefferson City, MO 65102.
APPLICANT SIGNATURE DATE

SECTION II - THIS SECTION MUST BE COMPLETED BY A SUPERVISOR, MEDICAL DIRECTOR, DEPARTMENT DIRECTOR OR 
HUMAN RESOURCE DEPARTMENT. THIS FORM MUST BE SIGNED BY THE AUTHOR OF THIS SECTION AND THE SIGNATURE 
NOTARIZED. ALL SIGNATURES MUST BE ORIGINAL. 

I, ________________________________________________ , do hereby certify that ___________________________________________ 
(NAME) (NAME OF APPLICANT)

performed the duties as a respiratory care practitioner as defined in the Respiratory Care Practice Act from ___________________________ 
(BEGINNING MONTH/YEAR)

to ___________________________ .
(ENDING MONTH/YEAR)

SIGNATURE DATE

NAME PRINTED TITLE

NOTARY PUBLIC EMBOSSER SEAL STATE OF COUNTY (OR CITY OF ST. LOUIS)

SUBSCRIBED AND SWORN BEFORE ME, THIS

DAY OF YEAR USE RUBBER STAMP IN CLEAR AREA BELOW.
NOTARY PUBLIC SIGNATURE MY COMMISSION

EXPIRES

NOTARY PUBLIC NAME (TYPED OR PRINTED)

MO 375-1077 (2-2020)



IMPORTANT NOTICE 

TO: Applicants 

FROM: Vanessa Beauchamp, Executive Director 

RE: Criminal Background Checks – Fingerprinting Requirements 

DATE:  September 6, 2018 

The Missouri Board for Respiratory Care utilizes IdentoGo to fingerprint applicants for 
licensure/registration.  

The Respiratory Care 4 digit code is 2967 (for ALL applicants within or outside Missouri). 

 Individuals needing to be fingerprinted WITHIN the State of Missouri.
 Applicants will need to register with the Missouri Automated Criminal History Site

(MACHS) at www.machs.mo.gov OR telephone 1-844-543-9712 (IDEMIA).
 Upon completing the registration you will be routed to the IdentoGo website for 

selection of fingerprint card processing.
 Upon completing the registration you will receive an 8 digit Transaction Control 

Number (TCN). This number will be used to track your fingerprints through the 
background check process.

 An email notification will be sent once registration has been complete with a link to a 
Printable Service Summary and basic instructions

 Individuals needing to be fingerprinted OUTSIDE of the State of Missouri.
 Applicants will need to contact the office via email rcp@pr.mo.gov to request a 

fingerprint card (FD-258) to be mailed directly to them via postal service.
 Out–of-state applicants will take their fingerprint cards to their local law enforcement 

office for fingerprinting. The fingerprints may be traditional ink rolled or LiveScan.
 Upon completing the card requirements, Applicants will need to register with the 

Missouri Automated Criminal History Site (MACHS) at www.machs.mo.gov OR 
telephone 1-844-543-9712 (IDEMIA).

 Upon completing the registration you will be routed to the IdentoGo website for 
selection of fingerprint card processing.

 Mail the signed pre-enrollment confirmation page and the completed fingerprint card 
to the below address:

 Prints Inc.-IdentoGo Missouri Card Scan Operations
100 Salem Court
Tallahassee, FL 32301

NOTE:  
DO NOT submit fingerprints or fingerprint fees to the Board office. 



 
 

Section One:  Agency Information 
 
AGENCY 4-DIGIT MACHS REGISTRATION NUMBER:  __________________ 
 
Agency Name: ________________________________________________________________________________  
 
Agency ORI: __________________________________________ Agency OCA: ___________________________ 
                                      

 
 

Section Two:  The Missouri Automated Criminal History Site (MACHS) 
 
For fingerprinting services through the state electronic fingerprint vendor, you must first register with the Missouri 
Automated Criminal History Site (MACHS). If you do not have internet access, you may contact the vendor 
(IDEMIA) at 844-543-9712 for assistance with registration. 
 
MACHS Registration Instructions: 
1. Log-on to www.machs.mo.gov 
2. Click on the "blue box" Click here to register with the fingerprint portal 
3. Click on the "blue box" Click here to register with MACHS 
4. Enter the 4-digit registration number provided by your agency.  Click "enter" 
5. Enter your personal information in the appropriate fields and proceed through the registration process. 
6. Near the end of registration, you will be asked to verify all personal data and agency information before 
proceeding.  If all information entered is accurate and complete, click “complete registration.”  This will redirect 
you to IDEMIA’s website for further instruction.  
7.  Please note your Transaction Control Number (TCN) for future reference. 
8.  Email and/or phone number, and Date of Birth will be required at the fingerprint vendor location to search for 
your registration transaction. 
 

 
 
The processing fee is automatically calculated based on the 4-digit registration number that was entered at the 
beginning of registration. All fees are payable to IDEMIA at the time of fingerprinting unless a billing account has 
been established by your agency.  
 
Once fingerprinting is completed, IDEMIA will transmit your photo, personal data, and fingerprint images to the 
Missouri State Highway Patrol (MSHP) for processing. The results of the search will be provided to the authorized 
agency within approximately 1-5 business days.  NOTE:  IDEMIA does not have access to criminal history.  For 
questions about your results, contact the requesting agency or MSHP.  Please reference your TCN. 
  

 
 

Missouri State Highway Patrol 
Applicant Fingerprint Services of Missouri 
 
Applicant Fingerprint Form for State and FBI Criminal History Background Checks 

SHP-984D    08/18 
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Missouri Non-Resident Cardscan  

Universal Enrollment Platform Processing Overview  

Cardscan processing is available for those applicants residing outside of Missouri or physically unable to 
visit an IdentoGo location.  In order to complete the process, applicants must complete the following 
steps. 

1. An Applicant should obtain a set of fingerprints from a local law enforcement agency or other 
entity that provides fingerprinting services.  These fingerprints may be either traditional ink 
rolled fingerprints on a FBI (FD-258) fingerprint card or LiveScan fingerprints printed to a FBI (FD-
258) fingerprint card.   

 
*Please provide the following information to the technician capturing the fingerprints* 

 

 Capturing  Four-Finger Slaps:   
o Fingers must be placed vertically, straight up-and-down, when  

capturing the four-finger slaps as depicted to the right: 
 

o Missouri State Highway Patrol will reject or refuse to process any  
fingerprint cards that have the four finger slap prints at an angle.  

 

 Capturing Individual Fingers:   
o Each finger and thumb will need to be rolled completely from one side of the 

fingernail to the other side of the fingernail.  
o Missouri State Highway Patrol will reject and refuse to process any fingerprint card 

that contains non-rolled fingerprints.   
 

 Submitting Fingerprint Cards: 
o Fingerprints may be submitted on standard FD-258 FBI applicant cards  
o The fingerprint card must be completely filled-out in legible print. The following 

information must be included or the Fingerprint Card will not be processed: 
 Full name 
 Date of birth 
 Social Security Number  
 Home address  
 Sex 
 Height 
 Weight 
 Hair color 
 Eye color 
 Place of birth (state or country only) 
 Citizenship 

 

  

http://www.identogo.com/
https://www.identogo.com/locations/missouri
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 2. Once fingerprints are captured on a fingerprint card and the individuals demographic data is 
 completely filled-out on the fingerprint card, please follow the steps listed below:   

�  Pre-enroll on the MACHS system at www.machs.mshp.dps.mo.gov/.  

�  After registering, the applicant will be routed to the IdentoGO website for selection of 
 Fingerprint Card Processing.
 i. All processing fees will be collected during the pre-enrollment process.  
 ii. A pre-enrollment confirmation page will be provided once registration is 
 complete. 

�  Print and sign the completed pre-enrollment confirmation page, which includes the barcode 
 printed on the top right of the page. 

�  Mail the signed pre-enrollment confirmation page and the completed fingerprint card to:

 IdentoGO
 Cardscan Department� – Missouri Program
                    100 Salem Ct.

                                                            Tallahassee, FL 32301
�  For further instructions, each applicant should contact their employer or agency contacts for 
 those details.

Please review the following pages for more detailed instructions regarding the Universal Enrollment 

Platform Pre-Enrollment process. More information can be found on the IdentoGo Missouri website, 

found at https://www.identogo.com/locations/missouri.   
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Directions for Pre-enrollment and Payment – Required for ALL Fingerprint Cards 

1. Complete registration on the MACHS page (www.machs.mshp.dps.mo.gov/) using the 4-digit 
registration code provided by the requesting agency. 

 

2. After entering their demographic information is complete, applicant will be routed to the 
IdentoGO page for completion. 

3. Confirm information displayed is correct. 

 

4. Select “Register for Fingerprint Card Processing Service”. 

 

5. Confirm you would like to submit Fingerprint Cards by clicking “yes”. 
6. Confirm Date of Birth by re-entering applicant Date of Birth, then click “Next”. 

 

 

 

http://www.identogo.com/
https://www.identogo.com/locations/missouri
http://www.machs.mshp.dps.mo.gov/
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7. Pay using an authorization code provided by agency or employer, or pay with credit card.  Once 
payment information has been entered, click “Submit”. 

 

8. Once you have submitted your payment, you will be directed to the final registration page. You 

will need to complete sections 2 and 3 after printing.  Submit this page along with your 

fingerprint card for processing to the address listed in Section 4.  An example of the final screen 

is shown below. 
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9. An e-mail notification will be sent once registration has been complete with a link to a Printable 

Service Summary and basic instructions. 
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AGENCY PRIVACY REQUIREMENTS FOR NONCRIMINAL JUSTICE APPLICANTS 

Authorized governmental and non-governmental agencies/officials that conduct a national 

fingerprint-based criminal history record check on an applicant for a noncriminal justice purpose 

(such as employment or a license, immigration or naturalization matter, security clearance, or 

adoption) are obligated to ensure the applicant is provided certain notice and other information 

and that the results of the check are handled in a manner that protects the applicant’s privacy. 

These obligations are pursuant to the Privacy Act of 1974, Title 5, United States Code (U.S.C.) 

Section 552a, and Title 28, Code of Federal Regulations (CFR), Section 50.12, among other 

authorities. 

• Officials must provide to the applicant written notification
1 

that his/her fingerprints will be

used to check the criminal history records of the FBI.

• Officials must ensure that an applicant receives, and acknowledges receipt of, an adequate

Privacy Act Statement when the applicant submits his/her fingerprints and associated

personal information.
2 

• Officials using the FBI criminal history record (if one exists) to make a determination of the

applicant’s suitability for the employment, license, or other benefit must provide the

applicant the opportunity to complete or challenge the accuracy of the information in the

record.

• Officials must advise the applicant that procedures for obtaining a change, correction, or

update of an FBI criminal history record are set forth at 28 CFR 16.34.

• Officials should not deny the employment, license, or other benefit based on information in

the criminal history record until the applicant has been afforded a reasonable time to

correct or complete the record or has declined to do so.

• Officials must use the criminal history record solely for the purpose requested and cannot

disseminate the record outside the receiving department, related agency, or other

authorized entity.
3 

The FBI has no objection to officials providing a copy of the applicant’s FBI criminal history 

record to the applicant for review and possible challenge when the record was obtained based on 

positive fingerprint identification. If agency policy permits, this courtesy will save the applicant the 

time and additional FBI fee to obtain his/her record directly from the FBI by following the 

procedures found at 28 CFR 16.30 through 16.34. It will also allow the officials to make a more 

timely determination of the applicant’s suitability. 

Each agency should establish and document the process/procedures it utilizes for how/when it gives 

the applicant notice, what constitutes “a reasonable time” for the applicant to correct or complete 

the record, and any applicant appeal process that is afforded the applicant. Such documentation 

will assist State and/or FBI auditors during periodic compliance reviews on use of criminal history 

records for noncriminal justice purposes. 

1 
Written notification includes electronic notification, but excludes oral notification. 

2 
See https://www.fbi.gov/services/cjis/compact-council/privacy-act-statement 

3 
See 5 U.S.C. 552a(b); 28 U.S.C. 534(b); 34 U.S.C. § 40316 (formerly cited as 42 U.S.C. § 14616), Article IV(c); 

28 CFR 20.21(c), 20.33(d), 50.12(b) and 906.2(d). 

Updated 05/10/2017 

Non-substantive updates incorporated in January 2018 



Privacy Act Statement 
 

This privacy act statement is located on the back of the FD-258 fingerprint card. 
 

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.   

   

         As of 03/30/2018 
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