
West Virginia Department of Health and Human Resources 
Patient Authorization for Designation of Caregiver 

A photocopy, facsimile, or other electronic version of this document may be accepted as an original signature. 

Place Stamp Here 

I, ________________________________, affirm that I am designating _______________________________ 
Patient’s Name   Caregiver’s Name 

to serve as my caregiver in order to assist me in the use of medical cannabis. 

______________________________________________________________________ 
Patient Signature, or in the case of a minor, Parent/Legal Guardian Signature       Date 

______________________________________________________________________ 
Relationship to Patient 

State of __________________________ 

County of ________________________ 

This record was acknowledged before me on _____________________by_______________________ 

Notary Public 

My commission expires ___________________________ 

A Patient Authorization Form is required as documentation of a patient’s designation of an individual to serve as the patient’s 
caregiver. This fully executed form must be submitted with the Caregiver’s application. 

PATIENT NAME 
Last Name  First Name Middle Name 

CAREGIVER NAME 
Last Name  First Name Middle Name 

Address 

City State Zip Code 

Social Security Number Date of Birth 



 

 

Criminal Background Check Rights Acknowledgement 
 

A photocopy, facsimile, or other electronic version of this document may be accepted as an original signature 

 

 

 

By my signature below, I acknowledge receipt of the documents entitled NONCRIMINAL JUSTICE 

APPLICANT’S PRIVACY RIGHTS and PRIVACY ACT STATEMENT from the West Virginia Department of 

Health and Human Resources, Bureau for Public Health, Office of Medical Cannabis website; I certify that I have 

read and understand both of those documents. 

 

 

 

___________________________________    _________________________________ 

Printed Name        Date 

 

___________________________________ 

Signature 

 

 

A signed copy of this document is required for each principal, operator, financial backer, and employee at the time of 

initial permit application.   

 

 

 

 

 

 

 

 



 
WV Office of Medical Cannabis Use Only 

 

Fingerprint Service Code Form 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
       Please bring one of the identification documents from the list below to your enrollment appointment. 
 

 Driver's License issued by a State or outlying possession of the U.S. 
 Driver's License PERMIT issued by a State or outlying possession of the U.S. 
 State ID Card (or outlying possession of the U.S.) with a seal or logo from State or State Agency 
 Federal ID Card with a seal or logo from a Federal agency 
 Government ID Card with a seal or logo from local government agency 
 Commercial Driver's License issued by a State or outlying possession of the U.S. 
 Department of Defense Common Access Card 
 Employment Authorization Card/ Document (I-766) with Photo 
 Foreign Driver's License (Mexico and Canada only) 
 Foreign passport 
 Military Dependent's Identification Card 
 Permanent Resident Card / Green Card (I-551) 
 Merchant Mariner Card (MMD) 
 Military ID Card 
 Passport Book or Card 
 Enhanced Tribal Card (ETC) 
 Visa 
 Uniformed Services Identification Card (Form DD-1172-2) 

 
 
 
 
 
 
 
 

Service Name:  Medical Cannabis Caregivers 
 

To Schedule your ten-minute fingerprint appointment, simply visit 
https://uenroll.identogo.com and enter the following Service Code 

 
228R1Q 

Service Code is unique to your hiring/licensing agency.  Do not use this code for another purpose. 

Don’t have access to the Internet?  You can still schedule an appointment by calling 855-766-7746 
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