ACTS CNA MEDICAL CAREGIVERS TRAINING PROGRAM APPLICATION*
*Please note that failure to fill out any section of this Application will result in automatic disqualification.
Date:  

Referred By:       
Name
First:      


Middle:
      

Last:      

SSN:      
Birthdate:      /     /     

Email address:      
Marital Status:   FORMCHECKBOX 
   Married
   FORMCHECKBOX 
   Single      FORMCHECKBOX 
  Separated
 FORMCHECKBOX 
 Widowed
 FORMCHECKBOX 
 Divorced

CURRENT ADDRESS/ HOUSING HISTORY:
Current Address:  
Street:     



City:      

State:      
Zip:      
Telephone Numbers:   Home: (     )     -     

Cell: (     )     -     
How long at this address?        yrs       mos    
Who do you live with?       
Do you live in Prince William County?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No

If yes, will you be willing to provide documentation?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
CHILDREN:

If you have children who currently  live with you, list names and birthdates (continue on back for additional space):
	1.                                                              
	          

	         First

  MI

     Last
	Birthdate

	 2.                                                             
	          

	         First

  MI

     Last
	Birthdate

	3.                                                              
	          

	         First

  MI

     Last
	Birthdate

	4.                                                              
	          

	         First                         MI                        Last
	Birthdate

	


If applicable, will you be able to arrange day care for your children during class hours?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
FINANCIAL HISTORY

Please check any assistance you are receiving or have received in the past

	TANF

 FORMCHECKBOX 
 Past    FORMCHECKBOX 
Current

Amount: $     
	Food Stamps

 FORMCHECKBOX 
Past    FORMCHECKBOX 
Current

Amount:  $     
	Medicaid 

 FORMCHECKBOX 
 Past    FORMCHECKBOX 
Current

Amount: $       
	VIEW Program

 FORMCHECKBOX 
Past    FORMCHECKBOX 
 Current
Amount: $     

	SSI

 FORMCHECKBOX 
 Past    FORMCHECKBOX 
Current

Amount:  $     
	Workman’s Comp

 FORMCHECKBOX 
Past    FORMCHECKBOX 
Current 

Amount:  $      
	Unemployment Compensation

 FORMCHECKBOX 
 Past    FORMCHECKBOX 
Current

Amount:  $     
	Spousal Support

 FORMCHECKBOX 
Past    FORMCHECKBOX 
 Current

Amount:  $     

	Day Care Assistance

 FORMCHECKBOX 
Past    FORMCHECKBOX 
Current

Amount:  $     
	Child Support

 FORMCHECKBOX 
Past    FORMCHECKBOX 
Current

Amount:  $     
	Day Care amount
  FORMCHECKBOX 
 Past    FORMCHECKBOX 
Current

Amount:  $     
	Total Amount Received from Assistance:
$     


What is your income, before taxes? $     /month or $     /year

How many people are in your household?      
Is anyone else in your household employed?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, what is your household income*? $     /month or $     /year

*Note: Eligibility for program is based on household income, which includes spouses, offspring, parents, or anyone else with whom you are financially tied. 
Do you have health insurance?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
If yes, check applicable category: 

 FORMCHECKBOX 
Private insurance                          FORMCHECKBOX 
Medicaid

 FORMCHECKBOX 
FAMIS                                          FORMCHECKBOX 
Medicare

 FORMCHECKBOX 
 VA/Tricare
TRANSPORTATION HISTORY

Do you have a current Driver’s License?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 


State:      
Do you have a car to go to and from class?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No

If not, will you be able to arrange consistent transportation to attend classes?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

EDUCATIONAL HISTORY


Do you have a high school diploma?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No 
Year:                                   School:                            City/ State:      
If no, do you have a GED?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Have you taken any college/ vocational courses?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No 

If so, when and with what school?       
List subject(s) studied:      
Did you graduate?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No   If yes, list year of graduation:      
EMPLOYMENT HISTORY (most recent job first)
	Employer:       
	Job title:      

	Full-time  FORMCHECKBOX 
          Part-time  FORMCHECKBOX 

	Supervisor:      

	Salary: $     /hr or $     /mo
	Telephone:      

	Start/end date (mm/yy-mm/yy):       -      
	Reason for leaving:      


	Employer:       
	Job title:      

	Full-time  FORMCHECKBOX 
          Part-time  FORMCHECKBOX 

	Supervisor:      

	Salary: $     /hr or $     /mo
	Telephone:      

	Start/end date (mm/yy-mm/yy):       -      
	Reason for leaving:      


LEGAL HISTORY*
* According to the Department of Health, convictions regarding abuse or neglect prohibit employment in a nursing facility. 
Have you ever been convicted of, pled guilty to or pled no contest to the violation of any federal, state or other law constituting a felony or misdemeanor excluding traffic violations except convictions for driving while intoxicated (DWI) or driving under the influence (DUI)?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 

If yes, explain:      
When did this occur?      
What state did this occur in?      

What was the sentence?       

Outstanding fines:       



Community Service hours:       
Probation/ Parole?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
No


Date Began:       
Date Ends:       
Please list any additional convictions:

     
Have you ever had action taken against you or been denied a license or certification in a health-related field in any jurisdiction?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Do you have a mental, physical, or chemical dependency condition which could interfere with your current ability to practice as a nurse aide?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
If yes, have you ever been to a rehabilitation center?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
Where/when?      
Additional comments:      
Have you ever served in the Coast Guard, the National Guard, or any other branch of the military? 

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
Do you have a spouse or parent who is currently or in the past served in the Coast Guard, the National Guard, or any other branch of the military? (*Note: This question pertains only to grant funding, and does not affect acceptance) 
 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 

MOTIVATION

Describe any previous experience in the medical field:      
Describe your study habits:      
Why do you want to be a Certified Nursing Assistant?

     
What are your employment/ professional aspirations? 
     
What will you bring to this program?

     
What type of employment are you seeking?  FORMCHECKBOX 
  Full-time      FORMCHECKBOX 
 Part-time
      FORMCHECKBOX 
 Seasonal     FORMCHECKBOX 
  Temporary     
Classes will require 100% attendance to maintain your spot. Describe any barriers or special circumstances that might make attending classes difficult for you:      
REFERENCES:

Please list two references other than family member that we may contact for a character reference:

	Name:     
	Years known:      

	Telephone: (     )     -     
	Relationship:       


	Name:     
	Years known:      

	Telephone: (     )     -     
	Relationship:       


Please read carefully and initial (*Note: Contains important eligibility information)
      I confirm that the information provided here is true to the best of my knowledge and belief.  I understand that the information that I have provided and may later provide, will not be released for general dissemination or publication.  
      I understand that all interviewed applicants will be subject to a Background screening. Any charges of abuse or neglect, or any other convictions that violate our clinical site’s eligibility criteria  will make a candidate ineligible for the program. 

     I understand that for purposes of assessment and program eligibility, all accepted applicants will be required to provide a verification of low-income status (pay stubs, DSS award letters, EBT card, etc.) and residency in Prince William County (driver’s license, utility bill, etc), and that failure to provide this documentation will make a candidate ineligible for the program
      I understand that in addition to the above eligibility verification, acceptance into the program will be contingent upon providing documentation of a negative Tuberculosis screening and a negative drug screening (both paid for by ACTS) within the allotted time period, and that failure to provide this documentation or testing positive for either screening will make a candidate ineligible for the program.
      I understand that if I am accepted into the program and do not have a current BLS (Basic Life Support) CPR certification, I will be required to get this prior to the start of the clinical portion of the program.

      I understand that while the course itself is free, all students will be required to pay a one-time non-refundable $50 supplies fee to cover books and other materials for the class. This is the only charge for the course, and will be required prior to class start date.
Applicant’s Signature:      




Date:      
 (can be inputted electronically)













*Please note: As this is a free program, there are limited spaces in each class. There has also been a tremendous level of community interest, and a large number of applications for each class. As a result, we are unable to offer the class to every eligible candidate who applies. Applicants should be aware that submitting an application is not a registration for the course, and that it is only the first step in the process. After reviewing all submitted applications, a select number of eligible candidates will be contacted for interviews. 
When completed, this form can be returned in person to the ACTS Administration building at 3900 Acts Lane, Dumfries VA 22026. It can also be faxed to (703) 221-3585 (Attention: Rachel Spence), mailed to P.O. Box 74, Dumfries, VA 22026, or e-mailed to rspence@actspwc.org.
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