
Indiana Healthcare Professionals LLC.

1417 Bear St. Suite B, Madison, Indiana 47250   Phone:  (812) 273-6900  

-------------------------------------------------------------------------------------------
Certified Nurse Aide Program Application

Send this form, along with a check or money order for $200.00 (non refundable) to Indiana Healthcare Professionals LLC. 1417 Bear Street Suite B, Madison, Indiana 47250.  Payment of this fee will reserve your seat for the next available class, with the balance of $500.00 due before the first day of class unless a payment plan arrangement has been made. If you pay the fee in full and choose not to take the class there is NO REFUND AVAILABLE.
Last Name:  ______________________   First Name: _________________   MI: ____

Social Security Number:  _______-_______-_______

Date of Birth:  ______________, Street Address: _______________________________

City, State& Zip code: ______________________County _______________________

Home phone No: ____________________
Cell Phone: _________________________

Email address: _________________________________________

Do you have a High School Diploma or GED? ______________ (recommended but not required)

Can you perform & understand basic math? _________

Are you able to read, speak and understand English? ___________

Do you have a photo I.D.? _________

Are you a U.S. Citizen? __________, if no, what is you alien status ________________

Have you ever been convicted of a felony or misdemeanor? __________, if yes explain

Please explain: ___________________________________________________________

Please list any allergies you may have ________________________________________

Have you ever been a CNA before? ________if so, what State? ____________ Exp. Date______
Which class are you registering for?    Date: ___________
Day or Evening: __________

I certify to the best of my knowledge that the above information is correct, and understand that intentional falsification of information may subject me to immediate dismissal.

Signature: _____________________________________
Date: ___________________

Please read carefully and sign

It is policy of Indiana Healthcare Professionals LLC. That equal educational opportunities be available to all without regard to race, color, gender, sexual orientation, religion, national origin, age, disability, or veteran status.

The receipt of this application does not imply that the applicant will be admitted into the education program.  Each question should be answered in a complete and accurate manner since no action will be taken unless all questions are completed.

I certify the information in this application (and in any accompanying documents) is true and complete in all respects.  If admitted into an education program, I understand any omission; false or misleading information in this application discovered any time during the admission process or after acceptance is initiated, may lead to my termination from the program with no refund. I understand that I will be drug tested, and if I fail the drug test, I will be terminated from the class and no refund will be issued. I also understand that if I am found to have a criminal background that I have not disclosed, I will be terminated from the class and no refund will be issued. 
I understand that consideration for admission into the program is contingent upon completing the application process, submitting all related forms that must be signed and returned to the program director.  I understand that my acceptance is contingent upon successful completion of this process.  

If accepted for admission in the educational program, I agree to comply with established rules, policies and procedures of Indiana Healthcare Professionals LLC and as established in the individual program booklet and student handbook. 

Applicant’s Signature     ________________________________________ 

Date: ________

Applicant’s Printed Name ____________________________________________

List of things you are required to have before you can start class. 

· You must have the physical form filled out by a physician. 
· You must obtain a criminal check from the sheriffs office/county you reside in
· You must have a TB Test (PPD) which can be done in our office (must be a two-step) $20
· You must have taken the short written test and math test

· You must have 2 pairs of ROYAL blue scrubs 

· With clean white tennis shoes 

· You must have a stethoscope 

· Gait belt 

· Watch with a second hand

· Drug screening 5 panel drug screen (urine test). $50 if offered by Indiana Healthcare Professionals. (if available)
Program Fees

Tuition is $700.00 with a deposit of $200.00 to reserve your seat in the next class.  The remaining balance of $500.00 is due before the first day of class; unless a payment plan arrangement has been approved by the Program Director this does not include the state testing fee. At the end of class a $75 State Testing fee must be paid prior to scheduling a state testing date.  Fees may be paid in the form of cash, check or money order or visa/MasterCard is accepted.  Returned checks or checks written on a closed account are subject to a $60.00 fee or the standard bank fee.  All cost must be paid before the first day of class
Refund Policy

If you pay the fee in full prior to class and decide that you do not want to take the class you will not receive a refund !.  We offer classes determined by how many students we have paid.  If we do not have enough students we cannot run a class.  For example failing to come to class on the first scheduled day will result in loss of your money or deposits.  We reserve the right to cancel or post pone any class at any time, without the option of a refund.  

If you pay the fee in full
	If you Formally withdraw from the program…
	Then this portion of the tuition will be refunded:

	Deposit of $200
	Non refundable

	- during the first week of class Monday &                               Tuesday
-  at the end of the first week of classroom on Wednesday, Thursday, Friday. 
	       20%

         0%




As you can see in the previous chart, you may lose a substantial amount of money if you 

start classes and then decide to withdraw.  

Failure to attend class is not considered adequate notification of withdrawal.

Refund Policy for Students who opt for the payment plan

	If you formally withdraw from the program
	This portion of your fee will be refunded

	Deposit $200.00 
	       Non Refundable

	· During the first week of classroom on 

      Monday & Tuesday

· at the end of the first week of classroom on

                     Wednesday, Thursday, Friday
	          10%

            0%




As you can see in the previous chart, you may lose a substantial amount of money if you start classes and then decide to withdraw.  You may still be responsible for paying part or all of the tuition costs, depending on when you withdraw.

***Please return this application to the office prior to start of class.  You may keep the requirement check off sheet for your use.  

Indiana Healthcare Professionals
1417 Bear Street Suite B
Madison, Indiana 47250

812-273-6900

Student Name _____________________
TB Form

1st Step 

	1st TB test/Date

Lot #       Expiration date
	Location of Test
	Given By/Name

	
	
	

	Date TB Test read
	Results
	Read by

	
	
	


2nd Step 



                   

	Date 2nd step TB test given

Lot #       Expiration Date 
	Location of Test
	Given By/Name



	
	
	

	Date 2nd step TB test read
	Results
	Read by

	
	
	


Indiana Healthcare Professionals
1417 Bear Street Suite B
Madison, Indiana 47250

812-273-6900

Physical Form

Student to complete this portion of the form:

Students Name: ________________________
Age: ______

1.
Have you ever had any injury to your back?


Yes  
No

2.
Have you ever had surgery or treatment to your back?
Yes 
No

3.
Have you had any other injuries?



Yes 
No

4.
Do you have any physical defects or disease?

Yes 
No

5.
Do you have any hearing or speech defect?


Yes
No

If you answered YES to any of the above, please    explain: ___________________________________________________________ ______________________________________________________________________

Physician completes this section of form:
I find ____________________ capable of performing the task of nurse aide training.

            Students Name

____________________________________

Physician Signature
Date

Student completes this section of form:

I understand that if I misrepresented any fact, may be cause for dismissal.

______________________________
______________

___________

Student Signature



last 4 digits of SS#

Date 
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