Washington, D.C. Nurse Aide Program ...

APPLICATION FOR COMPETENCY EVALUATION m—

PLEASE PRINT LEGIBLY — USE INK ONLY

This registration form must be completed if you wish to take the NNAAP® Examination. You are responsible for completing the form. You
may ask your employer or someone from your training program for assistance in completing the form. The personal information will only
be used to determine your eligibility to test. Failure to provide complete and accurate information may delay your nurse aide test or prevent
your entry on the DC Nurse Aide Registry.

1. PERSORNAL INFORIMATION Enter the requested information on the appropriate line. Enter your name as you would like it to
appear on your nurse aide registration. An identification number is needed to process your application. If you do not have a Social Security
number, please check the box below. By checking the box as indicated you are acknowledging that you would like a nine-digit number to be
assigned for Registry purposes.

Socrall\?ecuglty { - l l ] " I don't currently have a Social Security Number. | understand that | will be required
umaper: i i i

e {...: tohave a Social Security number within my two-year certification period.

] |

i /} nEn Gender: [ ] FEMALE [ | MALE

M M D D Y Y Y Y

CURRENT Legal Nam‘e: DO NOT USE NICKNAMES '
BRERER [EEERERER N
LAST

MAIDEN Name: (if applicable)

HEREEERREEREEEEE

Majling Addre;s: “ ’ , ;
STREET (number and name) R S APARTMENT NUMBER y
DI o CELET)-[1 T

BRRER
STATE ZIP CODE (MUST be completely filled out,

Home Phone Number: 1 } H Q

Ty

i 7 11 i I :
‘ L I Work Phone Number: l ] ! L
AREA CODE AREA CODE

Ethnic Group (optional). Please mark only one.
I | American Indian/Alaskan Native [ ] Black (Non-Hispanic)/African American .| Hispanic
] Asian American ["] Caucasian (Non-Hispanic) ] Other

2. EXAMINATION TYPE AND FEES (check only one box)
Check the box indicating the exam that you need to take. If you are applying for first time, you must take both the Written (or Oral)
Examination and the Skills Evaluation. You must choose between the Written Examination and the Oral Examination; you may not reg-
ister for both. (For more information about the Oral Examination, refer to the District of Columbia Nurse Aide Candidate Handbook.)

Check/MO Credit Card

1. [ 1 Written Exam and Skills EValuation (FIFSE-time) .........ccoceeeeereeeeseeeeresesesevsesseessnens $117.00% v $121.00

2 i English-Oral Exam and Skills Evaluation (first-time)....... .. $127.00* ... ...$131.25

3 | Spanish-Oral Exam and Skills Evaluation (first-time) $127.00% ccoviiieeinne. $131.25
4, | Written Exam and Skills Evaluation (Fe-Test) .......cccoviivivcririiiireeee e eccns e $105.00 .o, $108.75

5. i | English-Oral Exam and Skills Evaluation (re~f@st) ........cccceeeevvvevcvieevcvimreciiiireniieinnnnn 311500 e, $119.00

6 ....$119.00
7

8.

9

-
e

*The fee for the first-time you test includes a (one-time) $12 Registry placement fee. Amount enclosed : $ r{ {_7
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Examination fee: Must be paid in the form of a certified check, company check, or money order, made payable to “American
Red Cross” (ARQ). Your examination fee may also be paid by Master Card or Visa (NO debit cards accepted), but there is a
surcharge associated with the use of credit cards. NO PERSONAL CHECKS OR CASH ACCEPTED. FEES ARE NON-REFUNDABLE ONCE
SUBMITTED BECAUSE THEY COVER THE ADMINISTRATION COSTS OF REGISTRATION AND TESTING.

Credit Card Payment: MasterCard and Visa credit cards are accepted. The request for approval of credit card payments will be done only once. If
card is declined, an alternate form of payment is required. Print and sign your name as it appears on your card. Indicate the credit card selection,
credit card number, and expiration date. If paying by credit card, you may fax your application to the American Red Cross at (866) 257-6506.

Name (Print): Signature:
[ IMastercard [ ]Visa  Credit Card #l I I I l l I ] l E | ] ] l ] l I Expiration Date Dj/Dj
3. ELIGIBILITY ROUTE INFORMATION (check only one box)

PL

_i D1-1have completed a DC Department of Long Term Care-approved nurse aide training program within the last 24
months, and | am not currently on the DC Nurse Aide Registry or on a nurse aide registry in another state.

LI I have enclosed a photocopy of my nurse aide training completion certificate, issued within the last twenty-four
(24) months by an approved DC nurse aide training program.

| D2-1have completed an equivalent practical nursing or registered nursing Fundamentals of Nursing course with a clinical
component within the USA.

"1 I have enclosed a photocopy of my official school transcript.

Ef;;‘?a ofTning [ 1| | [ 1] | 1] ||| [ [ Tanngeosam <y

... D4 -1have trained as an RN or LPN outside the United States and have no United States nursing license.
[ 1 have enclosed a copy of my foreign credentials certification.
ii 1 have enclosed a CGFNS report that confirms my training as a nurse in my home country.

D5 —{ am taking the NNAAP™ Examination for re-application to become current on the Registry after lapsing. My Registry
Certificate has expired within the last twenty-four (24) months.

1 1 have enclosed a photocopy of my expired Registry Certificate.
DC Nurse Aide L ‘ ’ ] E ] { l [
Registration |D Number: -

i | | i

O]
O

i

j

| : |
Registration Expiration Date: ’ | | / ‘ |/ \ I | ;
, M M DD Y YYVY
{ | D6 - | am taking the NNAAP® Examination for re-application to become current on the Registry after lapsing. My Registry Cer-
ificate expired more than twenty-four (24) months ago and | have completed an approved nurse aide training program.
I have enclosed a photocopy of my expired Registry Certificate.
{_i I'have enclosed a photocopy of my nurse aide training completion certificate, issued within the last twenty-four
(24) months by an approved DC nurse aide training program.
DC Nurse Aide Y } ‘ k [‘ 1 1
Registration ID Number: | | | | ‘

Registration Expiration Date: ] ........... l AAAAAAAA J / !l / 5[
M M DD Y Y Yy

TRAINING PROGRAN INFORNIATIONM Enter the name of the DC Department of Long Term Care-approved train-
ing program where you completed your nurse aide training. If you fall under one of the following eligibility routes, please use the
code indicated below:

D2 -StudentNurse. . ......... ... ... 99994 D5 — Lapsed Nurse Aide—Iless than 24 months. .. 99995
D4 - Foreign trained RN or LPN. . .. ............ 99910
Name of Training Program: T E f ! [ 1 E j % [ ] I I‘} l { i E } } l
T | P
Training Program Code: _}__Jjwjj Date Completed Training : | [ j /! IR | i ! }
M M DD Y Y Y Y

ENMIPLOYNMENT INFORMATION Enter the nursing facility/employer name, code and date of hire where you are currently
employed. (You are considered employed if you are being paid by a health care provider.) If you are not working as a Nurse Aide, print
“UNEMPLOYED" in the space labeled “Nursing Facility/Employer” and enter 99996 as your “Nursing Facility/Employer Code”.

Name of Facility/Employer: % ii ‘ T ‘ E f ; ; ] F 1 ILI | % 1 F l [ ! I } 1

NursingFacili’(y/Emplc’yerCode:g | ] 1 1 | ] Dateoinre:' /l J 5/ i ‘ E ]
M M DD Y Y VY

EASE REVIEW YOUR APPLICATION. BE SURE IT IS CORRECT AND ACCURATE. IF YOUR FORM IS INCOMPLETE, OR YOU

HAVE NOT ENCLOSED THE CORRECT EXAMINATION FEES, OR YOU HAVE NOT ATTACHED A COPY OF THE REQUIRED
DOCUMENTATION, YOUR APPLICATION WILL BE RETURNED TO YOU. THIS WILL DELAY YOUR REGISTRATION. THE
AMERICAN RED CROSS IS NOT RESPONSIBLE FOR MISDIRECTED MAIL.



6. REGISTRANT CERTIFICATION | hereby certify that the information provided on this registration form is true and ac-
curate, and that | am the person whose name appears on the form.

SIGNATURE DATE
Mail your completed application, including all required documentation and fees to:

American Red Cross
1804 North Sixth Street
Harrisburg, PA 17102

For test scheduling inquiries, please call: (888) 399-7729.



