ACTS CNA MEDICAL CAREGIVERS TRAINING PROGRAM APPLICATION
Date:       



 


Referred By:       
APPLICANT’S INFORMATION
Name
First:      


Middle:
      

Last:      

SSN:      
Birthdate:      /     /     

Email address:      
Please Check One

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?       
If less than six months, please list previous residence: 
Previous Address:       
Landlord/rental company:           
Telephone: (     )     -     
How long at this address?      
 yrs       mos

Who did you live with?       
Will you be willing to provide documentation of residency in Prince William County?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
CHILDREN:

If you have children in your custody, list names and birthdates:
	1.                                                              
	          

	         First

  MI

     Last
	Birthdate

	 2.                                                             
	          

	         First

  MI

     Last
	Birthdate

	3.                                                              
	          

	         First

  MI

     Last
	Birthdate

	4.                                                              
	          

	         First                         MI                        Last
	Birthdate

	


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:
$     


Will you be willing to provide documentation of your government assistance?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 

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

Will you be willing to provide documentation of your income?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 

TRANSPORTATION HISTORY

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


State:      
If you do not have a vehicle, will you be able to arrange consistent transportation to attend classes?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

EDUCATIONAL HISTORY


Do you have a high school diploma or GED?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No 
Year:                                   School:                            City/ State:      
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:      
If you do not have a GED, will you be willing to take a pre-test to determine reading and writing comprehension?           FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

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- 
Have you ever been convicted of a crime?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 

If yes, explain most recent:      
When?      
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:       
Probation/ Parole Officer’s Name:        

Telephone:      
Will you consent to a background check?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Additional convictions (applicants will be subject to a background check upon acceptance):

     
Have you ever been charged with a DUI or a drug related crime?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
If yes, have you ever been to a rehabilitation center?      
Where/when?      
Do you attend AA/NA meetings?      
Have you or any family member ever served in the military?  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?

     
Classes will require 100% attendance to maintain your spot, will you agree to these terms?    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No  
Are you BLS CPR certified?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If not, do you agree to become BLS CPR certified if accepted?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Do you have a negative Tuberculosis screening from last 6 months?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 

If not, will you get a TB Screening?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No 

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

      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 also understand that for purposes of assessment and program eligibility, information may need to be obtained from other individuals or agencies listed on this application (landlords, employers, probation/ parole officer, counselor, educational institutions, Department of Social Services, Community Services Board) to which I give my consent.

      However, ACTS may not discuss my case with:      


I also understand the information that the above-mentioned may have provided may be reflected in this application process. 

Applicant’s Signature:      




Date:      
 (can be inputted electronically)













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, mailed to P.O. Box 74, Dumfries, VA 22026, or e-mailed to rspence@actspwc.org.
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