Med-Cert Training Center

20 West Grace Street, Suite D
Bedford, OH   44146
Phone (440) 786-2378, Fax (440) 786-7327
Email:medcerttraining@yahoo.com
Application for Admission Nurse Aide Training Program
⁯ New Student

⁯ Returning Student

How did you hear about us?   

 ⁯Web

 ⁯ Friend 
⁯Other
I plan to enroll in the class scheduled for the month of ________________________________

Check one of the following:
 ⁯ Day       ⁯ Evening       ⁯ Weekend

Full Name_________________________________________________________________________________


Last




First




Middle
Mailing Address____________________________________________________________________________




Street





City

State


Zip

Home Telephone Number___________________________ Social Security #___________________________

Cell Number____________________________ Email Address ______________________________________

In Case of Emergency Notify________________________________   Phone Number ____________________
Education History: List High School, College or other schools attended including other Nurse Aide Training Programs

	School
	Address
	Years Attended

(mm-yy) / (mm-yy)
	Highest Level Completed
	Did You Graduate?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Employment History:  List your two most recent positions.

	Date (month and year)
	Employer
	Salary
	Position
	Reason for Leaving

	From:
	
	
	
	

	To:
	
	
	
	

	From:
	
	
	
	

	To:
	
	
	
	

	From:
	
	
	
	

	To:
	
	
	
	


                                                                                                                          TCEP STNA Application for Admission1 rm 5.27.08
***IMPORTANT INFORMATION***
Physical and 2-Step TB Test

Completed physical form and evidence of 2-step TB test must be submitted to Med-Cert on or before the FIRST DAY OF CLASS, (you can not attend if not completed).

Signature: _________________________________________________________

Criminal Background Check

Complete background check must be submitted to Med-Cert on or before the FIRST DAY OF CLASS.  

I swear and affirm that I have not been convicted of a crime, other than minor traffic violation.  I understand that Senate Bill 160 will not permit individuals with certain misdemeanors and felonies to work in Long-Term Care Facilities.

Signature: _________________________________________________________

By signing below, I verify that the information I have supplied in this document is true and complete to the best of my knowledge, and that I have read Med-Cert Training Center’s General Information and Policies.

____________________________________


____________________________________

Student Signature






Date

______________________________________________________________________________________

For Med-Cert Use:
Payment information:   ⁯Cash        ⁯Check or Money Order #________           Received by_________

                                            ⁯Credit Card

⁯Physical form

⁯General Information and Policies

Please Read General Information and Policies attached
TCEP STNA Application for Admission1 rm 5.27.08
Med-Cert Training Center

Refund Policy
Refund Policy:
No refunds will be made to students who withdraw from classes regardless of reason for withdrawal.  The application fee of $25.00 and the initial deposit of $225.00 which holds your place in class are both non-refundable.  When deposits are posted, others may have been denied placement in the training program due to lack of space.  Enrollment is on a first come first serve voluntary basis.  As a result, once deposits are posted they can not be refunded.  You will not be held responsible for the unpaid balance and will not be billed.

I also understand that if space is available in future classes, I may be permitted to transfer to another class within 60 days of receipt of deposit.  After 60 days my deposit will be forfeited.

By signing below I agree to and accept the above policy.
__________________________________________

______________________________
Signature






Date

___________________________________


______________________________
Witness






Date

______________________________________________________________________________
For Med-Cert use only:

Date of withdrawal ______________________________

Withdrawn by __________________________________






