
 

 
 
 
 

Department of  
Nursing and Allied Health 

 
Application for  

 
Certified Nursing  
Assistant Program 



APPLICATION CHECKLIST                  FORM A  
 

Application Checklist 
 

 
Completed 

  
Check off each item as you complete this application 

 1 Complete form A – sign and date  

 2 Complete form B – student information 

 3 Complete form C - attach copy of HS Diploma 

 4 Complete form D - attach copies of degrees/certificates earned 

 5 Complete form E – work experience information 

 6 Complete form F – attach copy of health care license 

 7 Complete form G – attach residency documentation  

 
 
 
 

Sign__________________________________________Date__________________ 
I acknowledge that this application is complete in its entirety. 

 
 
 
 
 
 
 
 

DIRECTIONS 
 

Complete each part of the nursing assistant program application in its entirety. All 

application information must be complete, including copies of all documents that are 

requested or required. Incomplete applications will be rejected and will not be processed.   

 



STUDENT INFORMATION                  FORM B  
 
 
1. Name: ________________________________________________________________________  
  Last   Middle   First   Former 
 
2. Social Security Number: _________________________________________________________ 
 
 
3. Mailing Address: ________________________________________________________________ 
  Street                                                           Apt. # 
      _________________________________________________________________________________ 
   City                            State                    Country                             Zip Code         
    
4. Email Address: _________________________________________________________________ 
 
 
5. Home Phone Number  (_______)  __________________________________________________ 
 
 
6. Work Phone Number   (_______) __________________________________________________ 
 
 
7. Cell Phone Number     (_______) __________________________________________________ 
 
 
8. Preferred Campus       ___________________________________________________________ 
                                            (Does not infer the campus where you will be attending) 
 
 
 

 
 



HIGH SCHOOL DIPLOMA                                                                                             FORM C  
 
 
1. Name: _______________________________________________________________________  
                    Last    First           Middle                    Former 
 
2. Social Security Number: _________________________________________________________  
 
3. Institution from which you obtained your HS Diploma or GED?       
 
4. Address from the institution which you obtained your HS Diploma or GED? 
 
              
 
5. By what name are you identified on your High School Diploma or GED? 
 
_________________________________________________________________________________ 
  Last                                       First                                        Middle                                            Former 
     
 
 
 

 
YOU MUST ATTACH TO THIS APPLICATION, A COPY (UNOFFICIAL IS ACCEPTABLE) OF THE 

TRANSCRIPT, GED, OR DIPLOMA FROM THE HIGH SCHOOL WHICH YOU GRADUATED. 
 



PREVIOUS EDUCATION                                                                                      FORM D  
 
 
 
Indicate each college, university or educational institution you have previously attended, are 
currently attending, or which you will attend prior to your projected term of admission. 
 
 
 

NAME OF COLLEGE LOCATION DATES DEGREE / CREDITS 
EARNED 

    
    
    
    
    
    

 

 
 
 

YOU MUST ATTACH A PHOTOCOPY OF EVERY DEGREE OR 
CERTIFYING CERTIFICATE EARNED. 

 

 



HEALTH CARE EXPERIENCE DOCUMENTATION                                             FORM E  
 
 
 
Applicant’s Name: ________________________________________________________________ 
                             Last  First Middle Former 
 
Applicant’s Social Security #: ______________________________________________________ 
  
Previous Employment: _____________________________________________________________ 
                                            Agency/Business Name 
 
_________________________________________________________________________________ 
Address City              State/Zip                        Country 
 
Dates of Employment:  From _______________________         To   ________________________ 
 
Worked as a/an __________________________________________________________________ 
 
Duties included: 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
Previous Employment: _____________________________________________________________ 
                                            Agency/Business Name 
 
_________________________________________________________________________________ 
Address City              State/Zip                        Country 
 
Dates of Employment:  From _______________________         To   ________________________ 
 
Worked as a/an __________________________________________________________________ 
 
Duties included: 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 



HEALTH CARE LICENSE                                                                 FORM F 
 
 
 
 
Are you currently licensed as a health care provider (i.e. CNA, EMT, RT, PT)  
 
Yes______   No______ 
 
 
If so, please list your licenses below: 
 
 

CURRENT LICENSES 
 

Name of License License # Expires 
   

   

   

   

 

 
YOU MUST ATTACH A COPY OF YOUR VALID STATE LICENSE TO THIS. 

 
 
 
 
 
 



RESIDENCY                                                                 FORM G 
 
 
 
 
 
Are you a resident of Monroe County?                                          Yes________    No_________ 
 
If so, have you been a resident for 6 months or longer?        Yes________   No________ 
 
Please mark the documentation proof that you will provide: 
 
Florida Drivers license    ________ (Must be 6 months or older) (No P.O. Box’s) 
 
Utility Bill                      ________ (Must be 6 months or older) (Applicant or Spouse) 
 
Military Orders               ________ (Applicant or Spouse) 
 
 

 
 

AT LEAST ONE OF THE THREE DOCUMENTS ABOVE MUST  
BE ATTACHED TO THIS APPLICATION. 


