MANAWA LEA HEALTHCARE PROVIDER TRAINING CENTER
94-673 KUPUOHI STREET WAIPAHU, HAWAII 96797 TEL: 6869820 FAX: 686-9822 

NURSE ASSISTANT AND OR/ HOME HEALTH AIDE
REGISTRATION FORM
	Last Name 

	First Name 
	MI
	Sex
⁯ Male  
⁯  Female


What other name(s) have you been known under? (If using a different name at the time of certification or completion of your training, you must provide copies of a marriage license or other legal documents showing the change of names.

	Mailing Address (number and street name or P.O. Box Number 

	City
	State
	Zip Code

	Date of Birth

	Social Security Number 
	Driver’s License Number
Number :_________________________

State:____________________________

	Telephone Number 


	Daytime Telephone No.


	E-mail Address:


In case of emergency, whom may we contact?



 Relationship

Daytime Phone No:


Highest Education Attained:

Have you ever been enrolled and or completed in a nursing assistant course?
 No
    Yes
Have you ever been revoked or denied certification for nursing assistant?                No           Yes
Have you been CONVICTED, at any time, of felony or misdemeanor (other than a traffic violation)?    
    Yes             No
Have you had experience in providing care to elderly, disabled, children with physical or psychosocial

needs? Describe your experience. _______________________________________________________

___________________________________________________________________________________.

	TYPE OF REQUEST ( check one)  ⁯ CNA                       ⁯  HHA                                  ⁯ RNA




FEE:  CNA  $699.00     
Cash         Check  # _____   
       Weekdays M-F 4:30 to 9:30 PM

          RNA: $150.00             Cash         Check #   _____             Weekends Sat/Sun 9:00 AM to 5:00PM
In the event that I cancel, after classes begin my tuition fee is not refundable.. 
_____________________________________                                                __________________

Signature                                                                                                             Date
