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Description automatically generated with medium confidence]Healthcare School of Hawaii LLC (HSCH)

CNA Competency/Proficiency Evaluation
24-hour Recertification Class
                 Application Form
Applicant Information
	Full Name:
	
	
	

	
	Last
	First
	M.I.
	



	Address:
	
	

	
	Street Address
	Apartment/Unit #



	
	
	
	

	
	City
	State
	ZIP Code



Email: ________________________________________________Phone Number: ________________________

	Certification Number:
	
	Expiration Date:
	

	
Last four (4) digits of SSN:
	



Requirements

1, Current (not expired) CNA certificate
2. Last 4 digits of SSN

Tuition Fees

Classroom Lecture or Reading Materials

	Total Cost (excluding tax 4.712%):
	$125.00


Disclaimer and Signature
I certify that my answers are true and complete to the best of my knowledge. I understand that false or misleading information in my application will be grounds to deny or withdraw my admission or dismiss me after enrollment. 
Any changes in the agreement will not be binding on either the student or the school unless such changes are acknowledged in writing by an authorized representative of the school and by the student. We reserve the right to cancel classes for any reason or postpone classes due to insufficient enrollment. Every effort will be made to notify you of a cancelled class well in advance. If we cancel a class, you will receive a full refund of the class fee. 

If you decided to withdraw, a refund may be given if a written or personal cancellation is received at least 5 working days prior to start of class. No refund granted after. There is a $20.00 cancellation fee to cover administrative costs. Full payment of $125.00 must be paid at time of registration. Cash or check preferred. Make checks payable to Healthcare School of Hawaii, LLC. An additional 4% will be charged if paid with 
credit or debit. 


	Signature:
	
	Date:
	


                                                                                      Student/Representative


Signature.       ______________________________________________________________________.    Date: ________________________
                                                                      School Representative
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