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California Correctional 

Certified Nurse Assistant (CNA)
Employment Application Packet
Welcome to Star Nursing, your Nurse Registry that is owned and operated by Registered Nurses.  We specialize in offering the finest, most experienced nurses for staffing support throughout the United States.

Please use this letter as your checklist for your application.  Star Nursing staffs multiple health care facilities and Correctional locations.  Since you have expressed and interest in working at Correctional Facilities, please provide all the completed forms in the Application Forms table and copies of all the required current documents.  You may tab though this Application Packet and type to complete the forms.  When complete return via email to recruiter@starnursing.com. 
	Application Forms

	 FORMCHECKBOX 

Employment Application

	 FORMCHECKBOX 

Application Employment Verification

	 FORMCHECKBOX 

Notification and Release Form

	 FORMCHECKBOX 

Medical Release Agreement

	 FORMCHECKBOX 

CNA Job Description

	 FORMCHECKBOX 

CNA Skills and Test

	

	
	
	

	
	
	

	Required Current Document Copies

	 FORMCHECKBOX 

Resume

	 FORMCHECKBOX 

Driver’s License

	 FORMCHECKBOX 

Social Security Card or other I-9 documentation

	 FORMCHECKBOX 

Nursing License (for each state)

	 FORMCHECKBOX 

CPR/BLS for all specialties

	 FORMCHECKBOX 

TB or Radiology report (within 1 month for skin and 90 days for chest)


Once we have received your application and complete our verification, we will actively seek an assignment that matches your background and qualifications.  Please do not hesitate to call with any questions or concerns you may have.  For Correctional Facilities you will also be receiving paperwork for gate clearance separately.  You must be gate cleared in order to be offered a position at the Correctional Facility and you will be required to attend an orientation at the Correctional Facility that may be from one week to three weeks long.
Welcome aboard!  

Employment Application

Personal
Name:                                                                                ,
     
_____________________________     



Last
First
                                                                                                          Initial

Address:      
                               ,
     
____      


                                              Street & Number
                     City
State
                     Zip Code

Phone Numbers:      

     

     



Home
Cell
Fax

Position Applying For:      

Email:      

Preferred Contact Method:  FORMDROPDOWN 

Emergency contact name and phone number:      

     



Name
Number


How were you referred to us?  FORMDROPDOWN 


Please enter Employee referral name:      


Are you fluent in a language other than English?__________    If so, what language(s)?______________________________________


Preferences

Facility Preference:  FORMCHECKBOX 
Hospital   FORMCHECKBOX 
Correctional   FORMCHECKBOX 
Clinic   FORMCHECKBOX 
Flu      Employment Type:  FORMCHECKBOX 
Traveler   FORMCHECKBOX 
Per Diem   FORMCHECKBOX 
Full Time   FORMCHECKBOX 
Part Time
Available Shifts:  FORMCHECKBOX 
Days      FORMCHECKBOX 
Evenings      FORMCHECKBOX 
Nights                 Preferred Shift Hours  FORMCHECKBOX 
8      FORMCHECKBOX 
12
Start Date:      

Preferred Locations:     FORMCHECKBOX 
Arizona     FORMCHECKBOX 
California     FORMCHECKBOX 
Florida     FORMCHECKBOX 
Louisiana     FORMCHECKBOX 
Texas   ⁯ Pennsylvania  


Specialties

 FORMCHECKBOX 
ER    FORMCHECKBOX 
 CCU    FORMCHECKBOX 
ICU    FORMCHECKBOX 
TCU    FORMCHECKBOX 
SDU    FORMCHECKBOX 
Telemetry    FORMCHECKBOX 
Med/Surg    FORMCHECKBOX 
NICU    FORMCHECKBOX 
PICU    FORMCHECKBOX 
Pediatric    FORMCHECKBOX 
L&D    FORMCHECKBOX 
Maternal/Nursery
 FORMCHECKBOX 
PACU     FORMCHECKBOX 
OR     FORMCHECKBOX 
SNF     FORMCHECKBOX 
Rehab     FORMCHECKBOX 
Psychiatry     FORMCHECKBOX 
Oncology     FORMCHECKBOX 
Orthopedics     FORMCHECKBOX 
Home Health     FORMCHECKBOX 
Occupational Therapist
 FORMCHECKBOX 
Physical Therapist     FORMCHECKBOX 
Anesthetist     FORMCHECKBOX 
Burn Unit     FORMCHECKBOX 
Cardiac     FORMCHECKBOX 
Dialysis     FORMCHECKBOX 
Infectious Disease     FORMCHECKBOX 
Educator     FORMCHECKBOX 
Front Desk     
 FORMCHECKBOX 
Manager      FORMCHECKBOX 
Staffing      FORMCHECKBOX 
SDU                                         
Licenses

	Professional License Number
	State
	Professional License Type
	Original License Date

	     
	  
	 FORMDROPDOWN 
  
	     

	     
	  
	 FORMDROPDOWN 
  
	     

	     
	  
	 FORMDROPDOWN 
  
	     

	     
	  
	 FORMDROPDOWN 
  
	     

	     
	  
	 FORMDROPDOWN 
  
	     

	     
	  
	 FORMDROPDOWN 
  
	     


Pertinent Certifications/Licenses: 

CPR                       FORMDROPDOWN 
                       FORMDROPDOWN 
                       FORMDROPDOWN 
                       FORMDROPDOWN 
                       FORMDROPDOWN 
      
       

                  Exp. Date                                          Exp. Date                                          Exp. Date                                          Exp. Date                                          Exp. Date                                          Exp. Date

Education

	School Type
	Name of School
	Location
	Major
	Degree
	Degree Date

	 FORMDROPDOWN 

	     
	     
	     
	     
	     

	 FORMDROPDOWN 

	     
	     
	     
	     
	     

	 FORMDROPDOWN 

	     
	     
	     
	     
	     

	 FORMDROPDOWN 

	     
	     
	     
	     
	     

	 FORMDROPDOWN 
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EEO Identification*
Veteran Identification*

 FORMCHECKBOX 
Hispanic or Latino
 FORMCHECKBOX 
White
 FORMCHECKBOX 
Black or African American   
 FORMCHECKBOX 
Veteran
 FORMCHECKBOX 
Special Disabled Veteran    

 FORMCHECKBOX 
Pacific Islander
 FORMCHECKBOX 
Asian
 FORMCHECKBOX 
American Indian or Alaska Native
 FORMCHECKBOX 
Veteran of the Vietnam-era
 FORMCHECKBOX 
Newly Separated Veteran    

 FORMCHECKBOX 
Two or more Races
 FORMCHECKBOX 
Undeclared
 FORMCHECKBOX 
Other Protected Veteran
 FORMCHECKBOX 
Not a Veteran
*
Star Nursing invites you to voluntarily complete these sections as we are required by law to report the information provided to the government. 

Employment History
May we contact your employer?  FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
Employer:      

Facility:      
  Address:      
  Phone:      

Unit:      
  Dates of Employment:      
 -      
  Salary:      
  FORMDROPDOWN 
  

Reason for Leaving:      
  Name of Supervisor:      

May we contact your employer?  FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
Employer:      

Facility:      
  Address:      
  Phone:      

Unit:      
  Dates of Employment:      
 -      
  Salary:      
  FORMDROPDOWN 
  

Reason for Leaving:      
  Name of Supervisor:      

May we contact your employer?  FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
Employer:      

Facility:      
  Address:      
  Phone:      

Unit:      
  Dates of Employment:      
 -      
  Salary:      
  FORMDROPDOWN 
  

Reason for Leaving:      
  Name of Supervisor:      

May we contact your employer?  FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
Employer:      

Facility:      
  Address:      
  Phone:      

Unit:      
  Dates of Employment:      
 -      
  Salary:      
  FORMDROPDOWN 
  

Reason for Leaving:      
  Name of Supervisor:      

May we contact your employer?  FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
Employer:      

Facility:      
  Address:      
  Phone:      

Unit:      
  Dates of Employment:      
 -      
  Salary:      
  FORMDROPDOWN 
  

Reason for Leaving:      
  Name of Supervisor:      

May we contact your employer?  FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
Employer:      

Facility:      
  Address:      
  Phone:      

Unit:      
  Dates of Employment:      
 -      
  Salary:      
  FORMDROPDOWN 
  

Reason for Leaving:      
  Name of Supervisor:      

I hereby certify that the information contained in this application is true and correct to the best of my knowledge, and authorize the company to verify any of the statements or information provided herein.  I also authorize Star Nursing to review any credit reports, Department of Motor Vehicles records and criminal records concerning me.  I further authorize Star Nursing to contact the references listed regarding my past and current employment.  I understand that any misrepresentation or falsification, or material omission of information on this application may result in my failure to receive an offer or, if hired, my dismissal from employment.

Furthermore, Star Nursing may share all employment documentation with clients, subsidiaries, customers, affiliates, and government agencies and send me employment opportunity related information at fax numbers or email addresses listed in this application.

Signature:       

Date:      

 FORMCHECKBOX 
  I      
 agree that I am submitting this and other documents electronically and have typed my name in the Signature Line above and dated in lieu of an original signature and hereby authorize Star Nursing and its affiliates to utilize the submitted documents for the purposes noted on this release and on other Star Nursing documents.

Applicant Employment Verification

Applicant, Please Complete:
Former Employer Information

Facility:      


Address: 
     



#
Street

     

  

     



City 
State 
Zip Code

Phone #:      

Supervisor:      


Dates of Employment: 
From:      

To:      


Unit:      

Title:      


I herby authorize any individual, hospital or company with whom I have been associated to furnish any information concerning my employability and do herby release the individual, hospital or company from all liability for any damages whatsoever incurred in furnishing such information.  By typing your name below you agree to the above and are authorizing submission of your application employment verification electronically, otherwise please sign and return the Application Employment Verification by email (scan), fax or mail (original).

     

     

     



Print Name
Signature
Date

Employer Please Complete:
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Was the applicant employed by you?  FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no
Position:      

Dates of Employment:  From:      

To:      

Would you re-employ this applicant?  FORMCHECKBOX 
yes    FORMCHECKBOX 
no

If no, why?      


Please rate applicant in the following category:

	 
	Excellent
	Good
	Fair
	Weak

	Knowledge of work 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Quality of work 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Professional appearance 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Attitude 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Character 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Leadership 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Attendance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Comments:      



     

     

     



Name of person making reference
Title
Date

Thank You for Taking Time to Fill Out this Form

Applicant Employment Verification

Applicant, Please Complete:
Former Employer Information

Facility:      


Address: 
     



#
Street

     

  

     



City 
State 
Zip Code

Phone #:      

Supervisor:      


Dates of Employment: 
From:      

To:      


Unit:      

Title:      


I herby authorize any individual, hospital or company with whom I have been associated to furnish any information concerning my employability and do herby release the individual, hospital or company from all liability for any damages whatsoever incurred in furnishing such information.  By typing your name below you agree to the above and are authorizing submission of your application employment verification electronically, otherwise please sign and return the Application Employment Verification by email (scan), fax or mail (original).

     

     

     



Print Name
Signature
Date

Employer Please Complete:


Was the applicant employed by you?  FORMCHECKBOX 
 yes       FORMCHECKBOX 
 no
Position:      

Dates of Employment:  From:      

To:      

Would you re-employ this applicant?  FORMCHECKBOX 
yes    FORMCHECKBOX 
no

If no, why?      


Please rate applicant in the following category:

	 
	Excellent
	Good
	Fair
	Weak

	Knowledge of work 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Quality of work 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Professional appearance 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Attitude 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Character 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Leadership 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Attendance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Comments:      



     

     

     



Name of person making reference
Title
Date

Thank You for Taking Time to Fill Out this Form.




Notification and Release

The information contained in my application for employment with Star Nursing, is true to the best of my knowledge and belief.  I understand that any misrepresentation or false statement made by me in connections with the application or any related documents which is deemed material by Star Nursing, shall result in Star Nursing not employing me or, if employed, terminating my employment.  I understand and agree that all information furnished in my application and all attachments may be verified by Star Nursing, or its authorized representative.  I hereby authorize all individuals and organizations named or referred to in my application and any law enforcement organization to give Star Nursing, all information relative to such verification and hereby release such individuals, organizations, and Star Nursing from any and all liability for any claim or damage resulting there from.  I hereby acknowledge that I have been informed by Star Nursing, that Star Nursing may seek to obtain a consumer report and/or investigative report that will include personal information regarding me, including but not limited to: education history, work references, driving records and criminal history or criminal arrest records if allowed, in order to assist Star Nursing, in making certain employment decisions.  I further acknowledge notification by Star Nursing, that reports may be provided to Star Nursing by other firms subcontracted for that purpose.  I, my heirs, assigns and legal representatives, hereby release and fully discharge Star Nursing its parents and affiliated companies and the respective officers, directors, shareholders, employees, agents of each, including subcontractors from any and all claims, monetary or otherwise, that I may have against Star Nursing, its parents, affiliates or subcontractors, arising out of the making, or use of, either a consumer report and/or investigative report, including any errors or omissions contained or omitted from such reports or investigations.  Star Nursing agrees to inform you if an employment decision has been influenced by information contained in a consumer report.  Make all requests in writing to Carolina Information P.O. Box 127, Wake Forest, NC 27588, or call 919-570-9861 to obtain a free copy of your report.
List all names that you have used during the last seven (7) years (including married, maiden, and aliases).  Please type or print:

Name:      
     
     

Date of Birth:      


First
Middle
Last

Maiden Name:      

Date Last Used:      

Aliases:      

Dates Used:      -     
Aliases:      

Dates Used:      -     
Social Security Number:      

Driver License Number:      

State:   

Exp. Date:      

Current and Previous Address (List a minimum of seven years):

	Start Date

(m/y)
	End Date

(m/y)
	Address
	City
	State
	County
	Country

	     
	     
	     
	     
	  
	     
	     

	     
	     
	     
	     
	  
	     
	     

	     
	     
	     
	     
	  
	     
	     

	     
	     
	     
	     
	  
	     
	     

	     
	     
	     
	     
	  
	     
	     

	     
	     
	     
	     
	  
	     
	     

	     
	     
	     
	     
	  
	     
	     

	     
	     
	     
	     
	  
	     
	     

	     
	     
	     
	     
	  
	     
	     

	     
	     
	     
	     
	  
	     
	     


Applicant:      

Date:      


Signature
 FORMCHECKBOX 

I      
 agree that I am submitting this and other documents electronically and have typed my name in the signature line above in lieu of an original signature and dated above and hereby authorize Star Nursing and its affiliates to utilize the submitted documents for the purposes noted on this release and on other Star Nursing documents. 
	Star Nursing Use Only

	Fax to OccuTest: 919-861-0803 or call 919-861-0801 to speak with a customer service representative

	 FORMCHECKBOX 
 Federal Criminal Nationwide
	 FORMCHECKBOX 
 Education Verification

	 FORMCHECKBOX 
 Statewide Criminal Search 
	 FORMCHECKBOX 
 Employment Verification

	 FORMCHECKBOX 
 Statewide Civil Search
	 FORMCHECKBOX 
 DOT Employment Verification

	 FORMCHECKBOX 
 Credit Report
	 FORMCHECKBOX 
 Motor Vehicle Records

	 FORMCHECKBOX 
 Social Security Number Verification
	 FORMCHECKBOX 
 Corporate Credit Checks






Medical Release
Health Information Disclosure
I hereby authorize Star Nursing Agency, Inc. to disclose any and all health screening to Medical Facilities within the USA; for purpose of regulatory document management of Agency personnel.

Employee Name:      

Date:      

Signature:      



Star Nursing Rep:      

Date:      

 FORMCHECKBOX 
 
I      
 agree that I am submitting this document electronically and have typed my name in the signature line above in lieu of an original signature and dated above and hereby authorize Star Nursing and its affiliates to utilize this submitted document.





CNA Job Description

Educational  Requirements
Must have graduated from an accredited program for Certified Nursing Assistants, hold a current state certification and have a minimum of two years of hospital/nursing home experience.

Position Summary
Certified Nursing Assistants will be under the general direction of the Director of Nursing and direct supervision of any Registered Nurses or Licensed Vocational Nurses as identified by the facility in which the Certified Nursing Assistant is placed. The Certified Nursing Assistant is responsible for professional patient care and related assistance to patients on the unit where assigned. The Certified Nursing Assistant supports the care of patients under the direction of the Medical and Nursing Staff pursuant to the objectives of the hospital, nursing home & other health care facilities.

Agency Nursing Personnel, Certified Nursing Assistants are expected to display knowledge and skills necessary to provide care from admission to discharge.

The above statements are intended to describe the general nature and level of work to be performed by persons assigned to this classification. They are not to be construed as an exhaustive list of all job duties performed by the professional

     




Name (Print)

     

     


Signature
Date

 FORMCHECKBOX 
 
I      
 agree that I am submitting this document electronically and have typed my name and dated above in lieu of an original signature and hereby authorize Star Nursing and its affiliates to utilize the submitted document.


.







TB Surveillance 

Patient Name:      

Date PPD placed:      

Placed by:      

Location: 
Left arm
Right arm

Results

Date PPD read:      

Read by:      

Skin site reaction:      
 mm
 FORMCHECKBOX 
Negative
 FORMCHECKBOX 
Positive

If Positive Chest X-Ray is required.

Date of Chest X-Ray:      
Results of Chest X-Ray:      

Physician signature:      

Physician’s License Number:      

Please note:  if a chest x-ray is required, a copy of the chest x-ray results will fulfill this requirement.




Tuberculosis Symptom Review

Please print legibly:

Last Name:      

First Name:      

S.S.N:      

Job Title:      

Employees with significant (Positive) TB skin test (PPD) readings will have initial chest x-ray studies and then periodically per Employee Health guidelines.

Annual chest x-ray is no longer recommended.

Have you experienced any of the following symptoms in the past year?

1. Productive cough (>3weeks)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No    

2. Unexplained wt. loss
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   


           

3. Persistent low grade fever
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   

4. Night sweats
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   

             

5. Excessive fatigue
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   

6. Coughing up blood
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No                     

7. Shortness of breathe
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No                    

Please give details if answered “Yes” to any of these questions?

     

Please note: The risk of developing active TB in the presence of HIV infection is much greater in persons with positive skin test reaction.  The CDC recommends that personnel with positive skin test be aware of HIV risk factor and know their HIV status if they engage in high risk activities.

Signature:      

Date:      
 FORMCHECKBOX 
 
I      
 agree that I am submitting this document electronically and have typed my name in the signature line above in lieu of an original signature and dated above and hereby authorize Star Nursing and its affiliates to utilize the submitted document.

 



Name:      

Date:      


Years of experience:      

Certifications:  FORMCHECKBOX 
BLS exp.      
 FORMCHECKBOX 
CNA exp.      
Certified Nurse Assistant Skills

	
	
	No Exp.
	<2 Yrs.
	>2 Yrs.
	
	
	
	No Exp.
	<2 Yrs.
	>2 Yrs.

	Vital Signs
	
	
	
	
	Knowledge of…
	
	
	

	
	Oral temperature
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Infection control
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Auxiliary temperature
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Aspiration precautions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Per rectal temperature
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Patient confidentiality
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Radial heart rate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Maintenance patient privacy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Apical heart rate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	Patient bill of rights
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Please list all areas you have experience in below:

	
	Respiratory rate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Critical Care
	   years

	
	Pulse oximetry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Emergency
	   years

	
	Bed weight
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	L&D
	   years

	
	Chair weight
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Maternity
	   years

	Transfers
	
	
	
	
	 FORMCHECKBOX 

	Med/Surg
	   years

	
	Bed to chair
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Orthopedics
	   years

	
	Bed to bed
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Pediatrics
	   years

	Specimen Collection
	
	
	
	
	 FORMCHECKBOX 

	     
	   years

	
	Urine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	     
	   years

	
	Stool
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	     
	   years

	
	Sputum
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	     
	   years

	Input/Output
	
	
	
	
	 FORMCHECKBOX 

	     
	   years

	
	Record urine output
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	     
	   years

	
	Record fluid intake
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Please list any additional skills not yet covered and

	
	Record gastric output
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	your clinical years of experience.

	Patient Care
	
	
	
	
	
	     
	   years

	
	Oral care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	     
	   years

	
	Denture care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	     
	   years

	
	Complete bed bath
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	     
	   years

	
	Patient feeding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	     
	   years

	
	Log roll of patient
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	     
	   years

	Tests
	
	
	
	
	
	     
	   years

	
	Finger blood glucose
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	     
	   years

	
	Hemoccult
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	     
	   years









Certified Nurse Assistant Test

Name:      

Date:      


Please mark your answer to the following questions, print and mark the box you think is correct or use a mouse to click the box. 
1. What is the term for a device used to take the place of a missing body part?

 FORMCHECKBOX 

(A)
Pronation

 FORMCHECKBOX 

(B)
Abduction

 FORMCHECKBOX 

(C)
External rotation

 FORMCHECKBOX 

(D)
Prosthesis

2. When a Patient has left-sided weakness, what part of a sweater is put on first?

 FORMCHECKBOX 

(A)
Both sleeves

 FORMCHECKBOX 

(B)
Left sleeve

 FORMCHECKBOX 

(C)
Patient’s choice

 FORMCHECKBOX 

(D)
Right sleeve

3. It is appropriate for a Nurse Aide to share the information regarding a Patient’s status with:

 FORMCHECKBOX 

(A)
Any one the nurses aide sees fit

 FORMCHECKBOX 

(B)
The Patient’s family members                                                                                                 

 FORMCHECKBOX 

(C)
The Patient’s roommate

 FORMCHECKBOX 

(D)
The staff on the next shift

4. When helping a Patient who is recovering from a stroke to walk, the Nurse Aide should assist:

 FORMCHECKBOX 

(A)
On the Patient’s strong side

 FORMCHECKBOX 

(B)
On the Patients weak side

 FORMCHECKBOX 

(C)
From behind the Patient

 FORMCHECKBOX 

(D)
With a wheelchair

5. The Nurse Aide is caring for a Patient who is agitated.  The Nurse Aide SHOULD:
 FORMCHECKBOX 

(A)
Speak loudly so the Patient can hear the instructions
 FORMCHECKBOX 

(B)
Ask to reassign the care of this Patient
 FORMCHECKBOX 

(C)
Talk in a slow, calm, reassuring manner
 FORMCHECKBOX 

(D)
Tell the Patient to be quiet
6. The purpose for padding side rails on the Patient’s bed is to:

 FORMCHECKBOX 

(A)
Use them as a restraint

 FORMCHECKBOX 

(B)
Have a place to connect the call signal

 FORMCHECKBOX 

(C)
Protect the Patient from injury

 FORMCHECKBOX 

(D)
Keep the Patient warm

7. Exercises that move each muscle and joint are called:
 FORMCHECKBOX 

(A)
Adduction
 FORMCHECKBOX 

(B)
Range of motion
 FORMCHECKBOX 

(C)
Abduction
 FORMCHECKBOX 

(D)
Rotation
8. How can the Nurse Aide BEST help a Patient who is not accepting a loss?

 FORMCHECKBOX 

(A)
Leave the Patient alone

 FORMCHECKBOX 

(B)
Convince the Patient to accept the loss

 FORMCHECKBOX 

(C)
Encourage the Patient to talk

 FORMCHECKBOX 

(D)
Discourage individual activity

9. The Heimlich maneuver (abdominal thrust) is used for a Patient who has:

 FORMCHECKBOX 

(A)
A bloody nose

 FORMCHECKBOX 

(B)
A blocked airway

 FORMCHECKBOX 

(C)
Fallen out of bed

 FORMCHECKBOX 

(D)
Impaired eyesight

10. To BEST communicate with a Patient who is totally deaf, the Nurse Aide should:

 FORMCHECKBOX 

(A)
Smile frequently and speak loudly

 FORMCHECKBOX 

(B)
Smile often and talk rapidly

 FORMCHECKBOX 

(C)
Avoid eye contact

 FORMCHECKBOX 

(D)
Write out information

11. The Nurse Aide is asked by a confused Patient what day it is.  The Nurse Aide should:
 FORMCHECKBOX 

(A)
Explain that memory loss is natural and the date is not important
 FORMCHECKBOX 

(B)
Ignore the request
 FORMCHECKBOX 

(C)
Point to the date on a calendar and say the date
 FORMCHECKBOX 

(D)
Provide the date and then test the Patient later
12. To avoid pulling the catheter when turning a male Patient, the catheter tube must be taped to the Patient’s:

 FORMCHECKBOX 

(A)
Bed sheet

 FORMCHECKBOX 

(B)
Upper thigh

 FORMCHECKBOX 

(C)
Bed frame

 FORMCHECKBOX 

(D)
Hip

13. A Nurse Aide can assist Patients with their spiritual needs by:

 FORMCHECKBOX 

(A)
Taking Patients to the nurses aide church

 FORMCHECKBOX 

(B)
Allowing Patients to talk about their beliefs

 FORMCHECKBOX 

(C)
Avoiding any religious discussions

 FORMCHECKBOX 

(D)
Talking about the nurses aide’s own spiritual beliefs

14. A Nurse Aide must wear gloves when:

 FORMCHECKBOX 

(A)
Feeding a Patient

 FORMCHECKBOX 

(B)
Doing peri-care

 FORMCHECKBOX 

(C)
Giving a back rub

 FORMCHECKBOX 

(D)
Doing range of motion

15. When getting ready to dress a Patient, the Nurse Aide should:

 FORMCHECKBOX 

(A)
Get the first clothes the nurses aide can reach in the closet

 FORMCHECKBOX 

(B)
Give the Patient a choice of what to wear

 FORMCHECKBOX 

(C)
Use the clothes the Patient wore the day before

 FORMCHECKBOX 

(D)
Choose clothes that the nurses aide personally likes

16. If the Nurse Aide discovers fire in a Patient’s room, the FIRST thing to do is:

 FORMCHECKBOX 

(A)
Call the nurse in charge

 FORMCHECKBOX 

(B)
Try to put out the fire

 FORMCHECKBOX 

(C)
Open a window

 FORMCHECKBOX 

(D)
Remove the Patient

17. In order to communicate clearly with a Patient who has hearing loss, the Nurse Aide should:

 FORMCHECKBOX 

(A)
Speak in a high pitched tone of voice

 FORMCHECKBOX 

(B)
Stand behind the Patient when speaking

 FORMCHECKBOX 

(C)
Speak in a loud and slow manner

 FORMCHECKBOX 

(D)
Look directly at the Patient when speaking

18. Which of the following stages of dying is usually the final stage?

 FORMCHECKBOX 

(A)
Anger

 FORMCHECKBOX 

(B)
Acceptance

 FORMCHECKBOX 

(C)
Bargaining

 FORMCHECKBOX 

(D)
Depression

19. If a Patient says, “god is punishing me” or “Why Me?” how should the Nurse Aide respond?

 FORMCHECKBOX 

(A)
Reply “god doesn’t punish people”

 FORMCHECKBOX 

(B)
Listen quietly

 FORMCHECKBOX 

(C)
Ignore the Patient

 FORMCHECKBOX 

(D)
Make jokes

20. The role of the ombudsman is to:

 FORMCHECKBOX 

(A)
Run a group of nursing homes

 FORMCHECKBOX 

(B)
Work with the nursing home to protect Patients’ rights

 FORMCHECKBOX 

(C)
Control the nursing home budget

 FORMCHECKBOX 

(D)
Prepare classes that Nurse Aides take to learn about Patient hygiene





CA Correctional CNA Employment Application Packet v-3 121007
Page 1 of 15
2795 East Bidwell Street #100-102, Folsom CA 95630
Tel: 877.687.7399
Fax: 877.687.7400


