NUE Wisconsin Nurse Aide Program “

MEDICATION AIDE REGISTRY APPLICATION
PLEASE PRINT LEGIBLY — USE INK ONLY
This application reports the successful completion of a Wisconsin-approved medication aide training program by a nurse
aide previously included on the Registry. Successful completion of the medication aide training program OR approval of a Chal-
lenge Examination allows a nurse aide to administer medications in a federally certified skilled nursing home. The personal infor-
mation will only be used to determine your nurse aide employment eligibility. Failure to provide complete and accurate infor-
mation on the application may delay or prevent the entry of your medication aide status on the Registry.

1. PERSONAL INFORMATION You must provide either your Social Security number or your Nurse Aide Registry number
in order to process your application. This application will not be processed if it is incomplete, unsigned, or illegible. Allow
two (2) weeks for processing your completed application. To verify your Medication Aide status, access Pearson VUE's Web
site at www.pearsonvue.com. Wisconsin Nurse Aide Registry information is available twenty-four (24) hours a day, seven (7)
days per week.

Registrati
e I:Izr:)l?erl || || I || || | Date of Birthl || |'| || |'| I || || | Gender |:| |:|
MONTH DAY YEAR MALE  FEMALE

Name Change? [JYes [JNo

To correct your date of birth on the registry, attach a certified copy of your birth certificate with a raised seal that proves the correct
information. To change or correct your name or Social Security number, attach a copy of a document that proves the correct infor-
mation (for example, driver’s license, Social Security card, etc.)

CURRENT Legal Name: (Last, First, Middle Initial) DO NOT USE NICKNAMES

LTI T T T [

LAST FIRST Mi
PREVIOUS Name, if applicable:

[ITTTTTTTTITTTTTT) (O T T [

LAST FIRST Mi
CURRENT Mailing Address: (Street/PO Box Number)

STREET (number and name) APARTMENT NUMBER PO BOX
HNEERERERERERRERERENEENENN L] (LT
CITY STATE ZIP CODE
HOME Phone Number | I || |'| || I |'| I || || | WORK Phone Number | || I |'| I || |'| || || || |
AREA CODE AREA CODE

Employer Name:

Employer Address:

1 verify that the information on this form is true and correct. Further, | authorize training program,
or its appointed representative, to release the information on this form to the Wisconsin Nurse Aide Registry and to release necessary
information regarding my perf o rmance in the Nurse Aide/Medication Aide course to my current employer or any future prospective employer.

Signature-Nurse Aide: Date:

2. MEDICATION AIDE INSTRUCTIONAL PROGRAM INFORMATION

Program Name:

Medication Aide Program Numberl || || || || |-| Mll All | Completion Date | || |-| || |-| || || || |
MONTH DAY YEAR
Average Grade on Quizzes_ Grade on Written Final____ Clinical Expreience: Pass____ Fail____
Grade on Practicum______ Date Completed
Instructor Title License #
Medication Consultant Title License #
Preceptor Title License #

Copyright ©2008 Pearson Education, Inc., or its affiliates. All Rights Reserved. Stock# 0750-08 7/08



3. VERIFICATION Check the three (3) boxes that apply.

O A copy of the Medication Aide Training Program Certificate, verifying the nurse aide’s successful completion of a Medication Aide
Training Program approved by the Wisconsin Department of Health and Family Services.

O This individual has challenged and successfully passed the Wisconsin Medication Aide Competency Examination.

O 1affirmthat | have reviewed this applicant’s records and he/she qualifies for the Nurse Aide Medication Assistant Registry.
O 1 have documented this person’s identity.

Signature: Title: Date:

4. MAILING INSTRUCTIONS

Mail original application and documentation Mail copy of this form and
to Pearson VUE at: documentation to:
Pearson VUE Department of Health Services
PO Box 13785 Pharmacy Practice Consultant
Philadelphia, PA 19101-3785 PO Box 2969

Madison, WI 53701-2969





