PCP Program Registration Sheet

NAME: __________________________________________________________________
ADDRESS: ________________________________________________________________
CITY, STATE & ZIP CODE: ____________________________________________________
TELEPHONE NUMBER: ___________________________________
EMAIL ADDRESS: _______________________________________
PLACE OF EMPLOYMENT: ___________________________________________________
SIZE FOR SCRUBS (included with program): ______________________
TB test results (within the past 10 months).  Must provide test results: _______________
Flu shots are required October – March.  Must provide documentation: ______________
PLEASE PROVIDE A COPY OF YOUR DRIVER LICENSE OR STATE ISSUED ID:  ____________
(initial when done)
**In addition to the required PCP portions of the program, will you be attending QMAP and/or CPR/First Aid/Bloodborne Pathogens training?  Please check those that apply.
· QMAP
· CPR/First Aid

How do you think this program will benefit you with employment in the healthcare field? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did you hear about our program? __________________________________________________________________________________________________________________________________________________________

Funding for this program is provided by the CO WorkAct which requires that we follow-up with students who complete the Personal Care Aid training. What is the best way to contact you? __________________________________________________________________________________________________________________________________________________________

***IF YOU UNABLE TO ATTEND CLASS YOU MUST NOTIFY US AT LEAST 2 BUSINESS DAYS BEFORE THE CLASS START DATE OR YOUR $25.00 “SCRUBS RETAINER” WILL BE FORFITED***

Western Colorado AHEC 970-434-5474 ext. 2
2938 North Ave. #B, Grand Junction, CO 81504
QMAP INFORMATION FOR EMPLOYERS & STUDENTS


· QMAP students must provide proof of age. Minimum age is 18. Valid pictured ID is required.
· Students should not work the overnight shift before attending the QMAP class and should not work overnight before testing.
· Students must read, write, and speak English.
· Students should have basic math skills.
· Employers must conduct a criminal background check prior to allowing medication administration by the QMAP employee.

· I have been informed of this information prior to class.

Signature: ___________________________________ Date: _____________
Student Name (please print): _________________________________________
Telephone #: _________________________________
Email address: ________________________________
Employer:  _____________________________________________________
Class Dates: _________________________________

FAX to 970-434-9212, scan and email to lapplegate@wcahec.org, 
or hand deliver with payment to Linda Applegate at 
Western Colorado Area Health Education Center, 
2938 North Ave., Unit B, Grand Junction, CO 81504


*** ATTENDEES ARE REQUIRED TO BRING THEIR PRINTED SYLLABUS/ADVANCED STUDY GUIDE WITH THEM TO CLASS. TO OBTAIN A COPY, CONTACT Linda Applegate. ***

