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 If you have any questions or need assistance regarding the application packet or process, please call us at 740-289-2282 or 289-4172.
V.09.22
Pike County Career Technology Center Application for Admission
Name_________________________________________________________________________________


Last



       First/Given


                           Middle

Program________________________________________ Start Date_______________________________

Gender ____ Male    ____ Female


Date of Birth_______/_______/_______________                            









        Month      Day         Year
Social Security Number _________-__________-_________              Age_____________       

_______________________________________________________    _____________________________

Residence Address





         PO Box




______________________________
_________   ____________    _____________________________

City




State
        Zip 
          County of Residence
Home Phone Number ____________________________  E-Mail__________________________________

Cell Phone Number ______________________________
Required


Did you graduate high school?   ___ YES     ___ NO          If you earned a GED list: __​​_______/_______​​​__











       State         Year

_____________________________    __________________________   ________    ______________

High School Attended

           City 


             State
     Year Graduated

In consideration for the use of equipment owned by the Pike County Joint Vocational School District, the undersigned hereby indemnifies, releases, and agrees to hold harmless the Pike County Joint Vocational School District for any and all claims arising from any injury that may be direct or indirect result of the use of the District’s machinery and equipment by either the undersigned or other individual(s).

The information on my application is accurate to the very best of my knowledge.
___________________________________________
       ____________________________

Student’s Signature



                    Date of Application

Have you ever attended college or adult career-technical training?   ___ YES      ___ NO 

If Yes…      

Name of Institution
          City 
      State
Date of Attendance              Degrees Earned 

______________________    __________/_____       ___/_____-______/____     _____________________







      mo. /yr.     to     mo./yr.


______________________    __________/_____      ____/_____-_____/____      _____________________







      mo. /yr.     to    mo./yr.
Emergency Contact Information:

Please list someone the school may contact in case of an emergency (other than your home number).

_____________________________________________

__________________________________

Name







Phone Number

Please indicate if you need special considerations due to difficulties with any of the following:

___ Hearing

___ Vision

   ___ Learning Disability__________________________

__ Physical Disability____________________      ___ Other______________________________________

How can we help you maximize your learning experience?___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Please answer the following questions. This information is used to help our school develop programs and provide student services. Thank you!
Are you currently employed?   ___YES     ___ NO

If yes, place of employment____________________________    Position___________________________

Do you work full-time?  ___YES   ___ NO        Avg. number of hours a week you work________________

How many miles (approx.) do you drive one way to our school?   __________________________________

How many school age children do you have?___________        Is child care an issue?    ___ YES    ___ NO

Please rank your current computer skills


Word Processing (Word)
No Knowledge    1      2      3      4      5      6      7      8      9      10    Expert

Spreadsheets (Excel) 

No Knowledge    1      2      3      4      5      6      7      8      9      10    Expert

Database (Access)

No Knowledge    1      2      3      4      5      6      7      8      9      10    Expert

Internet (e-mail, browsing)
No Knowledge    1      2      3      4      5      6      7      8      9     10     Expert

List other software programs you can use____________________________________________________________________________________

How did you hear about the program?

___   Family / Friend
___   Newspaper Ad
___   Former Student
___   Catalog
___Website

___   Counselor 
___ School Staff
___   Radio Ad

___   Other________________

Which newspaper(s) do you most often read? ________________________________________    ___None

What radio station(s) do you listen to the most? ______________________________________     ___None

Did you look at our course catalog?  ___ YES
    ___ NO

What classes or programs would you like to see offered?
Release of Information Form

Optional

I, (print name) _________________________________________, authorize the Ohio Department of Higher Education to release my educational records, which includes my name, social security number, student ID number, and date of birth, to the agencies listed below. The agency use of these records is limited to and in connection with the audit and evaluation of Federally-supported education programs, or in connection with the enforcement of the Federal legal requirements, that relate to such programs. 

Student/Examinee information released to: 

Ohio Department of Job and Family Services 

30 East Broad Street, 32nd 
Columbus, Ohio 43215 

Ohio Department of Education
25 S. Front Street, 7 FL
Columbus, Ohio 43215 

Center for Human Resources Research

The Ohio State University 

921 Chatham Lane Suite 200

Columbus, OH 43221-2418 

My signature is acknowledgement that I have read and voluntarily consented to the release of the above-mentioned educational records as collected and utilized by the Adult Education & Aspire program I have previously enrolled in or tested with. 

Social Security Number or GED® Security Number * _______________________ 

__________________________________________ 
______________________ 

Signature of Student/Parent or Guardian** 


Date 

* Use of Social Security Number is optional. If you choose to give us your Social Security Number, we will use it to maintain your file and assure prompt and accurate reporting. 
** Students under the age of 18 must have this consent form signed by the student’s parent or guardian. 

DOCUMENTS TO INCLUDE WITH THIS ADMISSION PACKET

· BCI Background Check
Please include your BCI check.
The BCI check can be conducted at:  

Ross-Pike ESC 

425 East Second Street

Suite 202

Piketon OH 45661

You may schedule an appointment by calling 740-289-4171.

Have your driver’s license with you.

The cost is $35.  

· High School Diploma, GED, or Transcript
Please include a copy of either you high school diploma, transcript, or GED.
· ACT WorkKeys Assessment Scores

Please include a copy of your WorkKeys scores. Scores must be within the preceding 3 years.
ACT WorkKeys Test Section

Minimum Score

Applied Math




4
Workplace Documents



5

Graphic Literacy



4

Acknowledgement and Release of Required Documentation

Optional - If BCI and/or Physical are not submitted prior to scheduled start date
If BCI and Physical are submitted after the program start date, but the applicant has submitted all other required documents and fees, the applicant can be accepted on the condition that the required physical examination and BCI are satisfactory.

If the student fails to submit a satisfactory BCI or Physical, with required drug test and immunization records, the student will be ineligible to start clinical experience. The student will not be eligible for a certificate of completion without clinical experience; therefore the student will be ineligible for program completion.

The following programs require a clinical experience for completion:

· Emergency Medical Technician
· Emergency Medical Responder
· Phlebotomy

· Medical Assistant
· Nursing Assistant=
As soon as possible and prior to clinical experience the school must have on file: 

· BCI – verifying eligibility

· Physical , including drug test and immunization records, - verifying eligibility


I agree and acknowledge to be accepted on the condition that the required physical examination and BCI are satisfactory.  If my BCI or Physical is not completed, submitted, or satisfactory (with the required drug test and immunization records) I will be ineligible to start clinical experience; thereby making me ineligible to complete the program.
If I am ineligible to start clinical experience due to not submitting the required satisfactory Physical or BCI, I will completely hold the Pike CTC harmless of any adverse circumstances or harm. 

__________________________________________

________________

Student Signature





Date


Pike County Career Technology Center                                

Adult Education Center Bldg. 2

175 Beaver Creek Rd.   P.O. Box 577                                     Health Record & Physical
Piketon, Ohio 45661
740-289-2282 or 289-4172

www.pikectc.org

Health History
Part I to be completed and SIGNED by Applicant before visiting physician.  
Physical Form to be completed by Examining Physician.

Name___________________________________________________________________

Address_________________________________________________________________

Date of Birth ____________________________ Social Security #__________________

Telephone (____)________________________

Personal Health History:  Check either yes or no, give details of a “yes” answer in next section that follows. Being untruthful or withholding information will result in dismissal from the Pike County Career Technology Center Adult Education Program.

Have you ever been treated for conditions or had indications of:

	
	Yes
	No
	
	Yes
	No

	1. Eye/vision problems
	
	
	15. Skin rashes or eczema
	
	

	2. High blood pressure
	
	
	16. Fainting or dizziness
	
	

	3. Tuberculosis or lung disease
	
	
	17. Head injury
	
	

	4. Asthma
	
	
	18. Convulsions or seizures
	
	

	5. Diabetes
	
	
	19. Varicose Veins
	
	

	6. Emphysema
	
	
	20. Kidney/bladder problems
	
	

	7. Epilepsy or seizure disorder
	
	
	21. Allergies
	
	

	8. Arthritis/Rheumatism/Bursitis
	
	
	22. Hemorrhoids
	
	

	9. Disease or pain of bones/joints
	
	
	23. Hepatitis
	
	

	10. Ear problems
	
	
	24. Psychiatric problems
	
	

	11. Muscle spasms
	
	
	25. History of substance abuse
	
	

	12. Reaction to medications
	
	
	26. Anemia/blood disorders
	
	

	13. Reaction to chemicals
	
	
	27. Heart Problems
	
	

	14. Neck, shoulder, or back problems
	
	
	28. Positive test for HIV antibodies
	
	


If any items checked or any other condition, please explain:

Health History
Part I: To be completed and SIGNED by Applicant before visiting physician.
Has your health been? _____ Good   _____Fair _____Poor

Are you currently receiving medication or treatment? _____ Yes _____ No

If yes, please explain: ___________________________________________________

Are you presently under the care of a physician? _____ Yes _____ No

If yes, please explain: ____________________________________________________

Do you have any physical limitations? ________ Yes ________No

If yes, please explain: _____________________________________________________

List all previous operations:

List all previous hospitalizations or Emergency Room Treatment:

Have you ever had other health problems not listed here? If yes, state what problem:

I certify that, to the best of my knowledge, the above answers are true.
______________________

____________________________________

   Date




   Student Signature
Prescription Medication List  

Part I: To be completed and SIGNED by Applicant before visiting physician.
Prescription medications I am taking include the following:

         Medication                                                               Health Care Provider






________________________________                    _________________________

________________________________                    _________________________

________________________________                    _________________________

________________________________                    _________________________

________________________________                    _________________________

________________________________                    _________________________

________________________________                    _________________________

________________________________                    _________________________

I understand that I am responsible to update this form as often as necessary and that it will be a part of my student file. I am required to notify the Pike CTC if any changes need to be made to this form while I am enrolled in my program.

Signature: _____________________________   Date: __________________________

Release of Information Form
Part I: To be completed and SIGNED by Applicant before visiting physician.
I agree to read the student handbook and to abide by all policies and procedures set forth by the Pike County Career Technology Center.

Signature: ___________________________
Date: __________________________

I give permission for the Pike County Career Technology Center to release information from my physical examination/Immunization forms and my professional liability insurance policy to the Clinical facility and/or hospitals where I will be assigned for clinical experience.  I do hereby release and hold harmless the Affiliating agency for any injury or accident that may occur or involve me while I am on the clinical premises or any site where I am participating in clinical practice except for those injuries that are due solely to gross negligence on the part of the agency.

Signature: ____________________________  
Date: _________________________

If you are turning in your Application Packet without your completed Physical, turn in pages 1-11 and keep pages 12-13 for your physical exam. 
------------------------------------------------------------------------------------------------------
Pike County CTC Physical Form              
               Student Name:_________________________________________
A. PHYSICAL EXAMINATION:  __________ Temperature __________ Resp.

________ Height   ________ Weight   _______ Pulse   _______ Blood Pressure

Hearing:                          
  Right_______ Left_______

Near Vision:                          
  Right_______ Left_______

Far Vision:                             
  Right_______ Left_______

Color Blindness:                  
  Right_______ Left_______

B. CLINICAL EVALUATION

(Please use a check mark for normal; NE for not examined; and A for abnormal.)

_______ Head, Neck and scalp                           _______ Upper extremities

_______ Nose and Sinuses                                  _______ Lower extremities

_______ Mouth, Teeth, Gingiva                         _______ Spine, Other Musculoskeletal

_______ Ears – general                                        _______ Skin and Lymphatic

_______ Eyes – general                                       _______ Neurological

_______ Lungs, Chest and Breasts                    _______ Psychiatric

_______ Heart                                                       _______ Reflexes

_______ Abdomen                                              If female, give date of LMP _________

Remarks: ____________________________________________________________

C. LABORATORY TESTS

Please Attach official reports of the following:

1.   Drug Screen                    2. Tuberculosis 2 Step Skin Test

      (10 panel)                             For positive TB Test: need copy of chest x-ray.
 
     Marijuana (THC), Cocaine, PCP, Opiates, Methamphetamines, Methadone,

Amphetamines, Barbiturates, Benzodiazepines & Tri-cyclic antidepressants are the items on the 10 panel drug screen.

D. IMMUNIZATIONS
Give date of Last Booster:

   



DTP   _______                         TD BOOSTER _______              

___Students must submit their Immunization Record that verifies 2 MMR and 2 Varicella vaccinations     OR     ___a Titer that verifies immunity.
                Hepatitis B Vaccination:     (1)   Dose __________ date

(2) Dose __________ date

(3) Dose __________ date
Has this person ever been treated for any emotional distress or nervous disorder? 

_____Yes ____No

Remarks: ________________________________________________________________

Does this person have any physical limitations?

_____Yes ____No

Remarks: ________________________________________________________________


I Do __________

I Do Not ________

Recommend this person for admission to the Pike County Career Technology Center Adult Education Program.

___________________             _____________________________________________

Date                                              Signature of Examining Physician or Nurse Practitioner





   _____________________________________________

                                                        Also, please print, stamp or type name                           

�








Name ____________________________________________________________





For office use


_____   Application	


_____   RIF – signed?


_____   BCI* 		


_____   Diploma/GED & WKeys


_____   Pre-entrance Scores	


_____   Release Form*	


_____   Physical-Part I


_____   Physical Form*	








For Reporting Purposes Only


Are you Hispanic or Latino?  ___ YES	___ NO


What is your race (mark all that apply)  


___ White		 	___ American Indian or Alaskan Native		___Asian


___ Black or African American	___ Native Hawaiian or Other Pacific Islander





Please mark all that apply:						Marital Status:


Disabled___			Single Parent ___			Single___	Married___


Limited English ___		Displaced Homemaker ___			Divorced___











13

