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MONTANA DEPARTMENT OF PUBLIC HEALTH AND HUMAN SERVICES 

QUALITY ASSURANCE DIVISION 


NURSE AIDE REGISTRY
 
PO BOX 202953, HELENA MT 59620-2953 


CNA@MT.GOV
 
PHONE: 406-444-4980  FAX: 406-444-3456 

NS 
NURSE AIDE AND/OR HOME HEALTH REGISTRY APPLICATION 

PLEASE NOTE THAT AS OF JANUARY 31, 2012 THE REGISTRY WILL NO LONGER 
BE SENDING CARDS TO CNAS/HHAS. VERIFICATIONS CAN BE PRINTED 
THROUGH OUR WEBSITE: cna.mt.gov 

SECTION I:    APPLICANT’S PERSONAL INFORMATION 

Name:______________________________________________________________________________        
Last First  Initial               Maiden Name 

Mailing Address:______________________________________________________________________ 

      City  State                    Zip Code 

Phone Number: ________________Home      ___________________Cell ________________Work 


Date of Birth:_____/_____/______ Male / Female: __________  Social Security #: ________________ 


************************************************************************************************* 

SECTION II: APPLICANT’S EMPLOYMENT/EDUCATION INFORMATION 


School Attending ______________________________________________________________________ 


Are you currently employed as a NURSE AIDE?    Yes _________ No__________ 


List all Health Care Employer(s) Name, Address & Phone Number for whom you have worked in the past 

2 years. 


Employer Name/City Employer Phone Number Dates Worked 

Applicant’s signature 
Date 

PLEASE ENCLOSE AN OFFICIAL TRANSCRIPT WITH THIS FORM & MAIL TO THE ABOVE ADDRESS OR 
REQUEST THE COLLEGE TO SEND THE TRANSCRIPT DIRECTLY TO THE REGISTRY.  

"An Equal Opportunity Employer" 
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