@ = Northeast

Wisconsin Technical College Dr. H. Jeffrey Rafn, President

Visit our Web site at...www.nwtc.edu

EMT and EMT-IT Packet Information

Registration forms and paperwork can be turned in during the following times:

For Summer Classes March 1 through May 5
For Fall Classes April 1 through July 15
For Spring Classes October 1 through December 10

Website to print packet > www.nwtc.edu > Academics “Tab”>> Degree &Diploma Programs >> Program Start
Terms> “clickon” EMT-Basic Interest packet. EMT-Basic FAQ Flu Shot Information

e Applying to EMT Basic — Include registration form (pg 2) and a copy of your current American Heart
Association CPR Health Care Provider Card

e Applyingto EMT IT - Include registration form (pg 2), copies of your current State of Wisconsin EMT
license and current American Heart Association CPR Health Care Provider Card

Mail to: NWTC-Enrollment Services PO Box 19042 Green Bay WI 54307-9042
In Person: Green Bay Campus —Student Services Bldg—Welcome Center- Room SC240
Or Fax: 920-498-6882 Attn: Joan Marcell

Satisfying either bullet point above will initiate correspondence from Enrollment Services enabling you to register
for your EMS class.

The Items listed below must be complete and your acknowledgement cards received to attend your first day
of class.

Health Assessment paperwork (Web packet pages 5-10)
Mail to: NWTC- Student Health Records Rm HS 301B PO Box 19042 Green Bay WI 54307
Fax: 920-491-2628 Attn: Barb Rudolph

Caregiver Background (CBC) Paperwork (web packet pages 11-14)
e $30.00 Payment - -Payment Options are listed on the CBC coversheet

Mail to: NWTC- Enrollment Services — CBC PO Box 19042 Green Bay WI 54307-9042
In Person: Green Bay Campus- Student Services Bldg- Welcome Center- Room SC240

Authorization to Bill form — only when applicable (Packet page 3)
Mail to: NWTC-Enrollment Services PO Box 19042 Green Bay WI 54307-9042
In Person: Green Bay Campus- Student Services Bldg- Welcome Center- Room SC240
Or Fax: 920-498-6882 Attn: Margaret Quam

Thank you
GREEN BAY CAMPUS MARINETTE CAMPUS STURGEON BAY CAMPUS
2740 W. Mason St., P. O. Box 19042 1601 University Dr. 229 N. 14th Ave.
Green Bay, W1 54307-9042 Marinette, W1 54143 Sturgeon Bay, W1 54235-1317

(920) 498-5400 (715) 735-9361 (920) 746-4900

or call voll-free (800) 422-NW'TC


http://www.nwtc.edu/Pages/nwtc.aspx
http://www.nwtc.edu/academics/ProgTeamSites/publicsafety/EMS/Pages/EMT-BasicFAQs.aspx
http://www.nwtc.edu/services/Admissions-Registration/admissions/Documents/Flu%20Shot%20Information.pdf

NORTHEAST WiSCoNsy

LEMS

TECHNICAL COLLEGE EMT Registration Form

EMT Basic

E-Mail Address

EMT Intermediate

Social Security Number Last Name First Name Middle Initial
Street Address City State Zip
Area Code Home Phone Legal County of Residence City Town  Village
Area Code Work Phone Name of Employer / Company Date of Birth
Education: Name of High School City State H.S.Year Highest Grade Completed
Graduated
Required Government Statistical Information Check One Check One _ .
[ 1. American Indian/ [ 5. White, Not [ u.s.Citizen O Male Cancellation Pol Icy
Alaskan Native Hispanic [ Immigrant [ Female Must be completed prior to class start
[] 2. Asian [J 6. Native Hawaiian/ [J Nonimmigrant date. Departments will remain
[J 3. Black, Not Other Pacific Islander responsible for payment if not
Hispanic [17.No Response .
[ 4. Hispanic withdrawn before the class start date.

Name of Ambulance Service if sponsored*

Provider License Number

Class Title

Location

Please complete for EMT Intermediate program only:

Start Date

REQUIRED DOCUMENTATION

*Please attach copy of current cards*

Wis. EMT License Exp Date

CPR Exp Date

| certify that the information above is true and accurate. | hereby authorize the Wisconsin Technical College System to release my grades,
attendance records and any other information relative to this EMS training course to the sponsoring agency with which | am affiliated and to

the Wisconsin Department of Health Services.

SIGNATURE — Student

Date Signed

*Submission of EMS authorization to bill required if NWTC is authorized to bill agency for tuition and other related expenses




NORTHEAST WISCONSs/y

SBEMS

TECHNICAL COLLEGE

EMS Authorization to Bill

This form authorizes Northeast Wisconsin Technical College to submit for payment, a bill for all specified
fees related to the training and education of the student(s) listed below.

Name of Organization:

Contact Name:

Address:
Phone/e-mail:
PO # (if applicable):
School Year: 20__-20___ | Semester: ____ Summer Fall Spring
Invoice for:
Tuition (Including NREMT Fees) Pocket Mask (AHA CPR Only)

Required Text Books

Caregiver Background Check

NWTC EMS Uniform

ALL students listed below are authorized to ALL listed courses.

Catalog #

Class Title Class #

* NOTE: NWTC reserves the right to substitute the same course, but a different class (time, date, etc.) at the request of the student
without obtaining a new authorization.

Check box that applies:

Please enroll the following students

Individuals will call to enroll separately

Name of Student (First, MI, Last) Student ID or National ID

Authorizing Signature:

Please complete this ATB and mail, fax, or e-mail to:
Northeast Wisconsin Technical College
Attn: Margaret Quam
2740 W Mason Street
PO Box 19042
Green Bay, W1 54307-9042
Fax: 920-498-5673
E-Mail: margaret.quam@nwtc.edu
Please note: Enrollment into the requested course is subject to course availability.




#7 Northeast

Wisconsin Technical College Division of Public Safety - EMS
2740 West Mason Street

Green Bay, Wisconsin

54307-9042

Dear EMS Program Applicant,

CPR is a prerequisite for your training. You must have a CPR card (AHA Healthcare Provider level or equivalent
compliant with WI HFS110) that must remain current throughout the duration of your training . Please find, register, and

complete an appropriate AHA CPR HealthCare Provider class to meet this time frame.

AHA CPR HealthCare Provider
You will need to complete one of the following courses:
e Catalog # 47-531-446 (full course): If you do not have a current Healthcare Provider card, you will need a full course.

e Catalog # 47-531-448 (renewal course): If you currently maintain a Healthcare Provider card that will expire during

the duration of your course, you will need to enroll in a renewal course.

To find a class, you may do either of the following: To register for a class, you may do either of the

following:
¢ Go to our website, www.nwtc.edu and type in

“CPR” in the search engine. e Call NWTC Registration at (800) 422-6982,
®  You may also click on the Find a Class link on our ext. 5444 or (920) 498-5444.

homepage, www.nwtc.edu. You will need the e Come in to register an any NWTC location

class number to register. e Register online through my. NWTC on our
e Ifyou don’t have internet access, please contact website, www.nwtc.edu

NWTC Registration at the numbers on the right
to inquire about upcoming AHA Healthcare CPR

courses.



http://www.nwtc.edu/
http://www.nwtc.edu/

7~ Northeast

Wisconsin Technical College

Dear EMS Program Applicant,

A Health Assessment form is included in this admissions packet. Completion of the Health Assessment is
required as part of the entrance requirements for the clinical portion of your program. Please complete the
Health Assessment, as soon as possible, and return it to my attention at the Green Bay campus address noted
below.

You may not have a personal healthcare provider or you may be unable to get an appointment with your own
healthcare provider within a reasonable time frame. For these cases, NWTC has a working agreement with Bellin
Occupational Health Solutions. An information sheet on their services and costs is included for your convenience. An
affordable alternative is available through your local health department for TB testing and vaccination for MMR
(measles/rubeola, mumps, and rubella), tetanus, Hepatitis B (not available at all health departments) and
Varivax/chickenpox (available only for 18 years and under).

You are responsible for all costs of the Health Assessment, which may include laboratory tests and/or
vaccinations. If a third party will be paying for the costs of your Health Assessment then please make your own
payment arrangements with that third party. When your Health Assessment is complete, we will mail you a
completion card or we will contact you regarding any information that is needed to complete your Health
Assessment. All information must be completed prior to participation in your clinical training. Please be sure
that your Health Assessment is completed two weeks prior to the start date of your clinical training.

We recommend that you retain copies of your Health Assessment for future reference. NWTC can only
provide copies of medical records for services that we provide.

If you have any questions, please contact Student Health Services.
Thank you,
Barb Rudolph

Student Health Records Clerk, Room HS 301B, Green Bay Campus
(920) 498-5651, (800) 422-NWTC ext. 5651, barb.rudolph@nwtc.edu



mailto:barb.rudolph@nwtc.edu

NWTC EMS PROGRAM Intended Class Start Date:
PRE-CLINICAL HEALTH ASSESSMENT FORM

Health Records Instructional Video Applying to: OEMT-Basic [CIEMT-IVTECH [dParamedic
Last Name(maiden name,if applicable)  First Middle Initial Social Security Number
Address Student ID Number
City State Zip Code
Date of Birth Age Telephone Number
( )
Have you ever been in a Health Science Program before? Y/ N What program? What year?

Northeast Wisconsin Technical College is affiliated with various clinical sites which provide educational opportunities for
EMT students. Based on agreements with these facilities, NWTC students must meet clinical site health requirements.
Therefore all information must be completed and documented prior to admission.

PLEASE ATTACH COPIES OF PROOF OF VACCINATION OR LAB TEST (TITER) RESULTS.
*|f any Titers done in the past showed immunity, no need to repeat titers just send in proof.
Example: During pregnancy, Rubella titers are done routinely.

L Hepatitis B: CHOOSE ONE OF THE FOLLOWING:

1. Received immunizations and attached copy of dates and signature of agent / agency that provided
immunization.

2. Attach copy of Hepatitis B Antibody titer report

3. Decline Hepatitis B vaccination (see attached form)

4. Will receive Hepatitis B vaccination (must start series before clinical begins). Attach proof of immunization,
that has been received as of today, with date and signature of agency.

U Two-step TB Skin Test — Note: A 2-step (Two Tests) is necessary, unless you have had TB tests that are recent:
Example; proof of a 1-step that was done in last 12 months And proof of another 1-step that was done within 12
months prior to the most recent test. Attach signed and dated proof including location where test received. If more
than 12 months has passed since your last TB test, you need to follow directions in next paragraph.

For a 2-step TB test that needs to be done, the second step/injection, should be done no sooner than 7 days after
the first injection, but no greater than 12 month. after the first injection.
#1 Date given: Date read: (48-72 hours) Results:  mm Signature
#2 Date given: Date read: (48-72 hours) Results:  mm Signature
If a positive reactor to TB testing in the past, a Quantiferon blood test will be needed.

O Rubella - Proof of vaccination (2 doses of MMR vaccine) or Titer as proof of immunity. See **

O Rubeola - Proof of vaccination (2 doses of MMR vaccine) or Titer as proof of immunity. See **

O Mumps - Proof of vaccination (2 doses of MMR vaccine) or Titer as proof of immunity. See **

L Varicella — Proof of vaccination (2 doses of Varicella vaccine) or Titer as proof of immunity. See **

** |f titer result shows anything other than “immune” contact the Student Health Record office for further

instructions.**

Please sign below to verify that this information is true and to authorize release of this information as needed between
NWTC, clinical sites and healthcare providers.

Student Signature Date
Please send all documentation, in the attached envelope, to:
STUDENT HEALTH SERVICES, Rm. HS301B, NWTC, PO BOX 19042, GREEN BAY, WI 54307-9042
For more information or questions, please call Student Health Records at 920-498-5651 or 1-800-422-NWTC ext. 5651.



http://video.nwtc.edu/relay/barb.rudolph/EMS_Health_Record_Requirements_Presenstation_-_Flash_%28Medium%29_-_20111116_03.01.07PM.html

## Northeast

Wisconsin Technical College

Your Community College

Dear EMS-Program Applicant:

Note: This informational/price sheet is for all Health Sciences programs
This information is provided to you in case you do not have a personal health care provider.

Bellin Occupational Health Solutions is located at two convenient Green Bay sites.

Please see map on the other side for directions and telephone number to set up an appointment. Please
bring price list with you to inform the clinic that you are an NWTC student and should be

given the services needed at the Occupational Health rates and not the normal clinic

pricing/billing rates. Bellin Occupational Health Solutions can provide your physical examination within 48
hours of contact.

You are responsible for full payment of physical exam and laboratory tests at time of appointment.
(Policy of Bellin Occupational Health Solutions: A $30.00 NSF charge for any returned check)
PLEASE NOTE: These tests and vaccines offered by Bellin Occupational Health Solutions

ARE NOT eligible to be billed to any health insurance provider.

DO NOT use Bellin Occupational Health Solutions if you are planning on seeking insurance
reimbursement.
(PRICES for services are from March 1, 2011 and may have increased since last printing.)

The costs of the physical exam and/or tests are:

TB Skin Tests $ 16.00 each
*Rubeola Titer $ 26.25
*Rubella Titer $ 26.25
*Mumps Titer $ 26.25
*Varicella Titer $ 26.25

$

$

Venipuncture 13.00
Tetanus/Diphtheria 35.00

Possible extra charges:

Quantiferon TB test $152.00(If history of positive TB skin test reaction)
Hepatitis B antibody titer $ 26.25

Hepatitis B series $ 71.50/per dose (3 doses in series)

MMR immunization $ 63.50

Varicella immunization $159.00/per dose (2 doses in series)

(Do not have a supply on hand so advance notice is needed to administer.)

* If any titers have been done in the past and showed immunity, there is no
need to repeat titers, just send proof/documentation to our office.
Example: During pregnancy, Rubella titer is routinely done.

See back of page for phone numbers and directions.



relilnhealth

Occupational Health Solutions

Both Locations open: Monday thru Friday from 7 a.m. to 6 p.m.

West Location:
1630 Commanche Ave
920-430-4560

bellinhealth

FAMILY MEDICAL CENTER

Ashwaubenon N

Take the western most entrance (Closest to Packerland Drive)
Office is located on the first floor — to the left of the elevator.

East Location:
215 North Webster Ave
020-433-3448

KMo

Vo Fapar
bt Asurge

| - |

Enter at the green canopied entrance.
Office located on the first floor.



LATEX SENSITIVITY HEALTH HISTORY

NAME PROGRAM

YES NO

1. Do you have any swelling or itching of lips after blowing up balloons?

2. Have you experienced any swelling or itching after dental, vaginal or rectal exams?

3. Have you experienced any swelling or itching with use of condoms or diaphragms?

4. Do you have any history of eczema or dermatitis of the hands?

5. Do you have any other skin problems?
If yes, please explain

6. Do you have any food allergies?
If yes, to what foods?

7. Do you have any other allergies?
If yes, please explain

8. Do you have any history of unexplained nasal congestion, itchy, watery eyes, or
chest congestion while at work?
If yes, please explain

9. Have you had multiple surgical procedures as an infant?
If yes, what type and why?

10. Have you ever experienced an unexplained anaphylactic reaction during or after a
surgical procedure?
If yes, please explain

Signature Date




HEPATITIS B
DOCUMENTATION FORM

Name Program

(please print)

COMPLETE THE SECTION WHICH PERTAINS TO YOU
Return completed form to Student Health Services Office — Room HS301B)

| have already received the Hepatitis B vaccination. (Documentation required)

Dates: #1 #2 #3 Titer
(attach results if already done)

Signature of Agent/Agency providing:
Date:

HEPATITIS B VACCINATION DECLINATION

| understand that due to my occupational exposure to blood or other potentially infectious materials, |
may be at risk of acquiring the Hepatitis B Virus (HBV) infection. | have been given the opportunity to
be vaccinated with the Hepatitis B vaccine, at my expense. However, | decline the Hepatitis B
vaccination at this time. | understand that by declining the Hepatitis B vaccine | continue to be at risk
of acquiring Hepatitis B as a serious disease. If, in the future | continue to have occupational exposure
to blood or other potentially infectious materials and | want to be vaccinated with the Hepatitis B

vaccine, | can receive the vaccination series at that time.

Signature: Date:




INSTRUCTIONS FOR
CAREGIVER BACKGROUND CHECK

On October 1, 1998, the new Caregiver Law
was enacted in Wisconsin by the Department
of Health and Family Services. Background
checks are required for students who will be
completing internships or clinical training. In
order for students to have access to providers,
all students in required programs must
complete a background check.

1. BACKGROUND INFORMATION
DISCLOSURE FORM —Please use ink and print
legibly.

a. Provide your full name(s), address, birth date,
gender, ethnic group, and Social Security
number.

b. Any differences between your Background
Information Disclosure form and the State report
we receive may result in denial of clinical site
access. The clinical site must follow regulatory
statutes and has final authority for this decision.
Clinical sites look for integrity when answering
this question. (Section A, No. 1:If you have
ever been convicted or have any charges
pending, answer YES and provide a written
explanation.)

c. If discharged from the service within 3 years,
provide a copy of discharge papers (DD214).

d. If you have resided outside the State of
Wisconsin within the last 3 years, answer YES
and list state(s) to Section B, No. 4. Please
contact the CBC desk anldet applicable state

formswill be mailedor emailedto you to obtain

an outof-state background check.

2. RECORDS CHECK RELEASE FORM

a. The student must sign this form; include name
of program, campus location of program &
student ID.

CBC Desk: All questions please call

(920) 491-2625 or 800-422-6982 ext. 2625.
Email: cbc@nwtc.edu. Additional information on
the DHFS’ Caregiver Law can be obtained at their
website: www.dhfs.state.wi.us.

3. CHOOSE (1) PAYMENT OPTION

O WI Criminal Background Check

(CBC) Fee. (Over 18Y0) $30.00 each

0 CBC Card Fee

(If under 18 years old) $5.00 each

0 CBC forms supplied by student
or outside agency. (This includes
the BID, Records Release and WI
Dept. of Justice and Dept. of Health
Services reports ran within the past

six months.) $10.00 each

[0 CBC Replacement Card Fee
$15.00 each

(i.e.: lost card) Contact CBC desk to verify.

a. Payable to NWTC in the form of a personal
check, money order, or charge/debit account
information. Forms and payments can also be
collected at the Student Center.

b. Third Party Funding (i.e.: WIA, Workforce
Development, etc.) provide a copy of the
Authorization to Bill.

Please note: The attached CBC forms and
payment are NOT required if you have a valid
NWTC Caregiver Background Check
Verification “Green Card”. This note does not
apply to the Early Childhood Program.

Early Childhood Program NWTC CBC Purple

cards are only valid for 1 year.

¢+ Green CBC Card expires 4 years from date of
issue.

If there are restrictions on back of card

please contact the CBC desk at

920-491-2625 / email chc@nwtc.edu.

ANY DELAY IN RETURNING THE
COMPLETED FORMS MAY IMPACT
YOUR CLINICAL SITE ACCESS.

Return forms and payment to:

NWTC

Attn: Enrollment Serv.17 CBC
P.O. Box 19042

Green Bay, W1 54307-9042




DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
F-82064 (01/09) Chapters 48.685 and 50.065, Wis. Stats.
: DHS 12.05(4), Wis. Admin. Code

Page 1 of 2

BACKGROUND INFORMATION DISCLOSURE (BID)

Completion of this form is required under the provisions of Chapters 48.685 and 50.065, Wis. Stats. Failure to comply may result in a denial
or revocation of your license, certification, or registration; or denial or termination of your employment or contract. Refer to the instructions
(F-82064A) on page 1 for additional information. Providing your social security number is voluntary; however, your social security number is
one of the unique identifiers used to prevent incorrect matches.

PLEASE PRINT YOUR ANSWERS.

Check the box that applies to you.
O Employee / Contractor (including new applicant) 0O Household member / lives on premises - but not a client

Q Applicant for a license or certification or registration (including QO Other — Specify:
continuation or renewal)

NOTE: If you are an owner, operator, board member, or non client resident of a Division of Quality Assurance (DQA) regulated facility,
complete the BID, F-82064, and the Appendix, F-82069, and submit both forms to the address noted in the Appendix Instructions.

Name - (First and Middle) Name — (Last) Position Title (Complete only if you are a prospective employee
or contractor, or a current employee or contractor.)

Any Other Names By Which You Have Been Known (Including Maiden Name) Birth Date Gender (M/F) Race

Address Street, City, State, ZIP Code Social Security Number(s)

Business Name and Address - Employer or Care Provider (Entity)

SECTION A - ACTS, CRIMES, AND OFFENSES THAT MAY ACT AS A BAR OR RESTRICTION YES | NO

1. Do you have any criminal charges pending against you or were you ever convicted of any crime anywhere, including in
federal, state, local, military and tribal courts?
» |If Yes, list each crime, when it occurred or the date of the conviction, and the city and state where the court is
located. You may be asked to supply additional information including a certified copy of the judgement of
conviction, a copy of the criminal complaint, or any other relevant court or police documents.

2. Were you ever found to be (adjudicated) delinquent by a court of law on or after your 10" birthday for a crime or
offense? (NOTE: A response to this question is only required for group and family day care centers for children and
day camps for children.)

» If Yes, list each crime, when and where it happened, and the location of the court (city and state). You may be
asked to supply additional information including a certified copy of the delinquency petition, the delinquency
adjudication, or any other relevant court or police documents.

3. Has any government or regulatory agency (other than the police) ever found that you committed child abuse or
neglect? A response is required if the box below is checked:
Q (Only employers and regulatory agencies entitled to obtain this information per sec. 48.981(7) are authorized
to, and should, check this box.)

» If Yes, explain, including when and where it happened.

4. Has any government or regulatory agency (other than the police) ever found that you abused or neglected any person
or client?
> If Yes, explain, including when and where it happened.

(continued on next page)



F-82064 (01/09) Page 2 of 2

SECTION A (continued) YES | NO

5. Has any government or regulatory agency (other than the police) ever found that you misappropriated (improperly took
or used) the property of a person or client?
» If Yes, explain, including when and where it happened.

6. Has any government or regulatory agency (other than the police) ever found that you abused an elderly person?
» If Yes, explain, including when and where it happened.

7. Do you have a government issued credential that is not current or is limited so as to restrict you from providing care to
clients?

» If Yes, explain, including credential name, limitations or restrictions, and time period.

SECTION B — OTHER REQUIRED INFORMATION YES | NO

1. Has any government or regulatory agency ever limited, denied, or revoked your license, certification, or registration to
provide care, treatment, or educational services?

» If Yes, explain, including when and where it happened.

2. Has any government or regulatory agency ever denied you permission or restricted your ability to live on the premises
of a care providing facility?
» If Yes, explain, including when and where it happened and the reason.

3. Have you been discharged from a branch of the US Armed Forces, including any reserve component?
»  If yes, indicate the year of discharge:
»  Attach a copy of your DD214 if you were discharged within the last 3 years.

4. Have you resided outside of Wisconsin in the last 3 years?
» If Yes, list each state and the dates you lived there.

5. Have you had a caregiver background check done within the last 4 years?
» If Yes, list the date of each check, and the name, address, and phone number of the person, facility, or
government agency that conducted each check.

6. Have you ever requested a rehabilitation review with the Wisconsin Department of Health Services, a
county department, a private child placing agency, school board, or DHS designated tribe?

» If Yes, list the review date and the review result. You may be asked to provide a copy of the review decision.

A “NO” answer to all questions does not guarantee employment, residency, a contract, or regulatory approval.

| understand, under penalty of law, that the information provided above is truthful and accurate to the best of my knowledge
and that knowingly providing false information or omitting information may result in a forfeiture of up to $1,000.00 and other sanctions
as provided in DHS 12.05 (4), Wis. Adm. Code.

SIGNATURE Date Signed




RECORDS CHECK RELEASE FORM

1, , authorize Northeast Wisconsin Technical College (the
“College”) to investigate my background and criminal history. Such investigation may include the
College obtaining and retaining some or all of the following:

1. A Wisconsin Department of Justice criminal records check;
2. Information maintained by the Department of Regulation and Licensing regarding the status of my

credentials, if applicable;
3. Information maintained by the Department of Health and Family Services regarding whether there are any
substantiated reports of child abuse or neglect against me;
4. A criminal records search from the Federal Department of Justice or the Federal Bureau of Investigation;
5. A criminal records check from any state or Indian Reservation where I have previously resided.

I also agree to complete and provide the College with a “Background Information Disclosure” form.

I understand that it may be necessary for the College to disclose such information to each field/clinical
affiliation site where I may be required to go for educational purposes as part of my educational program.

I understand that omitting or falsifying information on the Background Information Disclosure form is a
felony. The findings from my criminal and background history search, along with the aforementioned,
can result in denial of the clinical experience by the health care agency and/or dismissal from the

class/program.

I authorize the College to release to College personnel and to any and all field/clinical affiliation sites in
which I may be placed, the results of my criminal and background history search as detailed above. I
" understand that such field/clinical affiliation sites will review such background information and may
determine that I shall not have access to their patients based on my criminal and/or background history.

DISCLOSURE: [ understand that the Wisconsin Caregiver Law requires that I inform Northeast
Wisconsin Technical College’s Health Science Department (920-498-5543) of any new charges, arrests,
or convictions that occur since I have signed this document and the State of Wisconsin Background
Information Disclosure Form (HFS-64). Notice must be given within 5 business days of the occurrence.

I have been informed about the reason for this records check and have received information about how to
access the Informational Memorandum 97-4, Wisconsin Legislative Council Staff which details the
explanation of the law requiring such background and criminal history checks. For more information visit
their web site www.dhfs.state.wi.us. '

[ hereby release the College and its employees, agents, officers, and directors from any claim or liability
arising from or relating to the College’s actions in obtaining my criminal/background history and the
disclosure of the same to others, including field/clinical facilities, where I may need to go as part of my
educational program at the College.

Student Signature Date Student ID #

Name of Program Campus Location of Program



