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	SECTION 1 - TO BE COMPLETED BY THE APPLICANT:

	_______________

CLASS STARTS

CLASS ENDS

SS#

______________

GENDER

______________

BIRTH DATE


	NAME________________________________________   _________________________                                                                                  
                                                                      (Last, First, MI)                                               Maiden Name if applicable

HOME 

ADDRESS_______________________________________________________________


          No. & Street


                              City
                        State
              Zip


HOME PHONE ______________________ EMAIL  ____________________________

COLLEGE

EDUCATION____________________________________________________________

                                                                                                        Phone                                           City
             State

DEGREE __________________________ GRADUATION DATE _________________

CURRENT AIR FORCE BASE _____________________________________________

Trainees will be housed at Holmes on Eden, 2nd Floor 513-584-7751.

	List one current hospital affiliation and one past hospital affiliation:

	NAME
	DEPT
	CITY/STATE
	PHONE #
	DATES

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	SECTION 2 – EACH APPLICANT SHOULD ATTACH COPIES OF:

· 1. Ohio and all state licenses.  If no license, RTs can copy instead a:

· National RT certifying body certificate OR

· Cardiopulmonary Phase 2 certificate OR

· RT program certificate

(  2. Resume (with school, date, and phone #)

(  3. Scope of Practice (signed by self)



	
	
	
	
	

	SECTION 3 – TO BE COMPLETED BY CERTIFYING OFFICIAL/UNIT READINESS OFFICER:
It is hereby certified that the above named C-STARS trainee

· Is credentialed by and is a member in good standing of the United States Armed Forces

· Is fully covered by health and malpractice insurance (covered by the TORT)

· Has all immunizations up-to-date (Hepatitis B and MMR vaccines or proof of immunity)

· Had a negative TB skin test/ TB screening within the past year

· Has completed training in Universal Precautions and Blood borne and Airborne Pathogens within the past year

Name of Certifying Official: __________________________________________ Signature: _________________________________

Title: _____________________________________________________________ Date: ____________________________________



Fax form with documentation to C-STARS at 513-584-1045.  Bring originals to C-STARS at orientation.

TRAINEE APPLICATION FOR C-STARS 
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