
 

 

 
 
 

Cape Fear Community College’s Associate Degree Nursing Faculty and Staff welcome 
you to what will be one of the most challenging and exciting times of your career.  In 
order to ensure you start the semester with all the required documentation, we have put 
together a checklist of what will be required by the date given at Orientation.   
 
Admitted, returning, transfer and transition students must have the following turned in to 
the Health Sciences Secretary by the date given at Orientation or they will not be 
permitted to attend: 
 
 

1. CPR Proof - must be current two-year CPR certification for health care    
providers (must include infant, child and adult).  No online courses accepted. 

2. Liability Insurance (when entering/re-entering during a spring or summer 
session, students will be informed when they need to go pay) 

3. Demographic Form 
4. Policy Statement 
5. CFCC ID Badge – Must state “ADN Student” on badge 
6. Drug Screen (9 panel) (Information to be distributed at Orientation) 
7. Immunization Proof (Not required for returners) 
8.     Hepatitis B Proof Or Declining Statement (Not required for returners) 
9. Physical, including hearing and vision (Not required for returners) 

10.     Criminal Background Check – www.certifiedbackground.com.  Enter the 
package code AY42.  Cost varies per student.  (Not required for returners) 

11. Syllabus – Purchase in bookstore before first class.  Each semester students 
must have a syllabus in order to enter class the first day. 

12.    *Online Orientation – http://www.nhrmc.net/Orientation_Online   Complete 
each section prior to completing test. 

13. *Confidentiality Statement & Code Of Conduct Statement (Read Code of 
Conduct (NHRMC) prior to signing)   

14.    *Confidentiality Statement 
15.    *Corporate Compliance Quiz (Read Corporate Compliance Training (NHRMC)           

information prior to completing the post quiz)       
16.    Student Agreement 

 
 

  *Copy of NHRMC name badge waives this item. 
 

Contact Health Sciences Secretary Donna Breedlove at 362-7655 if you 
have questions. 

 
 
 



 

 

 

Cape Fear Community College 

Associate Degree Nursing Program 

Student Demographic Data Form 

 

INFORMATION:  

 

1. This questionnaire provides data for the department of nursing curriculum development. An 

ongoing assessment of the people for whom the curriculum is devised (student characteristics 

and demographic data) constitutes one of the most essential and basic factors for curriculum 

change. 

 

2. All data are confidential and will be used for curriculum study purposes and to meet the needs 

of the students. 

 

3. Thank you for helping in the curriculum study. 

 

DIRECTIONS:  

 

1. Circle the number of the answer that applies to you. 

2. Fill in blanks where blanks are provided. 

3. Please print clearly. 

 

Date: _____/_____/_____     CFCC Student ID #  _____________________ 

 

Name:_________________________________________________ SS # : ________/____/________ 

 

Address:__________________________________________________________________________ 

 

City:_______________________________State:_____________________ Zip Code:_____________ 

 

Telephone Number: (_____)________________Other/Cell Phone: (_____)_____________________ 

 

Closest Relative:__________________________ Relationship:_______________________________ 

 

Telephone Number:  (_____)_______________   

 

Email Address:__________________________ 

 

1. Sex:  Male: __________  Female: __________ 

 

2. Ethnicity:  ___________ 

 

1. White, non-Hispanic    4. Asian or Pacific Islander 

2. Black (African-American),   5. Hispanic (all races) 

 Non-Hispanic     6. Multi-racial heritage 

 3. American Indian or Alaskan Native 7. Race/ethnicity unknown



 
 

 

 

  

3. Educational Level Completed: _________ 

 

1. High School Graduate  3. AD  5. Masters 

2. GED     4. BS 

 

 

4. Marital Status: __________ 

 

1. Single  3. Divorced 5. Separated 

2. Married 4. Widowed  

 

5. Age:______________    Birthdate:__________________   

 

6. Number of Children:_______________________ 

 

7. How far do you travel to school each day (ONE WAY): Miles:_______________________ 

 

8. Current work hours per week: ___________________ 

 

9. Previous Healthcare experience: _________ 

 

1. No experience 3. CNA   5.  Other ________________ 

2. EMT   4. LPN or LVN 

 

10. Are you transitioning in from LPN?         Yes__________       No__________ 

 

11. Are you returning to the ADN program? Yes__________       No__________ 

 

12.  Are you transferring from another ADN program?   Yes __________     No _________ 

 

13. Please select your US citizen status: 
  
  US citizen     resident alien    non-resident alien    unknown 

 

 

Thank you for your cooperation!! 

 

 

 
 
 
 
 
 



 
 

 

 

 
ADN STUDENT POLICY ACKNOWLEDGEMENT 
 
 
 NAME OF STUDENT: ________________________________ 

 DATE RECEIVED: ___________________________________ 
 
 
I have been given a copy of the Policies for the Associate Degree Nursing Program 

of Cape Fear Community College.  I have read these Policies myself in their 

entirety and have had my questions answered.  I understand and agree that, as a 

student in the Associate Degree Nursing Program of Cape Fear Community 

College, I am bound and responsible to comply with all of these Policies.  I also 

understand and agree that I am subject to all of the requirements, provisions, and 

procedures contained in these Policies. 

 
                   _____________________________________ 

             Signature of Student 
 
                   Date returned:_________________________ 

 

 
 



 
 

 

 

Cape Fear Community College 

Hepatitis B Vaccine Consent/ Declination Form 
 

PLEASE READ CAREFULLY  (Complete the section that describes you) 

 

1. I  choose to take the Hepatitis B Vaccine. I  have read and understand the information on this form 

about the Hepatitis B Vaccine. I  have had a chance to ask questions which were answered to my 

satisfaction. I  agree to accept the responsibility of any/all side effects that may happen by taking the 

Hepatitis B Vaccine. 

Dose  Date  Signature 

 

 ______________________________ 1
st
  -       

 Student Signature      

       2
nd

 -   

 ______________________________ 

 Witness     3
rd

 -   

 

 ______________________________ 

 Date 

 

 

2. I  understand that due to my occupational exposure to blood or other potentially infectious materials I  

may be at risk for acquiring Hepatitis B Virus (HBV) Infection. I  have been advised to be vaccinated 

with Hepatitis B Vaccine. However, I  decline Hepatitis B Vaccination at this time. I  understand that by 

declining this vaccine, I  continue to be at risk of acquiring Hepatitis B, a serious disease. I f in the future 

I  continue to have occupational exposure to blood or other potentially infectious materials and I  want 

to be vaccinated with Hepatitis B vaccine, I  will receive the vaccination series at my own expense. 

 

___________________________ 

Declining Student 

 

___________________________ 

Witness 

 

___________________________ 

Date 

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

 

     3. I  have already received 3 doses of Hepatitis B vaccine at 

 

 _____________________________ during ___________________________ 

   (Location)            (Year) 

 

 _____________________________  __________________________ 

 Student Signature    Witness 

 

 _____________________________   

 Date 

 



 
 

 

 

  



 
 

 

 



 
 

 

 

 



 
 

 

 

 



 
 

 

 
 


