
North Carolina Medication Aide Program

1. Social Security 
Number nnnnnn - nnnn - nnnnnnnn Date of Birth nnnn - nnnn - nnnnnnnn Gender nn nn

MONTH DAY YEAR MALE FEMALE
You are asked to voluntarily provide your Social Security number with the understanding that it will be used only as an identification number for record
keeping and verification of your listing on the North Carolina Medication Aide Registry. The information on this application will be entered on the North
Carolina Medication Aide Registry and, with the exception of your Social Security number, will be a matter of public record.

2. PRINT Full Name

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn 
LAST

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn   nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn
FIRST MIDDLE

nnnnnnnnnnnnnnnnnnn
MAIDEN NAME (if applicable)

3. HOME Mailing Address (Please provide only one: Street OR P.O. Box)

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn nnnnnnnnnnnnnn nnnnnnnnnn
STREET (number and name) APARTMENT NUMBER PO BOX

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn nnnn nnnnnnnnnn
CITY STATE ZIP CODE

4. HOME Phone Number nnnnnn -nnnnnn -nnnnnnnn WORK Phone Number nnnnnn -nnnnnn -nnnnnnnn
AREA CODE AREA CODE

5. REGISTRATION FOR EXAM & FEES
Under Federal law, the medication aide employed by, or with an offer of employment from a skilled nursing facility
participating in the Medicaid/Medicare program, may NOT be charged this fee. Instead, your employer will be respon-
sible for paying the examination fee, which must be submitted with your application.

Fees of $55 MUST accompany ALL applications.

Fees may be paid only by either a certified check, company check, money order, or Pearson VUE voucher made
payable to Pearson VUE. Personal checks, cash, or credit card payments are not accepted. 

Your application, examination fees, and a copy of your training program certificate must be mailed to:

Pearson VUE
NC Medication Aides

PO Box 13785
Philadelphia, PA 19101-3785

NOTE: If you are requesting ADA accommodations, please submit all required documentation with this application.

6. HAVE YOU EVER BEEN LISTED ON THE NORTH CAROLINA NURSE AIDE I REGISTRY?
Yes nn (If YES, your name must match what is on the Nurse Aide I Registry. If your name has changed, proof of 

name change is required. You are responsible for ensuring that your name is current with the Registry 
prior to testing.)

No nn

Application continues on reverse

APPLICATION FOR REGISTRATION BY COMPETENCY EXAMINATION
PLEASE PRINT LEGIBLY — USE INK ONLY
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7. PROVIDE NORTH CAROLINA MEDICATION AIDE TRAINING PROGRAM INFORMATION
Your North Carolina Medication Aide training program instructor MUST complete this section. Your training program
instructor cannot sign this portion until training is complete. You must include a copy of your training program
completion certificate. Training is only valid for 2 years from completion of training. 

TRAINING BOARD OF NURSING INSTRUCTOR
PROGRAM NAME ________________________________________________________________ CERTIFICATION NUMBER: nnnnnnnnnn
(if applicable)

TRAINING PROGRAM
BOARD OF NURSING TRAINING PROGRAM
INSTRUCTOR SIGNATURE ____________________________________________________ COMPLETION DATE:  nnnn - nnnn - nnnnnnnn

MONTH DAY YEAR

8. EMPLOYMENT INFORMATION
If you are currently employed as a medication aide, or have an offer for employment, please check one of the follow-
ing to indicate type of place where you are/will be working as a medication aide. 

nn Adult / Family Care Home nn Medicare/Medicaid Nursing home (Hospital based)* nn Mental Health

nn Private Nursing Home nn Medicare/Medicaid Nursing home (Non-hospital)*

nn Other _____________________ nn Not currently employed as a medication aide 
*If you checked either of these boxes, your testing fee must be paid by the facility.

CANDIDATE STATEMENT AND SIGNATURE (All candidates MUST sign.)
I understand that I am responsible for making sure that all of the information provided in this application is 
completely true and correct. I understand that any information I give that is not true may jeopardize my certification
status and listing as a Medication Aide, and may result in prosecution by the state of North Carolina.
SIGNATURE 
OF APPLICANT: ______________________________________________________________________________ DATE: _____________________________

MAILING INFORMATION

YOU MUST MAIL TOGETHER IN ONE ENVELOPE: 

1. Your application.

2. A copy of your North Carolina Medication Aide training program completion certificate from a North Carolina Board
of Nursing approved medication aide training program.

3. Correct exam fees, ie., certified check, money order, or Pearson VUE voucher. The IDs you present at the test
site must match your name and Social Security number on this application. For acceptable IDs see
“PROPER IDENTIFICATION” in the North Carolina Medication Aide Candidate Handbook.

If you do not receive an Authorization Letter within ten (10) business days of mailing your application, 
call Pearson VUE at (888) 204-6207. Pearson VUE is not responsible for lost, misdirected, or delayed mail delivery.

To obtain a handbook, please go to www.pearsonvue.com
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