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In order to process your request:
Mail your application and other documents to:
Nursing Care Quality Assurance Commission Nursing Education
PO Box 47864
Olympia, WA 98504-7864

Contact us:
360-236-4703
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Application Instructions Checklist

The Nursing Care Quality Assurance Commission has statutory authority through  RCW 18.88A to approve and review nursing assistant training programs in the state of Washington.
When the Commission receives your application for a nursing assistant training program renewal it will be reviewed. The Commission notifies you in writing of any outstanding documentation needed to complete the process. 
All information should be typed or printed clearly in blue or black ink. It is your responsibility to submit the correct required forms.
[bookmark: Check2]|_|	1. Demographic Information:
Uniform Business Identifier Number (UBI #): Enter your Washington State UBI #. All Washington State businesses must have UBI #s.
Federal ID Number (FEIN #): Enter your Federal ID Number, if the business has been issued one.
Legal Name: List the legal name of the corporate or parent healthcare facility, hospital, school or other entity.
Program Name: List the “doing business as” name for the program if different from the Legal Name.
Address: Enter the training program’s complete mailing address.
Phone and Fax Numbers: Enter the training program’s phone and fax number.
Email and Web Address: Enter the training program’s email and web addresses.
Physical Address: Enter the training program’s complete physical address if it is different from the mailing address previously listed.
Name and email of agency administrator, vocational director, department head or chief administrative officer: Enter the name and email address of the training program’s agency administrator, vocational director, department head or chief administrative officer.
Name of training program director: Enter the name of the director.
Email Address and phone number: Enter the email address and phone number of the program director.
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[bookmark: Check3]|_|	2. Program Information:
a. Program Types: Check all training program types you are approved to provide and enter the program number for each program. 
b. Facilities: List all facilities where clinical training is conducted through your training program and indicate whether you have signed, current affiliation agreements on file for each facility.
c. Course Instructors: List all the current instructors at these facilities and indicate whether you have Nursing Commission approval letters on file for each instructor.
d. Program Director: Indicate whether you have a Nursing Commission approval letter on file for the program director listed on page one (Demographic Information).
e. Curriculum:  Answer all the questions as they relate to your training program. If you answer “yes” to any question, please provide additional information and/or forms as directed after the question. 
[bookmark: Check4]|_|	3. Applicant’s Attestation:
You must sign and date this for us to process the application.
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	Nursing Assistant Training Program Renewal Application

	1. Demographic Information

	[bookmark: Text1]UBI #      
	Federal Tax ID (FEIN) #      

	Legal Name of corporate or parent health care agency, facility, hospital, school or other entity 
     

	Program Name (or “doing business as”), if different from Legal Name      

	Mailing Address      

	City      
	State      
	Zip Code      
	County      

	Phone (enter 10 digit #)      
	Fax (enter 10 digit #)      

	Email Address      
	Web Address      

	Physical Address (if different from mailing)      

	City      
	State      
	Zip Code      
	County      

	Name of agency administrator, vocational director, department head or chief administrative officer      

	Email Address      

	Name of training program director      

	Email Address      
	Phone (enter 10 digit #)      
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	2. Program Information

	a. Program Types

	Please check all program types you are approved to provide and enter your program number(s) in the blank(s):
|_|Home Care Aide Bridge Program #      	                         |_|Medical Assistant Bridge Program #      
|_|Medication Assistant Endorsement Program #               |_|Traditional Program #      

	b. Facilities

	List all facilities where clinical training will be conducted through your training program. Attach additional pages if you need more space.

	Name of facility
	Address
	Phone (enter 10 digit #)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	My program has signed, current affiliation agreements on file for all clinical sites listed above. |_|Yes  |_|No

	c. Course Instructors

	List all current instructors (including the program director if also approved to teach).

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	My program has Nursing Commission approval letters on file for all instructors listed above. |_|Yes  |_|No

	d. Program Director

	My program has Nursing Commission approval letters on file for the program director listed on page one. 
|_|Yes  |_|No

	e. Curriculum

	Have any changes been made to the curriculum since your last curriculum approval by the Nursing Commission?  
|_|yes |_|no 
If yes, please indicate for which of your program(s), and attach an amended curriculum verification form(s) with curriculum outline(s): 
|_|Home Care Aide Bridge   |_| Medical Assistant Bridge   |_|Medication Assistant Endorsement   |_| Traditional 

[bookmark: Check5]Has the location, training equipment and/or teaching resources changed? |_|Yes  |_|No
If yes, please indicate for which of your program(s), and attach an explanation:
|_|Home Care Aide Bridge   |_| Medical Assistant Bridge   |_|Medication Assistant Endorsement   |_| Traditional 
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3. Signature

I	, program director for  	
Name	Name of training program
do declare and affirm under penalty of law, the following is true and correct.

Please initial:

 	I have read the rules governing nursing assistant training found in chapter 246-841 WAC.


 	is in compliance with the applicable nursing assistant training rules.
Name of training program

________ I understand I must notify the Nursing Care Quality Assurance Commission of significant changes to the program, including but not limited to: changes to staff, changes in curriculum, changes in classroom or clinical hours, or changes in clinical sites.

________ There have been no significant changes in the nursing assistant training program since its last renewal Or

the program notified the Nursing Commission of significant change(s) on______________________
                                                                                                                            Date (mm/dd/yyyy) 

 	is approved by other governmental agencies as required, including but
Name of training program
not limited to: The Workforce Training Board, The State Board of Community and Technical Colleges, or
the Office of the Superintendent.

 	I will notify the Nursing Commission within 72 hours of when I am no longer the program director.


 	The documentation provided in support of this renewal form is accurate to the best of my knowledge.



Signature of program director	Registered Nurse License #




Initial

Date (mm/dd/yyyy)
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RCW/WAC and Online Web Site Links

RCW/WAC Links
Nursing Assistant Training Program Laws, RCW 18.88A  Uniform Disciplinary Act, RCW 18.130
Administrative Procedure Act, RCW 34.05
Nursing Assistant Training Program Rules, WAC 246-841



On-line
Nursing Care Quality Assurance Commission, Education Forms Web Page
Nursing Care Quality Assurance Commission, Web Page
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