	 Nursing Assistant  Alternative Training Program for  Medical Assistant-Certified
Application for Renewal



	Date of Application:

                          

	1.  Demographic information

	Legal name of sponsoring health care facility, hospital, school or other entity


	Phone (enter 10 digit #)


	Mailing Address



	City


	Country


	State

  
	Zip code



	Street address (if different from above)


	City


	State

  
	Zip code




	Name of facility administrator, vocational director or department head 


	E-mail address


	Name of  alternative  training program director

	Contact e-mail address

	Contact phone  (enter 10 digit #)


	2. Program information

	List all current instructors


	List all facilities where clinical training conducted through your training program




	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 

	Have you reviewed your original application and any addendums and renewal applications, if applicable?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are there changes in the overall curriculum plan or major curriculum content changes? 

If yes, pleases explain.  (Attach curriculum changes)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Has the Program Director Changed?  

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have the instructors changed?  

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Has the location, training equipment and/or teaching resources changed?  (Do not include updated textbooks) 

	If yes to previous, please explain: 
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	2. Program information continued

	The following attachments are required for all programs.  Attach the following to this application.

	 FORMCHECKBOX 

	1. MA-Application for Program Director Form

	 FORMCHECKBOX 

	2. MA-Instructional Staff Application(s) for all current instructors.  This is not applicable if the Program Director is the sole instructor.

	 FORMCHECKBOX 

	3. The curriculum and schedule of class and clinical presentations.  The applicant must provide evidence of content that will lead to the achievement of all required nursing assistant competencies listed in the Washington Administrative Code (WAC) 246-841-550 and WAC 246-841-420.

	4.  FORMCHECKBOX 

	5. Updated copies of the affiliated agreement with facilities where clinical training is conducted if the contract has expired.  (Applies to only non-faculty based programs)

	 FORMCHECKBOX 

	6. MA-Curriculum Verification form.

	

	I 
	
	representing
	

	
	Name of program director
	
	Name of nursing assistant alternative program

	hereby acknowledge my understanding that the renewal process for a nursing assistant alternative training program requires approval by the Nursing Care Quality Assurance Commission (NCQAC), before classes can be offered. I further understand that I must notify NCQAC whenever significant changes for the training program occur in personnel, classroom location, etc.

	_________________________________________________________         _________________________

	 Signature of program director                                                                                 Date


�
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