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	Nursing Assistant Alternative Training Program for Medical Assistant-Certified
Instructional Staff Applications

	Do not submit this form if the program director is the sole instructor.
This application is for Registered Nurses (RNs) or Licensed Practical Nurses (LPNs) who will be the theory and/or lab and/or clinical instructor(s) in an approved nursing assistant alternative training program.  Guest speakers need not be listed on this application; however, the use of additional instructional staff must be in accordance with WAC 246-841-550 (2) and (2) (a).  Guest speakers must be approved by the program director and this staff must not supplant the primary teaching duties of the instructor.

	Demographic Information

	1. Name
     

	Home phone (enter 10 digit #)

     
	Work phone (enter 10 digit #)
     

	Home address
     
	City
     
	Country
     
	State
     
	Zip code 

     

	2. Registered nurse LPN number
     
	Expiration date
     
	Email address
     

	3. Is your Registered Nurse/LPN license encumbered or otherwise limited due to disciplinary or other action?

               FORMCHECKBOX 
Yes      FORMCHECKBOX 
 No       If yes, describe the action below:
     


	4. Name of alternative training program where applicant serves  as instructor
      
	Phone (enter 10 digit #)
     

	Mailing address
     
	City
     
	State
     
	Zip code
     

	Education and Experience

	5. Please complete the following chart for the past three (3) years of employment:

	Date hired
	Date ended
	Employer
	Job title
	Duties

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	6. a. Have you completed a course in “adult instruction?”

· If yes, please provide a copy of your certificate of completion

     b. If your answer to 6.a. is no, have you supervised nursing assistants?

· If your answer to 6.b. is yes, please specify when, where and for how long:

     


	     c. If your answer to 6 a. and 6 b. is no, please describe your experience teaching adult courses over and above in-service education or patient teaching.  Please be specific about when, where and for how long you taught:

     


	7. Will your primary teaching responsibility include:     FORMCHECKBOX 
   Classroom            FORMCHECKBOX 
   Clinical              FORMCHECKBOX 
  Lab                   FORMCHECKBOX 
  All three

	Signature of applicant

	Date



�
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