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Nursing Home Administrator-In-Training



Monthly Report
Instructions:  The Preceptor and Administrator-in-Training (AIT) are to record training each month and complete the monthly reports. The Preceptor and the AIT may either submit the reports monthly to the board office or you may submit all the monthly reports (1 report per month) with the Documentation of Completion form once the training has been completed.  All monthly reports and forms are to be signed by the Preceptor and Administrator-in-Training.
1.  PERSONAL INFORMATION (Please Print or Type) Provide Legal Full Name of AIT
	First Name
	Middle and Maiden Name 
	Last Name andr Suffix



	Phone Number
	Mobile Phone Number
	E-mail Address


	Date of this Report 


	Dates Covered by this Report

__________ __________ _________
TO        __________ ________ _________

	Training Facility Name 
	Training Facility Phone Number



	Preceptor’s Name and E-mail Address




2. REPORT (Please Print Clearly or Type)

	Please provide details of training; you may use additional paper as needed.

	1. List assignments and departments with time spent in each:


	2. Summary of learning experiences:


	3. Statement of any problems:


	4. Brief analysis of any problems observed, new experiences, insights gained and your role in the problem resolution:


	5. Visits outside the facility, educational conferences attended and time:



	AFFIDAVITS

	NURSING HOME ADMINISTRATOR-IN-TRAINING

Under penalty of perjury, I hereby certify that this Report is a correct statement and the information was taken from the records of the above-named nursing home facility, which are available for examination, upon request, by the Virginia Board of Long-Term Care Administrators or any of its personnel.
_______________________________________

________________________________________________


Date






Signature of Administrator-in-Training

	PRECEPTOR
Under penalty of perjury, I hereby certify that this Report is correct and the information as indicated in the departments/areas listed was under my personal supervision in the practice of nursing home administration.

_______________________________________

________________________________________________


Date






Signature of Preceptor
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