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COMMONWEALTH OF VIRGINIA

DEPARTMENT OF HEALTH PROFESSIONS

BOARD OF NURSING

Perimeter Center
9960 Mayland Drive, Suite 300, Henrico, VA 23233-1463
(804) 367-4515
Application to Establish a Medication Aide Training Program

(Please Print or Type)

Submit completed application to the address listed above with the $500 application fee. The application fee is non-refundable
	FOR OFFICE USE ONLY

	Date Submitted:
	Fee:
	Ack. Sent:
	Approved:
	Date Issued With Curriculum:




1.
Name and Address of Program Provider:

Agency: _________________________________________________________________________________________
Street: __________________________________________________________________________________________
City: ____________________________________________________________________________________________




                        


            (Zip Code)

Phone Number: ___________________________________________________________________________________



                (Area Code)


Email Address____________________________________________________________________________________
Contact Person for the Provider:_____ _________________________________________________________________



 Name                  


Title


Primary Instructor: _________________________________________________________________________________
2. General Program Elements:

Physical Location of teaching facility if different than above location:_________________________________________
________________________________________________________________________________________________

Proposed Date of First Class:  ________________________________________________________________________

Faculty to learner classroom ratio:_____________________________________________________________________

Faculty to learner clinical ratio: _______________________________________________________________________
3.   Clinical Resource(s) used for Clinical Skills Experiences of Students:

	Name of Assisted Living Facility
	Address


	Type of Facility; Phone Number(s)/Fax Number(s)

	
	
	


4.
Learner Identification:


Briefly describe how learners are identified and recognizable to clients, visitors and staff when in the clinical setting.


___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________
5. Instructional Personnel:

A. Primary Instructor

1. Name: _________________________________     Virginia Professional License Number: ______________






Discipline: RN_____ LPN_______ RPh_______


2. List work experiences for the past three (3) years.

	Dates

From           To
	Employer, Address &

Phone Number
	Type

Facility
	Type

Clients
	Duties/Responsibilities

	
	
	
	
	



3. Competence to teach adults



a. Train the Trainer Course

	Dates

From         To
	   School & Location
	 Course Title &

  Description
	Clock Hours


	Credit Hours or 

   C.E.U.S.

	
	
	
	
	



   b. Experience in teaching adult learners within the past three (3) years.

	Dates

From           To
	Adult Learner

Population(s) Taught
	Agency & Location
	Duties

	
	
	
	



B. 1.  Other Instructional Personnel 

   a. Name:_______________________________  Virginia Professional  License Number:_____________






  RN_____ LPN______ RPh________


   b. Direct patient care experience for the past three (3) years.

	Dates   

From     To
	   Employer, Address &

      Phone Number
	        Direct Patient Care

            Experience

	
	
	



c. Competence to teach adults:    



1.  Train the trainer course

	Dates

From     To
	   School & Location
	 Course Title &

  Description
	Clock Hours


	Credit Hours or 

   C.E.U.S.

	
	
	
	
	




2. Experience in teaching adult learners within the past five years.
	Dates   

From     To
	   Adult Learner

Population(s) Taught
	    Agency & Location
	       Duties

	
	
	
	


6.   Records of Graduates' Performance:

a. Describe record keeping system for maintaining reports from the testing service of the overall (not individual) performance of graduates on the state approved competency evaluation.


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________



b.
Briefly describe how skill records for individual graduates are maintained including providing a copy to graduates.


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________

7.
Records of Disposition of Complaints:

Describe briefly the procedure and record keeping system used for showing disposition of complaints against the medication aide training program.


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________

I certify that the information in this application, including attachments, accurately represents the medication aide training program for which approval by the Virginia Board of Nursing is being requested.






________________________________________________






Signature of Administrative Officer or Program Coordinator






Phone Number: (        ) _____________________________





Email address____________________________________
(Form may be copied)
Date: _____________________________________
_______



Revised July 18, 2012
