Nurse Aide Training Application
Complete this form legibly and in its entirety.  Include all information requested.  Failure to submit completed, legible, signed applications with all required documentation will delay the approval of the program.
 1.  Name of School/Program______________________________________________  Parish __________________________

 2.  Physical Address _____________________________________ City______________________ State___ Zip___________

 3.  Mailing Address  _____________________________________ City______________________ State___ Zip___________

 4.  Phone (___)______________ Fax (___)______________ E-Mail Address_______________________________________

 5.  Name of Owner/Director________________________________________________  Title _________________________

 6.  Name of Contact Person ________________________________________________  Title _________________________

NOTE: A resume which includes (at minimum) month, year and a brief description of the duties performed in each position held must be submitted on each Coordinator and instructor.   A copy of a train the trainer certificate, VTIE, CTTIE, or 
a transcript verifying a master’s degree or higher is also needed on each Coordinator and instructor.  

 7.  Name of RN Coordinator ______________________________ Name of RN Coordinator __________________________   
 
 8.  This application is for approval to certify students from:    	___ LPN Program    	___ RN Program    	___ CNA
     **** If the application pertains to a LPN Program or a RN Program; proceed to section II of the application. ****
 
 9.  Name of Instructor for classroom ____________________________________________________     _____ RN  ____ LPN 
  
      Name of Instructor for classroom ____________________________________________________    _____  RN  ____ LPN
   
      Name of Instructor for clinical ______________________________________________________    _____  RN  ____ LPN
  
      Name of Instructor for clinical  ______________________________________________________    _____ RN  ____ LPN

10. List the approved curriculum chosen for this program.   Attach the “curriculum addendum”, denoting the time allotted for  
      each unit/topic of classroom instruction and clinical instruction above the 80 hours (40 classroom and 40 clinical).   
      Colleges and universities are required to submit a copy of the state/board approved curriculum, denoting the objectives 
      (form provided in the packet) and the time allotted for each unit/topic of classroom instruction and clinical instruction.  The  
      curriculum must include the components of the “minimum curriculum” stipulated in the rule.     
      
      Title of Book________________________________________________________________________________________
      
      Author_________________________________________________________________   Edition_____________________

11. Number of Classroom Hours___________ Number of Clinical Hours____________ Total Program Hours _____________

12. Instructor/Student Ratio for Classroom  _________________    Instructor/Student Ratio for Clinical __________________
      ****The ratio for classroom instruction cannot exceed 1:23; the ratio for clinical instruction cannot exceed 1:10.****

13. Hours of Operation (days of the week & times) for: 

      Classroom Instruction (days)___________________________________________ (times)__________________________ 
    
      Clinical Instruction (days) _____________________________________________ (times)__________________________
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14. Location of Clinical Site(s) – applies to non-facility based programs only.  

   Name of Clinical Site___________________________________________________________________________________

   Address__________________________________________ City_______________________State____ Zip Code ________ 

   Name of Clinical Site___________________________________________________________________________________

   Address__________________________________________ City_______________________State____ Zip Code ________ 

   Name of Clinical Site___________________________________________________________________________________

   Address__________________________________________ City_______________________State____ Zip Code ________ 

15. Check the documentation included with your application:   

___ program policies and procedures (pass/fail)	 ___ state/board approved curriculum objectives (colleges and universities)
 
___list of training equipment to be used		___ requirements for completing program (grading, attendance, makeup work) 
 		       	       
      ___ clinical contract (non-facility based only) 	___ class schedule denoting chapters and the number of hours allotted for each 

      ___ resume(s) 	    ___ train the trainer certificate(s)	___ VTIE(s)	___  CTTIE(s) 	___ transcript(s)
     
     ___ curriculum addendum for additional units/topics	___ other _______________________________________________________	
	
Proprietary schools must contact the Board of Regents – Proprietary School Section, at (225) 342-4253, once approved by the Department of Health and Hospitals.  The school will be licensed by the Board of Regents – Proprietary School Section only after it has been approved by the Department of Health and Hospitals.
Train the Trainer classes may be scheduled by contacting one of the instructors, approved by the Department of Health and Hospitals.  The list is available at: 	       http://www.dhh.louisiana.gov/offices/?id=112 
- go to: Nurse Aide (CNA) Welcome Page
 
***************************************************************************************************
SECTION II – STATEMENT OF ACKNOWLEDGEMENT AND ATTESTATION
NOTE:  Any falsified documents submitted to this office will be forwarded to the Office of the Attorney General for possible prosecution.   All required information (completed application and attachments) should be submitted to:
Shirley Smith, Program Manager
 DHH – Health Standards Section
P. O. Box 3767
Baton Rouge, La.  70821-3767

By virtue of my signature, below, I agree that ________________________________________________________ and its 
							(name of school/program)
affiliates will abide by all the state regulations, federal regulations and Department of Health and Hospital policies and procedures as a condition of participation in the Nurse Aide Training Program.  It is my responsibility to notify the Department of Health and Hospitals – Health Standards Section, in writing, of any changes in the information provided in this application.  Failure to do so may result in loss of approval to conduct Nurse Aide Training.  I certify that the information herein is true, correct and supportable by documentation to the best of my knowledge.  Documentation of the information above is available to the Department of Health and Hospitals upon request.     
Print Name of Applicant____________________________________________________ Title _________________________ 
Signature of Applicant _____________________________________________________ Date _________________________  											     													                   
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