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	Certified Nurse Aide Training Program


One Application per Program
	Must check one:

	 FORMCHECKBOX 

	Submitting initial training program application: complete all the requested information in its entirety

	 FORMCHECKBOX 

	Updating current training program information: you must complete numbers 1-5, and all other areas that need to be updated

	
	If updating current training program information, you must provide program code (list only one–see note below):
	     

	
	Note:   Each program is enrolled separately; therefore a separate updated application must be submitted for EACH program.

	 FORMCHECKBOX 

	Termination of training program: complete numbers 1 and 28-29 and signature.
	Program code terminating: 
	     


	Facility/Department Information

	1.  Name of Nurse Aide Training Program:
	

	2. a. Physical street address of classroom:
	     

	2. b. Mailing address of program:
	     

	3. a. Name of program director:
	     

	4. Telephone number, with area code:
	     
	Fax number, with area code:
	     

	5. E-mail address:
	     


	Nurse Aide Training Program Information

	6. Planned date of implementation of program:
	     

	7. Frequency and sequence of program offerings:
	     

	8. Planned number of students per class:
	     


	9. Provide the names (in column to the right) of all Wyoming registered nurse instructors and attach a resume including the following information for each nurse instructor:

     9. a.  Verification of 2 years experience as an RN with 1 year in long term care
     9. b.  Evidence of completion of a program that focused on how to train/teach adults, experience in adult education or supervision of CNAs
	Name of nurse instructor(s) (you must verify current license with Wyoming Board of Nursing) to ADD:                              FORMCHECKBOX 
  Requested resume information for each is attached.
     

	10. Provide the names of all supplemental instructors utilized to assist in the instruction of the nurse aide course, and attach the following information for each instructor:

     10. a. Name (in column to the right)
     10. b. Profession
     10. c. Work experience
	Name of supplemental health professional instructor(s) to ADD: 
 FORMCHECKBOX 
  Requested information for each is attached.
     

	11.  Provide the names of all instructors you wish to delete/remove from this program. (Not applicable for initial applications.)
	Name of any instructor(s) to DELETE:  
     

	12.  Describe the classroom space available for instruction.  Include location, seating capacity, writing space, lighting, and temperature control:
	


	13. Describe the clinical laboratory space available for instruction, including location, lighting, and temperature control:
	


	14.  List the teaching equipment available for simulation of

resident care and the audiovisual equipment available for 
instruction:
	


	15. Clinical Facility(ies).  List the facility(ies) where the students

will receive supervised clinical experience:
	


	16. Provide the maximum number of students for each facility and the instructor/student ratio for clinical experience (not to exceed 1:12):
	


	Course Content


	17.  Provide the following:

     17. a. Name of course textbook including title
     17. b. Author
     17. c. Publication Date

     17. d. Submit a copy of the Table of Contents
	 FORMCHECKBOX 
  Requested information is attached.




	18.  Submit a copy of the nurse aide training program course curriculum/syllabus.  Include an outline showing:  

     18. a. Subjects that will be taught    
	 FORMCHECKBOX 
  Requested information is attached.



	19. Length of the course in hours:
	

	20. Number of hours of classroom instruction:
	

	21. Number of hours of supervised practical training:
	

	22. Total number of hours of clinical instruction (if applicable):
	

	23. Describe how students will be evaluated during the course, to determine if they are competent in a given procedure:
	

	24. Describe how you will determine which skills the student has

been trained for and determined proficient by the instructor:

(Attach the form you are utilizing to document this.)
	 FORMCHECKBOX 
  Requested information is attached.



	25. Describe the plans as to how students will evaluate your training course:
	

	26. Provide information regarding how the program is meeting 
the requirement which prohibits charging of nurse aides who are employed or have an offer of employment by a nursing home:
	

	27. How do you disseminate information to students related to the subsequent competency testing, certification, and the state’s Long Term Care Nurse Aide Registry requirements:
	     


	Competency Evaluation Program

	NOTE:   Red Cross is the only approved facilitator in Wyoming.


	Termination of Training Program

	28. Requesting termination of training program effective:  
	(date) 

	29. Date last class completed:
	


	Certification 

(This section must be completed on all applications)

	I certify that the information provided on this application is true and accurate:
	Printed name:
	

	Signature:
	
	Date Signed:
	     


	Form Submission


	A completed and signed form will be accepted by one of the following methods:

Mail to:  Healthcare Licensing and Surveys, 6101 Yellowstone Road, Suite 186C, Cheyenne WY 82002

Fax to:  307-777-7127

E-mail to:  WDH-OHLS@wyo.gov 


	For use by Healthcare Licensing and Surveys

	HLS Surveyor Recommendation:
 FORMCHECKBOX 
  Approved
 FORMCHECKBOX 
  Not approved
	Comments:



	HLS Surveyor Signature:
	
	Date signed:
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