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General Instructions

1. Complete all questions in Part I and II. 

2. All supporting documentation submitted should be labeled with a corresponding attachment number that indicates the application item number addressed.
3. Sign the Certification Statement contained in Part II.  
4. Submit a completed and signed HHATP Nurse Instructor Application for each Nurse Instructor applicant.  
5. A prospective training program that proposes to conduct training in a foreign language must submit additional information including:  
a) HHATP Nurse Instructor application(s) with documentation of fluency in the foreign language  

b) A list of all materials that have been translated and documentation/attestation of translation by a certified language translation service.  
c) Documentation of permission from the textbook publisher for the requirements and limitations of translating test questions (if applicable).  
NOTE: A class can only be conducted in one language at a time and NOT through an interpreter.

6. Submit the application and all supporting documentation to the appropriate NYS DOH Regional Office Home Care Program Manager (Attachment 1).  Any questions regarding the application should be referred to that office.
PART I

	SPONSORING AGENCY NAME 

	     

	STREET ADDRESS
	CITY
	STATE
	ZIP CODE

	     
	     
	     
	     

	CHHA:         FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO    
	 OPERATING CERTIFICATE NO.                             


	LHCSA:       FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO    
	 LICENSE NO.                 L             


	
LTHHCP:      FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO
	 OPERATING CERTIFICATE NO.                             L


	HOSPICE:   FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO    
	OPERATING CERTIFICATE NO.                             F


	

	NAME OF CONTACT PERSON

	 FORMCHECKBOX 
Ms.   FORMCHECKBOX 
Mrs.   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Dr.       

	STREET ADDRESS
	CITY
	STATE
	ZIP CODE

	     
	     
	     
	     

	TELEPHONE NO.
	FAX NO.
	E-MAIL ADDRESS

	     
	     
	     


1. List the names of the nurse instructors assigned to coordinate and teach the home health aide training program.  Please fill out the HHATP Nurse Instructor Application for each instructor named.  (Appendix 1)
	a. Coordinating Nurse Instructor (s):
	     

	b. Nurse Instructor(s):
	

	
	

	
	


2. 
List the name of the person(s) whose signature appears on all HHATP certificates (Official Agency Designee) and person authorized to execute a legally binding instrument on behalf of the operator (Senior Official). 
	a. Official Agency Designee(s) :
	     

	
	

	b. Senior Official
	


3. Indicate the total length (in days) of the program from the first to the last day of training:      
4. Indicate the language the class will be taught: _____________________________

5. If proposing to teach in a foreign language identify language: _________________

Attach the following:    

a) HHATP Nurse Instructor application(s) with documentation of fluency in the foreign language; 

b) A list of all materials that have been translated and documentation/attestation of translation by a certified language translation service; and   
c) Documentation of permission from the textbook publisher for the requirements and limitations of translating test questions (if applicable).  

6. Identify the name of textbook (must be approved by the Department), publisher and edition and test bank of questions to be used: __________________________________________

7. Submit the published textbook to be used and include an agency return address label. (the textbook will be returned after Department approval)   

8. Attach documentation of your HHATP’s forms, and policy and procedures that specifically address the points below.  Attachment #      
a. Policy and Procedure describing the quality management program for the HHATP. 

b. Policy and Procedure pertaining to the submission of the HHATP Annual Program Evaluation to the agency’s governing authority. 

c. The goals and objectives of the training program including measurable performance criteria specific to the curriculum material and clinical content required by the Department. 
d. The training program’s admission criteria including screening of applicants; attendance policies; and trainee rights.

e. Identification of the curriculum from which training, lesson plans, and learning objectives are derived.  

f. The program’s testing policies and procedures, including processes for remediation if minimum required test score is not obtained.   

g. The program’s evaluation of the trainee, identification of the source of procedure skills checklists, and a copy of the program’s trainee competency evaluation forms.

h. The curricula to be followed for the competency evaluation program, personal care aide upgrade, and certified nurse aide (CNA) transition programs.  

i. Identification of the location where the clinical portion and/or supervised practical training (SPT) will occur.  Please provide copies of signed contracts or letters of intent with health care providers as appropriate.  Note: Nursing homes may not be used as SPT locations.

j. Policies and procedures regarding the maintenance and confidentiality of all home health aide training records, written test materials and trainee evaluation forms.  Retention of records for all persons trained including:

· Documentation of the trainee’s receipt of Trainee Rights

· Attendance sign-in sheet for classroom and SPT 
· Completed written tests and trainee evaluation forms

· Copy of the training certificate of completion 

k.    Policies and procedures pertaining to compliance with Home Care Registry (HCR) requirements including timely issuance of certificates of completion.
l. Policies and procedures pertaining to biannual (every six months) submission to the Department the proposed training class schedule in April and October.  
m. Policies and procedures regarding timely notification to the Department of changes to the training program including but not limited to curriculum, class schedules, and faculty/Nurse Instructors.

Space Requirements:
Each trainee should have approximately 12-20 square feet of space in the classroom setting and 30 square feet of space in the clinical laboratory setting.  Training space can be flexible in nature meaning used for formal classroom instruction and rearranged for clinical laboratory instruction.

At a minimum, the training site should include a classroom area for didactic presentation of curricular content and a laboratory area with equipment and supplies that enable trainers and trainees to adequately demonstrate clinical tasks.  The space should be adequate to accommodate both the number of trainees and the equipment.

9. Please include documentation that the area and space provided for conducting training are adequate for the maximum number of trainees to be accepted in the program. 
Attachment #      
Identify location(s) of the proposed classroom and clinical training space.  Address(es):





6.
Please prepare a home health aide training program schedule, by training program day, indicating the training program schedule for each training day, including the training topic and time, testing time, break time and meal time.  The training program schedule may be completed on the format provided in Appendix 4 or using your own format provided that the required information is present.  Attachment #      
PART II

OPERATOR’S CERTIFICATION

AGENCY NAME:

AGENCY ADDRESS:


OPERATING CERTIFICATE / LICENSE #: 

DIRECTIONS:  The agency’s Operator or Director/Administrator must read and sign the following certification statement. 

CERTIFICATION STATEMENT

Misrepresentation or falsification of any information contained in this application may be punishable by fine and/or imprisonment under New York State law and Federal law.

The training program must be completed within 60 calendar days from the first day of class.  Home Health Aide Training Program certificates are issued by the training program through the Home Care Registry (HCR).  Home Health Aide Training Programs must follow the directives and advisories promulgated by the HCR in regards to documentation of completion of training and the issuance of certificates.  

No tuition of any form will be charged to or collected from any individual participating in home health aide training or receiving a home health aide certificate of completion from this agency. Home Health Aide Training Programs operated by licensed agencies, certified agencies and hospices approved by the NYSDOH will be allowed to collect a trainee fee, up to a maximum of $100.00 (one hundred dollars) to recoup the cost of those items trainees are required to have (e.g. books, supplies, equipment) and which the trainee retains upon completion or separation from the program. 

I hereby certify that I have read the above statements and that the information furnished in this Home Health Aide Training Program Application is true and correct to the best of my knowledge.


AGENCY ADMINISTRATOR SIGNATURE



DATE
Print or Type Name:


Print or Type Title: 



BELOW FOR DEPARTMENT USE ONLY:

DATE OF RECEIPT OF APPLICATION:   ____/____/____

DATE OF DOH RESPONSE:                    ____/____/____

Approval



         _____

Request for additional information/clarification _____ Date additional information received ____/____/____

DATE OF TRAINING PROGRAM APPROVAL: ____/____/____

REVIEWED BY: ______________________________________________________________
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