STATEMENT OF ACKNOWLEDGEMENT AND ATTESTATION FOR PRECEPTOR PROGRAM

By virtue of my signature, below, I agree that ________________________________________________ 
                                                                                                    (name of nursing home provider)

and its 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.  I understand it is my responsibility to notify _______________________________________________________________, in writing, (within 5 working 




(name of college)

days) should I lose my eligibility to train.  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______________________
            8-18-11
