Arkansas Health Care Foundation
Application for Administrators-in-Training (AIT)

SECTION I: PERSONAL INFORMATION

The information contained herein, together with all attached documents, will be regarded as property of the
Foundation. Release of this information is governed by the Freedom of Information Act.

Mr.
Ms.

Last Name First M. Maiden Social Security Number

Home Address Business Address

Street Address or P. O. Box Name of Business
City State Zip Street Address or P. O. Box
Home Phone Number  Business Phone Number City State Zip
Fax Number: Sex: Male Female U. S. Citizen: Yes No

Date of Birth Place of Birth (City, State)
SECTION II: EXPERIENCE QUALIFICATIONS

A. Have you worked in a nursing facility: Yes  No

B. If “yes” on Item A, provide the following information. (Add additional sheets if necessary.)

Position: Facility Name:

From: To: Facility Address:
City, State, Zip:

Specific Job Duties:

Position: Facility Name:

From: To: Facility Address:

City, State, Zip:

Specific Job Duties:




C. Employment History — Start with your present or last position and work back. Additional sheets may

be attached if necessary.

Name of Organization

Street Address

City State Zip

Name and Title of Immediate Supervisor

From (Month & Year) To (Month & Year)

Position Title/Summary of Duties

Reason for Leaving

Name of Organization

Street Address

City State Zip

Name and Title of Immediate Supervisor

From (Month & Year) To (Month & Year)

Position Title/Summary of Duties

Reason for Leaving

Name of Organization

Street Address

City State Zip

Name and Title of Immediate Supervisor

From (Month & Year) To (Month & Year)

Position Title/Summary of Duties

Reason for Leaving

Name of Organization

Street Address

City State Zip

Name and Title of Immediate Supervisor

From (Month & Year) To (Month & Year)

Position Title/Summary of Duties

Reason for Leaving




SECTION III: EDUCATIONAL RECORD

A complete, original transcript of your college credits must be furnished with this application. This
information will become a part of the application.

HIGH SCHOOL COLLEGE GRADUATE SCHOOL OTHER

Name

Location

Dates of
Attendance

Grades,
Years, or
Hours
completed

Type of
degree,
diploma, or
certificate

List Field of Study:

Major Minor

Regulations require that all applicants have basic education or experience in the following areas. Please
specify in the grid below how you meet these core requirements.

CORE AREA List course name, workshop/seminar, or experience in each area

Accounting/bookkeeping

Management/Supervision

Personnel

Writing skills

Resident Care

SECTION IV: REFERENCES AND QUALIFICATIONS

Please note current status by checking one of the following:

New Applicant: Reciprocity Applicant:



On a separate sheet of paper, please explain why you feel you are capable or qualified to function
as a nursing home administrator. Attach the explanation to the application.

Are you currently licensed in another state? Yes No

If Yes, please indicate the state and license number

State License Number

Have you ever been convicted of a felony? Yes No
If Yes, attach a separate statement showing offense, charge, date and disposition of the case.

Do you have a substantiated history of exclusion from the Medicare or Medicaid programs?

Yes No

Do you agree to have and pay for a criminal background check on you? Yes No
If yes, sign and date here.

Signature Date
Send letters from three professional references, not relatives, who have knowledge of your
character, work experience and ability:

Name Address Known You | Phone Number

How Long
They Have

SECTION V: CERTIFICATION

I HEREBY CERTIFY:

Signature of Applicant: Date:

I have read AR Statutes (1987), as amended, § 20-10-401through 20-10-408 and the rules and
regulations Promulgated thereunder entitled “Rules and Regulations for the Licensure of Nursing
Home Administrators”.

That this application and all attached papers contain no willful misrepresentation or falsification,
and that the information given by me is true and complete to the best of my knowledge and belief.
I an aware that should investigation by the Arkansas Health Care Foundation disclose any such
misrepresentations or falsifications, it may prevent me from becoming licensed or, if I an already
licensed, cause my license as a nursing home administrator to be revoked.

Sworn to and subscribed before me by the above this day of 20

Notary Public Signature County State Date Commission Expires

Notary Public Seal



