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BOARD OF LONG-TERM CARE ADMINISTRATORS

Commonwealth of Virginia
Department of Health Professions

Perimeter Center


           e-mail:  LTC@dhp.virginia.gov
9960 Mayland Drive, Suite 300
website: www.dhp.virginia.gov

Henrico, Virginia  23233-1463
Phone:  804-367-4595


MONTHLY REPORT OF ASSISTANT LIVING 

 FACILITY ADMINISTRATOR-IN-TRAINING
	INSTRUCTIONS:

· Submit to the Long-Term Care Administrators Board along with the Certificate of Completion.
· The Administrator-in-Training (AIT) and the Preceptor must sign the monthly training progress report.

	Full Name of ALF AIT:


	Date of this Report:

	Training Dates Covered by this Report:


FROM:
  ________  ________  ________


TO:
 ________  ________  ________



MM
DD
YY
MM
DD
YY

	Name of Training Facility:
	Phone No.

	Dates Internship Began:
	Expected Completion Date:

	1. List assignments and departments with time spent in each: (You may use additional paper if needed.)


	2. Summary of learning experiences:


	3.
Statement of any problems that arouse during the training:


	4.
Brief analysis of any problems observed, new experiences, insights gained and your role in the problem resolution:


	5. Visits outside the facility, educational conferences attended:



6. MONTHLY HOURS.  Enter the Month and dates and document the number of hours of training received for that day.
	MONTH OF



	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


AFFIDAVIT
	ASSISTANT LIVING FACILITY ADMINISTRATOR-IN-TRAINING

Under penalty of perjury, I hereby certify that this Report is a correct statement and the information was taken from the records of the above-named assisted living facility, which are available for examination, upon request by the Virginia State Board of Long-Term Care Administrators or any of its personnel.
Signature of Administrator-in-Training
Date



	PRECEPTOR

Under penalty of perjury, I hereby certify that this Report is a correct statement and the information as indicated in the departments/areas listed was under personal supervision in the practice of assisted living administration. I hereby certify that I provided direct instruction, planning and evaluation; was routinely present with the trainee in the training facility; and I continually evaluate the development and experience of the trainee to determine specific areas needed for concentration. (taken from reg 18VAC95-30-180. Preceptors.)
Signature of Preceptor
Date
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BOARD OF LONG-TERM CARE ADMINISTRATORS

Commonwealth of Virginia
Department of Health Professions

Perimeter Center

 


website: www.dhp.virginia.gov

9960 Mayland Drive, Suite 300
                             e-mail:  LTC@dhp.virginia.gov
Richmond, Virginia 23233-1463                                                  Phone:  804-367-4595


COMPLETION OF ADMINISTRATOR-IN-TRAINING
PART I - APPLICANT
	First Name
	Middle / Maiden Name

	Last Name and Suffix


	Address: Street
	City
	State
	ZIP Code



	Date of Birth________  ________  ________



MM

DD
YEARY
	Social Security No. or VA Control No.*

	PART II - PRECEPTOR

	First

	First
	License No.


	Facility Name & Address: Street

	City
	State
	ZIP Code



	Dates of AIT Program:
From: _______  ______  ________  
To: ______  ______  ________


MM
DD
YY
MM
DD
YY
	Total Number of Hours Completed

	PART III – PRECEPTOR’S EVALUATION

	INSTRUCTIONS: Please evaluate the above-named Applicant abilities. (Attach additional paper as needed for evaluation)

	

	PART III – PRECEPTOR’S EVALUATION CONTINUED

	

	PART IV – AFFIDAVITS OF APPLICANT AND PRECEPTOR

	APPLICANT

By my signature below, I affirm that I have discussed this report with the Preceptor of my Administrator-in-Training program.

__________________________________________________________
__________________________

Signature of Applicant
Date



	PRECEPTOR

By my signature below, I affirm that I have discussed this report with the above named Applicant for licensure as an Assisted Living Administrator. I hereby certify that I provided direct instruction, planning and evaluation; was routinely present with the trainee in the training facility; and I continually evaluate the development and experience of the trainee to determine specific areas needed for concentration. (taken from reg 18VAC95-30-180. Preceptors.)
__________________________________________________________
__________________________

Signature of Preceptor
Date

NOTARIZATION
City/County of ________________________________________________ State of _______________________________

Subscribed and sworn before me this ______________ day of ______________________ 20________.
My Commission expires __________________________________
NOTARY SEAL
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