CNA TRAINING PROGRAM

REQUEST FOR BUDGET APPROVAL
Facility Name: ______________________
Contact: ____________________________

Address:
____________________________________________________________



____________________________________________________________



____________________________________________________________

Phone:   __________________  Fax: _______________  Email: ____________________
Facility Fiscal Year: ____________     
Provider ID Number: _______________

Total number of students in program:
_________

Number of facility employees in program: 
________

(Or those individuals signing letters of intent)

Is this program offered in conjunction with other nursing homes?
Yes____     No ____

Other facilities participating in program  (If applicable):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Program beginning date:  _______________Ending date:  _______________________

Percentage of Medicaid residents in facility when program is offered:   __________%.

ITEMIZED BUDGET

INSTRUCTOR TIME FOR INSTRUCTION
________   *  $_______   =  $_________(1)

     (Limited to 150 Hours)


  Hours

 Rate
PREPARATION TIME FOR INSTRUCTOR
________   *  $_______   =  $_________(2)

     (Limited to 15 Hours)


  Hours

 Rate
IF THE NUMBER OF STUDENTS EXCEED TEN - ADDITIONAL

INSTRUCTOR TIME FOR INSTRUCTION: 
________   *  $_______   =  $_________(3)

     (Prorated)




  Hours

 Rate
TRAINING MATERIALS:


Books




$________


Supplies



$________


Competency exams


$________


Other (Please specify below)

$________


_________________________


_________________________









TOTAL
    =  $__________(4)

Liability insurance:






    =  $__________(5)

Cost for Train the Trainer Program:
(One per facility per year)

Instructor time for
Instruction

________   *  $_______   =  $_________(A)




  Hours

  Rate
Preparation time for
Instructor

________   *  $_______   =  $_________(B)




  Hours

  Rate
TRAINING MATERIALS:


Books




$________


Supplies



$________


Competency exams


$________


Other (Please specify below)

$________


_________________________


_________________________


TOTAL MATERIALS


       =  $_________(C)

LIABILITY INSURANCE:


       =  $_________(D)

Cost for Train the Trainer (Sum of A,B,C,D)



   =  $__________(6)

Cost of CNA training program (Sum of 1 - 6)


   =  $__________(7)

Administrative overhead – limited to 10% of

allowable CNA training budget:  (10% OF 7)



   =  $__________(8)

TOTAL CNA TRAINING COSTS (Sum of 7 & 8)


   =  $__________(9)
Please enclose a copy of the Department of Education’s approved “NOTICE OF STATUS” letter.

Please enclosed a list of the facility employees that will be attending the course. (Please enclose copies of the “Letters of Intent”, signed by the individuals not employed by the nursing facility).

EXPENSE FOR COMPETENCY EXAMS WILL BE ALLOWED IF THE DEPARTMENT OF EDUCATION NO LONGER PROVIDES THE EXAMS.

This information may be mailed to Mr. Anthony Smith at DHHS, Bureau of Medical Services, 221 State Street, 11 State House Station, Augusta, Maine 04333-0011. 
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