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Nurse Delegation Program

Medication Assistant Train-the Trainer Program
REGISTRATION FORM

Instructions:
To register for the Medication Assistant Train-the-Trainer Program, please complete this form by typing or legibly printing the requested information in the spaces provided.  If more space is required, please add additional sheets.  

Confirmation of registration and a listing of course materials will be emailed to you at the preferred email address you indicate.

Email completed registration form and requested information to the Vanessa.Prater@mh.alabama.gov.  Registration forms must be received a minimum of 72 hours prior to the class for which you are registering.  If you have any questions, please contact:


Vanessa B. Prater, BSN, RN


Director, ADMH/NDP


(334)242-3217 (Office)


Vanessa.Prater@mh.alabama.gov (Email)

Incomplete registration forms will be returned for the needed/requested information.
Personal Information
NAME: _________________________   ______   ____________________


FIRST


      MI


LAST

HOME ADDRESS _____________________________________________





Street Name and Number or P.O. Box

_____________________________________________________________



City, County, State, Zip Code


  
EMAIL ADDRESS: ___________________________________________

TELEPHONE:  (          ) _____________________________ (Cell/Home)
ABN LICENSE # __1-______________________________

Facility Information


Facility Name: _________________________________________________

Facility Executive Director: ______________________________________

Facility Address: _______________________________________________




Street Name and Number or P.O Box 



        _______________________________________________






City, State, Zip Code

Facility Telephone: (_______) ____________________________________

Supervisor’s Name: ____________________________________________

Supervisor’s Signature: ____________________________ Date _________
Residential Work Experience Information and MAC Classes Taught
This section must be competed in order to determine eligibility.  Please indicate your experience as a RN in an ADMH community setting.  If you need more spaces, please use additional sheets using the same format.
	1. Present Employer



	Your Title


	Years/Months in current position
	Total years/month at agency

	Immediate Supervisor



	Duties



	2. Past Employer


	Your Title

	Years/Month in position
	Total years/months at agency

	Immediate Supervisor


	Duties



Verification of MAC Trainings Completed
Attach copies of the MAC Education Logs for a minimum of two MAC Trainings that you conducted
Self-Declaration
I declare that all of the information included in this registration form and all attachments are true and complete.  I will comply will the requirements of the Nurse Delegation Medication Assistant Train-the-Trainer Program and applicable regulatory and administrative rules set forth.

Signature ________________________________ Date _________
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