REQUEST FOR CONTINUING EDUCATION CLOCK HOURS

ARKANSAS NURSING HOME ADMINISTRATOR LICENSURE PROGRAM


	WORKSHOP DATA

(To be completed by person’s requesting approval of workshop hours)

	Workshop/Seminar Title
	     

	Sponsoring Organization
	     

	Workshop Location:

	Building/Site Name:
	     

	Street Address:
	     

	City, State
	     

	

	Date
	     
	Registration Fee         
	         Yes   FORMCHECKBOX 
              No   FORMCHECKBOX 


	Will this program be presented again? 
	Yes   FORMCHECKBOX 
       No   FORMCHECKBOX 

	If Yes, How many times? 
	     

	Time 

Begins 
	     
	Time 

Ends 
	     
	Total time minus 

breaks and lunch 
	     
	Contact hrs. 
	     

	Contact Person
	     
	Phone Number
	     

	Additional Information to be attached:

	Presenter’s Name/s & Credentials
	     

	Brief Description of Workshop
	     

	Objectives
	     

	Agenda & Educational Activity Design
	     

	Sample participation evaluation
	     

	Attendance Certificate Sample
	     


Mail or Fax Request to: 
Department of Human Services





Office of Long Term Care





Administrator Licensing Program





PO Box 8059 Slot S402





Little Rock, AR 72203-8059





Fax: 501-682-8551
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