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	M E M O R A N D U M


	TO:
	Program Director – Psychiatric Technician Program

	FROM:
	Roberta Hills, RN PhD

Nurse Education Specialist

	SUBJECT:
	January – December 2008 Annual Survey

	DATE:
	March 16, 2009


Chapter VI of the Rules and Regulations regarding approval of Psychiatric Technician Programs requires that all programs submit an annual report to the Board.  The information you submit will help the Board work more effectively with psychiatric technician certification programs across the state.  

Please complete the enclosed annual report form.  The Program Director should sign this report.  Programs are expected to maintain supporting documentation for the contents of this report and to make the information available upon request by the Board.

For questions answered as ‘NO’ please provide an explanation of your answer.

The reporting period is from January 1, 2008, through December 31, 2008. 
Please return the report and along with a copies of requested materials no later than May 31, 2009.    
You may type directly onto this form (blue areas), enter the information and then mail your Annual Report back to the above address. If you choose to send the form electronically, send the accompanying documents and signed last page electronically as a PDF file to my email address: roberta.hills@dora.state.co.us
Thank you for returning the report in a timely manner.  Let me know if you have any questions.

CURRENT PROGRAM INFORMATION

Name of program/college:      
Mailing Address:      
City:      
State:      
Zip:     
Program Coordinator:
      Title:
     
Telephone Number by which Board staff can reach the coordinator (will not be provided to the public)      
Email:      (will not be provided to the public)

Preferred contact method:      
Fax:      
Do you want this number to be provided to the public?        Yes        No

The public number to call for program information is      
Web-site address for publication on the BON web      
2008 Psychiatric Technician Program Annual Report

	1) 
	The governing body of the program      

	 

	2) 
	Type of Program (check all that apply)


	  FORMCHECKBOX 
 LPT- MI

  FORMCHECKBOX 
 LPT- DD

  LPT- MI & DD

  FORMCHECKBOX 
 Other     


	3) 
	The Program Director is      

	

	4) 
	Type of Program
	# Students Admitted

between Jan. 1, 2008 and Dec. 31, 2008
	Date of Graduation
	Pass Rate on LPT exam
	% Director/ Coordinator Release Time

	5) 
	     
	     
	     
	     
	     

	6) 
	     
	     
	     
	     
	     

	7) 
	Name of Course in the Curriculum

(Submit a copy of each course description)
	# Credit Hours
	# Clock Hours

	8) 
	
	
	Theory
	Lab
	Clinical

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	9) 
	All clinical agencies used for implementing clinical experiences for this program have adequate patient populations to provide appropriate learning experiences for the level of students.


	 FORMCHECKBOX 
  YES    FORMCHECKBOX 
 NO

	10) 
	Clinical Course

	Clinical Agency Used
	Clinical Agency Ave. Patient Population
	Faculty to Student 

Ratio

	11) 
	     
	     
	     
	     

	12) 
	     
	     
	     
	     

	13) 
	     
	     
	     
	     

	14) 
	     
	     
	     
	     

	15) 
	Program policies regarding admission, termination, grading, completion, tuition refund, and student health are available and accessible to students.  
(Submit copies of the above policies if changed from last year)


	   FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	16) 
	Course schedules and topic outlines are available to students. 

(Submit the course class schedules showing topic outlines, dates and class times for the courses offered if changed from last year)


	  FORMCHECKBOX 
YES    FORMCHECKBOX 
NO



	17) 
	All faculty teaching in the program meet the required qualifications specified in Chapter VI Rules (fill out attached sheet).


	     FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	18) 
	Program Director/ Coordinator

	
	State Licensed in & License # 
	# years clinical experience in either

Check:  FORMCHECKBOX 
MI or  FORMCHECKBOX 
DD
	# years teaching & courses taught
	Earned Degree & name of institution 

	19) 
	     
	     
	     
	     

	20) 
	Number of students currently enrolled (spring 2009):


	LPT- MI      
LPT- DD     
Other     
Total            


	21) 
	The program plans to admit a total number of students for the 2009 calendar year equaling:


	LPT- MI      
LPT- DD     
Other     
Total        


	22) 
	What are your program’s budget projections for next year?

(Submit latest audited Financial Report including statements of income and expenditures)
	 FORMCHECKBOX 
Increase:
              %

 FORMCHECKBOX 
  Stable   

 FORMCHECKBOX 
Decrease

              %



	23) 
	Provide a narrative description of recent changes in the program and describe any potential problems or hurdles you are experiencing.      



16.) Provide a narrative description of future planned changes in the program and describe any potential problems or hurdles you are anticipating.      
17.) Provide explanation for those statements above that are answered “NO”.      
Faculty Information

2008 Annual Report (Add Rows if you have more faculty OR Duplicate)
	Name of Faculty Member/ State & License # 

Check: Full Time/ Part Time
	All Earned Degrees
	# years clinical experience 

Check: MI or DD
	Course (s)

taught 
	% Of Time Teaching Classroom/Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical

	 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
Part Time
     
	     
	 FORMCHECKBOX 
MI   FORMCHECKBOX 
DD

     
	     
	     %Classroom

     %Clinical


Insert table with more rows if you have additional faculty
I hereby attest that the material contained in this Annual Report, for the year 2008, is complete and accurate and that the program is in compliance with, or requests consultation in order to be in compliance with, Chapter VI of the Rules and Regulations and the Policies for accreditation of 

Psychiatric Technician Programs.

Name of Program      


Program Director      



Date     



(Signature)

