
TRAINING AGENCY NAME TELEPHONE NUMBER 

ADDRESS (STREET, CITY, STATE, ZIP CODE) ON SITE EVALUATION DATE 

ADMIN NAME (PRINT) 

LICENSE NO. SOCIAL SECURITY NO. 
INSTRUCTOR(S) 

CLINICAL SUPERVISOR(S) 

What edition of the course curriculum are you using? (Must look at date on manual) 92 01 

Is a manual provided to each student? YES NO 

Is there a set fee for your students to attend, if so what is the amount? _______________ YES NO 

Are your students asked to sign an agreement to work for a length of time and if not fulfilled made to pay 
for the class? YES NO 

How do you schedule classes? OE/OE OTHER 

What is your class schedule (day(s), time, number of times during the week)? 
_______________________________________________________________________________________________________ 

Is a signed and updated copy of Appendix AB given to every student who does not complete the 
entire course in your facility? YES NO 

The instructor must protect the safety and security of Appendix AB. At no time should the 
original Appendix AB be given to any student. Is this the procedure used? YES NO 

Do you keep attendance records of all your classes? (Review Pink Sheets/Appendix AB) YES NO 

Do you maintain CNA training (Appendix AB) for two (2) years? YES NO 

How do you handle students who have excessive absences? 
___________________________________________________________________________________________________ 

Do you have any students under the age of 18? If yes, are they enrolled in a high school YES NO 

program or health occupation program? 

size? 

YES NO 

What is your average class __________________ 
What is your course completion time? __________________ 
What is the course completion rate? __________________ 

Do you conduct all clinical training in this facility? YES NO 

If no, where is the clinical training conducted? ___________________________________________________________ 
If no, is the written agreement current? (Must obtain copy of most current agreement) YES NO 

Described procedure for the 100 hrs. of on the job training. CORRECT REVIEWED 

Does your clinical training overlap with the classwork? YES NO 

Classroom environment conducive to learning and physical comfort? YES NO 

Classroom area large enough for up to 15 students to sit and take notes? YES NO 

COMMENTS 

DIVISION OF REGULATION AND LICENSURE SIGNATURE ADM/DON/CNA INSTRUCTOR SIGNATURE 

� �
MO 5802500 (1007) DA603 

MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES NURSING ASSISTANT TRAINING AGENCY 

ON SITE VISIT EVALUATION INSTRUMENT TRAINING AGENCY NUMBER 

www.dhss.mo.gov/cnaregistry 

I. GENERAL INFORMATION 

II. GENERAL COURSE INFORMATION 

III. CLASSROOM AND CLINICAL INFORMATION 

IV. INSPECTION SUMMARY OF CLASSROOM ENVIRONMENT 

INSTRUCTIONS: 

1. THIS FORM MUST BE FILLED OUT BY A DEPARTMENT OF HEALTH AND SENIOR SERVICES EMPLOYEE AND ONLY AFTER PHYSICALLY INSPECTING THE CLASS
ROOM AND SPEAKING WITH FACILITY PERSONNEL KNOWLEDGEABLE ABOUT THE CNA PROGRAM. 

2. RETURN COMPLETED FORM TO DHSS, HEALTH EDUCATION UNIT. IF THE ONSITE EVALUATION DATE IS NOT FILLED IN, THE FORM WILL BE RETURNED TO YOU 
FOR COMPLETION. 
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