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Renewal application for certified worker organizations
Directions:  Download and print this form. This form is not intended to be completed online or read with a screen reader. Complete all required fields and send a signed copy to the Nursing Home Workforce Standards Board via email at nhwsb.dli@state.mn.us.
You can also complete this application online or navigate to forms.cloud.microsoft/g/bPchFRgpbk.
All items must be completed before submission. This renewal application will not be processed or will be delayed until you complete all sections of this application.
The worker organization shall submit all required information and other information the worker organization believes relevant to the Nursing Home Workforce Standards Board (NHWSB) in the form or manner required by the board. NHWSB may request additional information necessary to determine an applicant’s eligibility for approval or schedule interviews to clarify information submitted.
NHWSB may withdraw its certification of a worker organization if the worker organization fails to enforce those representations made to NHWSB in obtaining certification.
Applicant information 
Directions:  Complete each item on the line above the request.
____________________________________________________________________________________
Federal employer identification number or Minnesota tax ID number (if applicable)
____________________________________________________________________________________	
Legal business name
____________________________________________________________________________________
Telephone number
____________________________________________________________________________________
Website
____________________________________________________________________________________		
Physical business address (P.O. box not acceptable):  City, state, ZIP
____________________________________________________________________________________
Public mailing address (P.O. box acceptable):  City, state, ZIP
____________________________________________________________________________________		
Contact person, phone number and email address of person completing the form
____________________________________________________________________________________
Contact person, phone number and email address for training schedules


Adherence to curriculum and standards
Directions:  Check the box to agree with the corresponding statement.
· I have reviewed the updated standards established by NHWSB and will update our training courses according to these updated standards.
· I have reviewed the updated curriculum requirements established by NHWSB and will adhere to these requirements as updated.
· I have or will update our training and trainers, notifying them of the changes to current curriculum. Updates will be completed within 14 days of submission of this document.
Changes to capacity
Directions:  Complete each question by either checking the appropriate box or by completing the response.
1. Have you had any changes to your capacity for providing training?
· Yes
· No
If yes, indicate in the question below where there are changes to your capacity to provide training. If no, and the rest of your capacity information remains the same, skip to the data policies section.
2. Number of people your organization can train given that each person will need at least a one-hour training session every two years and the organization will need to be reasonably available for followup inquiries during and after the training:
a. Number of people in a year: ____________________
b. Number of people each month: ____________________
3. What is the capacity your organization has to conduct the following training each month?
a. Number of buildings, assuming each building will need one to three training sessions: ____________
b. Number of in-person meetings and training sessions: _________________
c. Number of virtual training sessions: _________________
d. Languages your organization can train in: ________________________________________________
e. Geographic locations your organization can cover (check all that apply):
· Across the entire state
· Twin Cities seven-county metropolitan area
· Northern Minnesota
· Western Minnesota
· Southern Minnesota
· Other: ____________________________________________________

4. Are you able to provide a virtual option? 
· Yes
· No
If you answered yes: 
What applications do you use? ____________________
How many people can you train at one time? ____________________
5. Our organization is available to train during (check all that apply):
· First shift 
· Second shift
· Third shift
Explanation for changes
If there are changes in your capacity, provide an explanation for the changes and, if necessary, your plan to carry out the training.
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
Data policies
Directions:  Check the box to agree with the corresponding statement. 
· I am aware our organization has responsibilities with the data obtained through this process. I affirm our data security is up to date.
· I acknowledge the policies to retain documents in regard to training details and attendees as laid out in the “Guides for certification of worker organizations and worker training.” This includes “Worker organizations would need to keep records of the training sessions they have done and the workers who attended for five years to allow for the possibility the board selects a nursing home’s training to be verified. The board and a nursing home employer should be able to ask the worker organization to provide a check about the legitimacy of a code and that a particular worker attended that meeting.”
Additional information
Provide any additional information that should be known about your organization and its ability to provide quality training for nursing home workers.
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
Acknowledgement
Directions:  Read the acknowledgement below and complete each item on the line above the request.
[bookmark: _Hlk149903961]I understand and accept that, according to Minnesota Statutes sections 181.211 to 181.217, and the rules promulgated thereunder, the Nursing Home Workforce Standards Board may deny, revoke, suspend or limit this certification if I knowingly and willfully made a false statement or provided false documentation in this application or are unable to carry out training in the manner dictated by NHWSB. I declare all statements and documentation provided with this application are true and correct.
___________________________________________________________________________
Applicant signature
___________________________________________________________________________
Date
___________________________________________________________________________
Job title and organization names
___________________________________________________________________________
Email address and phone number
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