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Dear Program Coordinator,

Thank you for taking the time to complete the following Annual Report. This report is being collected in
accordance with the Code of Maryland Regulations (COMAR), more specifically, COMAR 10.39.02.02E(2)
Ongoing Responsibilities, which requires that:

“A training program shall submit to the Board an annual report, on the form required by the Board,
that includes statistics on enrollments, program completions, attrition rates, and nursing assistant
competency evaluation results.”

DIRECTIONS:

e Complete a separate Annual Report for each acute nursing assistant training program or nursing
assistant training program.

e Review the report for accuracy and completeness prior to submission. Reports that are incomplete or
require corrections will be returned to the training program for revision.

e Submit the Annual Report by December 31st of the applicable calendar year.

4140 Patterson Avenue - Baltimore, Maryland 21215-2254
Toll Free: 1 (888) 202 — 9861 « Phone: (410) 585 —1900 « TTY/TDD: 1 (800) 735 — 2258
www.health.maryland.gov/mbon

Interpreter Services are available upon request.
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PROGRAM INFORMATION
Program Name: Program Code:
Address
Street:
City: State: Zip:
Email: Phone: Website:
PROGRAM LEADERSHIP
Name of Program Coordinator:
Email: Phone:
PROGRAM DATA
COMAR 10.39.02.02E(2)

Dates of Classes Held | Total Number of | Total Number Attrition Rate Nursing Assistant

Students Enrolled | of Students who | (Number of students Competency Evaluation

in Class Completed each | who did not complete | Results (Total number of

students who have passed
the written and skills exams
for each individual class)

Written

Skills

If applicable, provide an explanation in the space below.
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SIGNATURE

I hereby certify that the information provided on and attached to this form is true and correct to the best of my
knowledge.

Name of Program Coordinator:

Signature: Date:

Last Updated on 03/25/2026
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