POST-PROFESSIONAL EDUCATION REVIEW COUNCIL
Post-Professional Athletic Training Education Program Evaluation

Annual Report For The 2009-2010 Academic Year


	Program Information

	Sponsoring Institution
	

	College/School
	

	Department
	

	Type and Name of Degree Awarded

(eg. MS in Athletic Training)
	

	Program Website Address
	

	
	

	PP-ATEP Director
	

	Name and Credentials
	

	Title
	

	Work Address
	

	City, State, ZIP
	

	Work Phone
	

	Work Fax
	

	Email Address
	

	Certification #
	

	Year Appointed as PD
	

	
	

	Department Chair
	

	Name and Credentials
	

	Title
	

	Work Address
	

	City, State, ZIP
	

	Work Phone
	

	Work Fax
	

	Email Address
	

	
	

	Dean
	

	Name and Credentials
	

	Title
	

	Work Address
	

	City, State, ZIP
	

	Work Phone
	

	Work Fax
	

	Email Address
	

	
	

	Provost/Chancellor/Senior Academic Administrator

	Name and Credentials
	

	Work Address
	

	City, State, ZIP
	

	
	

	Number of students enrolled during 2009-2010 academic year
	


Please list ALL supervisors of research/clinical/teaching/other experiences for your students during the past academic year.  Please submit affiliate agreements for each setting if the setting has been added since the last annual report was filed.

	
 
Supervisor Name/ Credentials
	BOC #
(if certified)
	Placement Site

	# of students in setting
	Setting

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list the distribution of effort for your duties as the Program Director:

	  DUTY
	% of Effort

	
	

	
	

	
	

	
	

	
	

	
	









         TOTAL:     100%
Please provide the following information regarding course curriculum and instruction.  Please provide information in chronological order.

Course Number/Name/Credits






Instructor/Credentials
Were there any changes in your athletic training education curriculum content implemented during the past year?





YES                 NO


Were there any changes in professional experience? YES
           NO    

If your answer to either of these questions is YES, briefly describe modifications made in each of the following areas:  Describe in Appendix A.

Curriculum:  If you made changes to the CURRICULUM, describe specific changes in Appendix B (e.g., added/deleted courses, significant course revisions, etc.) 

Clinical:  If you made changes to the CLINICAL EXPERIENCE, describe specific changes in Appendix C (e.g., added/deleted courses, significant course revisions, significant requirements for completion, etc.)

Research:  If you made changes to the RESEARCH EXPERIENCE, describe specific changes in Appendix D (e.g., added/deleted courses, significant course revisions, new requirements, new research experiences, etc.)

UPDATE ON RECOMMENDATIONS:
Provide an update of recommendations implemented since last review.  Indicate only those recommendations implemented during the past academic year.

Provide an update of recommendations not implemented (please provide a response toward meeting recommendations not implemented since your last program review).

If applicable, discuss future plans for improvement/changes.

If applicable, please describe any changes since your last accreditation visit that may not be reflected in this document but which may affect your ability to deliver the program as was described/depicted in the last site visitation (e.g., budgetary constraints, significant loss of research facilities, etc.)

AREAS OF DISTINCTIVENESS:

Please list each area of distinctiveness, along with outcome measures associated with each area of distinctiveness. 

SIGNATURE SHEET:  (PD may digitally sign with PIN# or scan the document with signature)

Signature ________________________________________________

_________________



Program Director/PIN # (5-digit)



Date

Return Completed Form by November 30, 2010 via email to: nataece@bu.edu

APPENDIX A

Brief Description of Modifications made to the Professional Experiences, which may include:  Curriculum, Clinical or Research Experience

APPENDIX B

Documentation of Specific Changes in Curriculum

APPENDIX C

Documentation of Specific Changes in Administrative or Clinical Experiences

APPENDIX D

Documentation of Specific Changes in Research Experience

Post-Professional Athletic Training Education Program

NOTICE OF AFFILIATED CLINICAL SETTING

Date: 
This is to notify the NATA Post-Professional Education Review Council that formal arrangements have been established with [insert cooperating institution] for use of its athletic training room(s) as an "Affiliated Clinical Setting" in the post-professional athletic training education program at: [insert PP-ATEP].  This affiliation was/will be in affect beginning with the [insert academic year] academic year.  
NOTE: Attach documentation of administrative approval (e.g., letter from administrators of both cooperating institutions, signed contracts, etc.).

Approximate distance from sponsoring college/university:  ____ miles
If athletic trainers are to be utilized as supervisors, please complete the following:

	Supervisor
	BOC #
	Position
	Years in AT

	
	
	
	

	
	
	
	

	
	
	
	


**ATTACH PERSONAL RESUME FOR EACH SUPERVISOR LISTED ABOVE
If athletic trainers are not utilized, please complete the following for individuals serving as the graduate student's supervisors in the "Affiliated Clinical Setting."
	Supervisor
	Position

	
	

	
	

	
	


** ATTACH CURRICULUM VITAE FOR EACH SUPERVISOR LISTED ABOVE
Does the clinical setting comply with the standards and criteria (facilities, equipment, personnel, etc.) as described in the 2002 recent edition of the Standards & Guidelines which govern NATA accreditation of your program (please review appropriate sections of the Standards & Guidelines before answering)? 
____YES  ____NO.  

If NO, please explain deficiencies (on separate sheet).
Program Director: _________________________________________________





(Signature)
Dean/Department Head: ____________________________________________




(Signature)

Return scanned document with signatures to nataece@bu.edu.
Post-Professional Athletic Training Education Program
NOTICE OF COMMUNITY/PRIVATE HEALTH CARE CLINICAL SETTING

Date: 

This is to notify the NATA Post-Professional Education Review Council that formal arrangements have been established with [insert cooperating institution or health care facility] for use of its facility as an "Community/Private Health Care Clinical Setting" in the post-professional athletic training education program at: [insert PP-ATEP].  This affiliation was/will be in affect beginning with the [insert academic year] academic year.  
NOTE: Attach documentation of administrative approval (e.g., letter from administrators of cooperating settings, signed contracts, etc.).

Approximate distance from sponsoring college/university:  ____ miles

If athletic trainers are utilized as supervisors, please complete the following information:

	Supervisor
	BOC #
	Position
	Years in AT

	
	
	
	

	
	
	
	

	
	
	
	


**ATTACH CURRICULUM VITAE FOR EACH SUPERVISOR LISTED ABOVE
If athletic trainers are not utilized, please complete the following for the individual serving as the graduate student's supervisor in the "Community/Private Health Care Clinical Setting”
	Supervisor
	Position

	
	

	
	

	
	


**ATTACH CURRICULUM VITAE FOR EACH SUPERVISOR LISTED ABOVE

Does the clinical setting comply with the standards and criteria (facilities, equipment, personnel, etc.) as described in the 2002 recent edition of the Standards & Guidelines which govern NATA accreditation of your program (please review appropriate sections of the Standards & Guidelines before answering)?
____YES  ____NO.  

If NO, please explain deficiencies (on separate sheet).
Program Director: _______________________________________________





(Signature)

Dean/Department Head: __________________________________________




(Signature)

Return scanned document with signatures to nataece@bu.edu.
Post-Professional Athletic Training Education Program
NOTICE OF ATHLETIC TRAINING/SPORTS MEDICINE RESEARCH SETTING

Date:
This is to notify the NATA Post-Professional Education Review Council that formal arrangements have been established with [insert cooperating institution facility] for use of its facility as an "Research Setting" in the post-professional athletic training education program at: [insert PP-ATEP].  This affiliation was/will be in affect beginning with the [insert academic year] academic year.  
Approximate distance from sponsoring college/university:  ____ miles

Please complete the following for the individual serving as the Director of the graduate student's "Research Setting."  (Include the resume for the Director.)

Name






	Director
	Position

	
	

	
	


**ATTACH CURRICULUM VITAE FOR THE DIRECTOR LISTED ABOVE
                                                                                                                                        

Does the research setting comply with the standards and criteria (facilities, equipment, personnel, etc.) as described in the 2002 recent edition of the Standards & Guidelines which govern NATA accreditation of your program (please review appropriate sections of the Standards & Guidelines before answering)?

____YES  ____NO.  

If NO, please explain deficiencies (on separate sheet).
Program Director: ______________________________________________                                             




(Signature)

Dean/Department Head: _________________________________________                                      





(Signature)

Return scanned document with signatures to nataece@bu.edu.
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