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 Commonwealth of Massachusetts

Executive Office of Health and Human Services

Department of Public Health

Bureau of Health Professions Licensure

Board Of Registration Of Nursing Home Administrators

239 Causeway Street, Suite 500

Boston, MA 02114

800-414-0168

617-973-0806
www.mass.gov/dph/boards/nh
Instructions for Nursing Home Administrator License Application
General Information: Applicants for a Nursing Home Administrator licensure MUST have completed an Administrator in Training internship approved by the Massachusetts Board to be eligible to submit a licensure application and take the national credentialing examination. 
General Information About the Application Process:

Once an application is received by the Board, it takes a minimum of 3- 5 weeks to review the completed application and determine if any additional information is required.  Once complete, applications are processed for the issuance of a license in the order received.  Every effort is made to process license applications in a timely manner; however, the Board is unable to expedite the processing of applications. 

To facilitate the processing of your application, please ensure that you provide all the information requested. DO NOT LEAVE BLANKS.  If you are unable to provide the requested information, attach a separate sheet with an explanation. Missing information will delay the processing of your application.   

As an applicant, it is your responsibility to ensure that ALL supporting documentation for licensure is sent directly to the Board and to check with the Board on the status of your application. 

All requested information must be provided; failure to provide requested information may result in a delay in processing of application. Incomplete applications will be returned to applicant.  

Completed Applications must include the following: 

1. The following documents must be submitted at the same time in one envelope:
a. Completed application form, signed and dated by the applicant and notarized. 

b. 2 x 2 passport style color photo (white or off-white background); copies and printer generated photos are not acceptable.
c. Signed and notarized Criminal Offender Record Information (CORI) Acknowledgement Form obtained from the Board’s website.
d. Check or money order payable to the Commonwealth of Massachusetts for $150.00; cash or foreign currency is not accepted. 
e. Three professional references. Note: may not be relatives, spouses, family members, subordinates or your AIT preceptor. 
f. One personal reference. Note: may not be a spouse, partner, family member, subordinate or your AIT preceptor.
g. Completed physician form. 

h. Completed Administrator Affidavit.
NOTE: Provide a self-addressed envelope to your endorsers with your Reference Forms, Physician Form, and Administrator Affidavit Certificate of Internship Training.  After the individual has completed the form, he/she must seal it in the return envelope you provide, sign his/her name across the envelope seal, and return it to you. 

2. Official transcripts in signed, sealed envelopes for all undergraduate degrees and any other post-secondary degrees.  When requesting official transcripts, please inform each school’s registrar that the transcript must be complete and indicate the degree and date conferred in mm/dd/yyyy format.  
3. Verification of licensure status, in signed, sealed envelopes, from any state or jurisdiction in which you now or have previously held any professional license.  Verifications must be sent directly to the Board by the state or jurisdiction. 

NOTE: If verifications have been previously submitted with an application for administrator in training program, they do not need to be submitted again if they were issued within the past 12 months.

4. If you hold, or have ever held, any professional license or certification, you must request a National Practitioner Data Bank-Healthcare Integrity and Protection Data Bank Self-Query and submit the Original report in a signed and sealed envelope with this application. To request a Self Query, please contact the National Practitioner Data Bank at 1-800-767-6732 or http://www.npdb.hrsa.gov/. Keep a copy for your records. 

NOTE A: If you do NOT hold and have never held any professional licenses in any other state, you do not need to submit a National Practitioner Data Bank self-query.
NOTE B:  If a National Practitioner Data Bank self-query was submitted with an application for administrator in training program, it does not need to be submitted with an application for full licensure if it was certified and sent within the past twelve months.
5. Once the application packet is submitted and all required documents are received by the Board, it will be reviewed. The Board will notify you by letter with information regarding contacting Professional Examination Services to register for the credentialing examination and scheduling a test date.  
NOTE: More information about the examination is available on the National Association of Boards of Examination of Long Term Care Administrators’ [NAB] website at www.nabweb.org. A handbook, Information for Candidates, Nursing Home Administrators, is available for purchase.

6. Applications are void if requirements for nursing home administrator licensure by examination are not met within one (1) year from the date of Board receipt of this application.  All fees are non-refundable and non-transferable.
7.  Applications must be submitted on single-sided paper.
8. Retain a copy of the complete application and supporting documentation for your records. The Board is not able to provide copies of the application. Employers may require that you provide them with a copy.

IMPORTANT INFORMATION

A nursing home administrator applicant/licensee must notify the Board in writing of any changes in the applicant’s/licensee’s information within thirty (30) days of their occurrence, including but not limited to any change of address and any name change.

The address of record is where the Board mails your license and any correspondence. Failure to update your address of record may result in failure to receive a license renewal application. 

The address printed on your license is a PUBLIC RECORD that is available to anyone who requests it.   Address changes may be done online at the Board’s website www.mass.gov/dph/boards/nh or you may obtain a form online to submit to the Board’s office. 

Answers to many questions may be found on the Board’s website (www.mass.gov/dph/boards/nh).  Statutes and regulations governing nursing home administrator licensure may be found on the website; they are also available for purchase from the State House Bookstore, Massachusetts State House, Room 116, Boston, MA 02108, 617-727-2834.

For further information, please contact the Board office at 1-800-414-0168 or 617-973-0806.
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Nursing Home Administrator License Application Packet Checklist 
The following must be included for a complete application.  Please complete and enclose this checklist with your application.  Applications will not be reviewed until all required and requested documentation has been received.
□   Completed Application Form with

□   Signed and notarized affidavit


□   2x2  passport style color photo

□   Signed and notarized Criminal Offender Record Information (CORI) 
        Acknowledgement Form 
             □   Application Fee of $150.00(check or money order only)  
□   Resume

□  Four Completed Reference Forms (signed and sealed envelopes):
           □   ​​​3 professional                

           □    1 personal

□  Physician Form (signed and sealed envelope) 
□  Administrator Affidavit Certificate of Internship Training(signed and sealed

     envelope)
□ National Practitioner Data Bank-Healthcare Integrity and

     Protection Data Bank Original report (if you hold, or have ever held, a

     professional license and have not submitted a report within the past twelve

     months). 

□ Application must be submitted on single-sided paper.
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All Questions Must Be Completed 
Nursing Home Administrator License Application Fee - $150.00                     
1. Applicant Name:________________________________________________________________



Last


First



Middle 

2. Maiden Name/Other Name:_____________________________________________

3. Address of Record:______________________________________________________________

                                             No.                                 Street                           Apt #                

_________________________________________________________________________________
     City                                                              State                                                           Zip Code
4. Most Recent Previous Address: __________________________________________________
   (different to Address of Record           No.                       Street                           Apt #                

_________________________________________________________________________________
City                                                                   State                                                            Zip Code

5. Telephone Number:    Day:_______________________
       Cell:________________________
6. ARE YOU A U.S. CITIZEN?           Yes □        No □

7.  _______/_______/______   

 






      Date of Birth (mm/dd/yyyy)              

 Place of Birth (city/state/country)
    
     Height: ____ Feet ____ Inches   Weight: 
 Lbs.  Eye Color:




     Sex: M    F  (Circle One)      Mother’s Maiden Name: 





     Email: ____________________________________________
8.  Social Security Number (SSN) (disclosure is mandatory): 
      /
     /


      Pursuant to G.L. c. 62C, s. 47A, the Bureau of Health Professions Licensure is required to obtain your SSN and forward it to the Massachusetts Department of Revenue.  The Department of Revenue will use your SSN to ascertain whether or not you are in compliance with Massachusetts tax laws (G.L. c. 62C, s. 47A) and child support laws (G.L. c. 119A, s.16).
	FOR BOARD USE ONLY

	Application Number: _______________                  Receipt Number: _____________________

License Number _NH_______________                AIT Number: _NHT____________________



Education


9.  Bachelor’s Degree School Name/Location: ___________________________________


______________________________________________________________________________


Degree: ____________________________ Date Awarded: _____/__/______








     (mm/dd/yyyy)
Submit official transcript in a signed, sealed envelope. Transcripts must be mailed directly to the Board.  If transcripts were previously submitted with an application for the AIT Program they do not need to be sent again, if they were submitted within the past 12 months.

10. Other post-secondary Institution(s)/Location(s): _________________________________

_________________________________________________________________________________


Degree:




 Date Awarded: 
/_______/_______
                                                                                                              (mm/dd/yyyy)
Submit official transcript in a signed, sealed envelope. Transcripts must be mailed directly to the Board.  If transcripts were previously submitted with an application for the AIT Program they do not need to be sent again, if they were submitted within the past 12 months. 


Please list additional post-secondary institutions on a separate sheet and request that transcripts be submitted directly to the Board as noted above.

Verification Of Other Licenses/Board Certifications

11.  List below all other professional licenses and board certifications ever held;     include all states and jurisdictions
□  I do not currently hold and have never held any professional  license or certification in any state or jurisdiction.

Issuing State/Jurisdiction    
    Profession


License/Certification Number








_______________

_______________

________________

________________

________________

__________________

________________

________________

__________________


Applicants must arrange for official documentation of current license status from each state or jurisdiction to be mailed directly to the Board.
References
12. List the names of the three professional people whom you have asked to file a reference form with this application. (Note: references may not be a spouse, partner, family members, subordinates or AIT preceptor.)
A.  Name _______________________________________________________________


     Title or position ________________________________________________________

B.  Name _______________________________________________________________
     Title or position ________________________________________________________

C.  Name _______________________________________________________________

     Title or position ________________________________________________________

Personal Character Reference
Provide the name of a personal reference who you have asked to file a reference with this application.  (Note: reference may not be a spouse, partner, family member, subordinate or AIT preceptor.)
D.  Name ______________________________________     Years Known __________

Questions

If you answer "YES" to any of the following questions please attach a separate sheet explaining the circumstances.

13.  Have you ever been denied a license, or ever withdrawn or attempted to withdraw an application, for any professional license in the United States or any country or foreign jurisdiction?


   Yes □  No □
14.  Has any licensing or certification board, government authority, hospital or health care facility or professional association located in the United States or any country or foreign jurisdiction taken any disciplinary  action against you?

      Yes □ No □
15.  Are you the subject of any pending disciplinary action by any licensing or certification board, government authority, hospital or health care facility or professional association located in the United States or any country or foreign jurisdiction?

     Yes □ No □

16.  Have you ever voluntarily surrendered or resigned any professional license or board certification in the United States or any country or foreign jurisdiction?
       Yes □ No □
 17. Have you ever been arrested, charged, arraigned, indicted, prosecuted, convicted or been the subject of any criminal investigation or any court proceeding in relation to any criminal violation? Do not report minor violations for which a fine of $250 or less was imposed.                

        Yes □ No □
18.  Have you ever been court martialed or other than honorably discharged from the armed services (military) of the United States or of any country or foreign jurisdiction?

        Yes □ No □
Release

I hereby authorize all hospitals, institutions, credentialing agencies, organizations, personal physicians, employers (past and present), business and professional associates (past and present), and all government agencies and entities (local, state, federal, or foreign) to release to the Board of Registration of Nursing Home Administrators any information, files or records requested by the Board in connection with the processing of my application.  I further authorize the Board of Registration of Nursing Home Administrators to release information contained in this application in association with its processing.


Affidavit of applicant

To the best of my knowledge and belief, I have filed all state tax returns and paid all state taxes required by state law and do not owe child support.
I understand that the Board is certified by the Massachusetts Criminal History Systems Board for access to Criminal Offender Record Information (CORI), including conviction and pending criminal case data.  As an applicant for a license to practice as a nursing home administrator I understand that a CORI check may be conducted by the Board for conviction and pending criminal case information only and that the CORI results will not necessarily disqualify me.  
I understand that I am responsible for reading and understanding the laws and regulations governing practice as a nursing home administrator in Massachusetts and I hereby agree to comply with such laws and regulations. 

I understand that this application for licensure shall be deemed no longer valid if requirements for licensure are not met within one (1) year from the date of Board receipt. I also understand that fees are non-refundable and non-transferable.

I certify, under the pains and penalties of perjury, that the information I have provided pursuant to this application for licensure is truthful and accurate. I understand that any failure to provide truthful and accurate information in connection with this application for licensure may be grounds for the Board of Registration of Nursing Home Administrators to deny issuance of a license; to suspend or revoke a license issued to me; and to deny renewal of a license issued to me, all in accordance with Massachusetts law. 

Applicant Signature _______________________________ Date ________________


Print Name _______________________________________
	Attach a recent color
2x2 passport 

photo


Notary Name: ______________________________

Commission Expires: _______________________



            [Seal]

Include a nonrefundable , nontransferable fee  of $150.00 (check or money order ) payable to the Commonwealth of Massachusetts

Attention:
Make 4 copies of the following 2 pages
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                 Reference Form
You have been requested to provide reference information for ___________________________, 
an applicant for registration as a Nursing Home Administrator in Massachusetts under the provisions of Section 74, Chapter 13 of the General Laws of this Commonwealth.  Pertinent information concerning the applicant will be helpful to the Massachusetts Board of Registration of Nursing Home Administrators.

In order that the provisions of the licensing law may be effective in safeguarding public health, safety and welfare, the Board of Registration of Nursing Home Administrators has been charged with the responsibility of limiting the use of the title “Nursing Home Administrator” only to those who are found qualified and suitable for that profession.  As one of the applicant’s references, you are familiar with his/her professional work or have knowledge of his/her ability, character and reputation.  The Board would appreciate information that bears upon the extent of the responsibility borne by the applicant in his/her professional work as well as your opinion of his/her professional competence and character.

The Board appreciates your cooperation in supplying the information requested on the enclosed sheet.  Once you have completed the form, please place it in the envelope, sign your name across the envelope seal, and return it to the applicant.
Massachusetts Board of Registration of Nursing Home Administrators 

Reference Form
Please type or print clearly:

1. Name of Applicant __________________________________________________________

2.  Professional or other relationship to applicant ________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

3. Number of years you have known the applicant   _______________________________

4.  Please evaluate the applicant in the categories of which you have personal knowledge:

    a.   Professional knowledge and experience: ________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

   b.   Character with respect to honesty, integrity, and general conduct: ________________________________________________________________________________

________________________________________________________________________________

______________________________________________________________________________

5.  Do your recommend the applicant for licensure as a nursing home administrator?

   Yes _____ No _____    If No, please attach a detailed written explanation of your reasons for not recommending this applicant.  

6.  Other Comments: ______________________________________________________________________________ 

(Attach an additional sheet of paper, if you wish to make additional comments)

I hereby certify that the information given above is correct to the best of my knowledge and belief, and opinions expressed above represent my best judgment. I hereby agree to provide further information to the Board if requested to do so.

Name  (type or print clearly)                                                                      Signature

Business Address                                                                                      Date

______________________________________________________________________________

City/State                                         
Zip Code                                     Occupation

Home Address                                       City/State                                       Zip Code                         
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Physician Form
1.  Name of Applicant: _________________________________________________
2.  Name of Licensed Physician: _________________________________________
3. Address of Physician: _______________________________________________
       No.                        Street                             Apt. #   
  

     ___________________________________________________________________     

     City/Town                                                       State                               Zip Code

4. Physician State License Number: _____________________________________
     License Number






     ______________________________________






      Expiration Date
I hereby certify that the above named applicant is in good health and has no mental or physical impairment that would prevent him or her from discharging the responsibilities of a Nursing Home Administrator.

______________________________________________

______________

Physician Signature






Date
Once you have completed this form, please place it in an envelope, sign your name across the envelope seal, and return it to the applicant.
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Administrator Affidavit
 Certificate of Internship Training

__________________________________________     ______________________

                (Trainee Name)                                                        (Degree Level)

I, _________________________________,  ______________, hereby certify that 


  (Administrator)                                  (License number)

the trainee named above has trained in the _______________________________________________                                                                                            
                                                                                                      (Name of Nursing Home)   
 

from ________________ to __________________, working 

                       
             (mm/dd/yyyy)                    mm/dd/yyyy)                  

_______________hours per week, for a total of ____________ hours. 

During this training period, the trainee named above has worked as an Administrator In Training; if the trainee held another position at the facility during the AIT, the AIT training has been completed separately from the normal working hours for that position. During the course of this training, the trainee was exposed to all aspects of nursing home management and the operation of the named facility, including the following: admittance procedures, patient care policies, utilization review processes, in-service training procedures, social services, medical records, housekeeping and sanitation, dietary and kitchen operations, medical department and applicable rehabilitation procedures, laundry services, purchasing procedures, personnel department procedures and policies, management functions including budgeting, billing, accounts receivable and payable, and departmental scheduling, etc.

I have been licensed in good standing for at least five years. 

Under the penalty of perjury, this affidavit has been signed AFTER the completion date of the AIT.

_____________________________



__________________

Signature of Administrator                                                              Date

___________________________________


__________________

Notary Public                                                             

Notary Expiration Date

___________________________________

Effective Date of This Document                                                        Seal
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