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Standards, 4th edition

Today’s Date:  
Institutional and Program Datasheet
	Official Program Name  (To be listed on Certificate of Accreditation)
     

	Address:      

	

	City :      
	State:     
	Zip:     

	Program Phone # :      
Program FAX # :      
Program web site address:      
e-mail address:      

	

	Institutional Sponsor: (entity regionally accredited)

     


Type of Institution:

	 FORMCHECKBOX 
 Public               FORMCHECKBOX 
 Private              FORMCHECKBOX 
 Military


Institution Description

	 FORMCHECKBOX 

	Medical School
	 FORMCHECKBOX 
   4yr – College/University

	 FORMCHECKBOX 

	Medical Education Facility of the Federal Government
	 FORMCHECKBOX 
   2yr - Community College


Financial Type

	 FORMCHECKBOX 
 Not for Profit

 FORMCHECKBOX 
 For Profit


Institutional Accreditation:
	 FORMCHECKBOX 

	Middle States Association of Colleges and Schools- Commission on Higher Education (MSA-CHE)

	 FORMCHECKBOX 

	New England Association of Schools and Colleges- Commission on Institutions of Higher Education (NEASC-CIHE)

	 FORMCHECKBOX 

	North Central Association of Colleges and Schools- The Higher Learning Commission (NCA-HLC)

	 FORMCHECKBOX 

	Northwest Commission on Colleges and Universities (NWCCU)

	 FORMCHECKBOX 

	Southern Association of Colleges and Schools- Commission on Colleges (SACS)

	 FORMCHECKBOX 

	Western Association of Schools and Colleges- Accrediting Commission for Senior Colleges and Universities (WASC-ACSCU)


Program institutionally located in:
	 FORMCHECKBOX 
 School/College of Medicine – Allopathic

 FORMCHECKBOX 
 School/College of Medicine – Osteopathic

 FORMCHECKBOX 
 School/College of Health Sciences/Health Professionals

 FORMCHECKBOX 
 Department of PA Studies (not within a School/College)

 FORMCHECKBOX 
 School/College of Graduate Studies

 FORMCHECKBOX 
 The Military


Chief Administrative Officer of the Sponsoring Institution: (to receive copies of accreditation correspondence)
	Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Institution Title  

Institution Title  
 FORMCHECKBOX 
 Chancellor 

 FORMCHECKBOX 
 Provost 

 FORMCHECKBOX 
 President 

 FORMCHECKBOX 
 Dean 

 FORMCHECKBOX 
 Associate Dean 

 FORMCHECKBOX 
 Department Chair

 FORMCHECKBOX 
 Other -      
Address:      
City:      
State:      
Zip Code:       
Phone # :      
FAX # :      
e-mail address:      



	Program Director Reports To:

	Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Institution Title  
 FORMCHECKBOX 
 Chancellor 

 FORMCHECKBOX 
 Provost 

 FORMCHECKBOX 
 President 

 FORMCHECKBOX 
 Dean 

 FORMCHECKBOX 
 Associate Dean 

 FORMCHECKBOX 
 Department Chair

 FORMCHECKBOX 
 Other -      
Address:      
City :      
State:      
Zip:      
Phone # :      
FAX # :      
e-mail address:      



Program Director:

	Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Program Title:      
FTE % with program:     
City :      
State:     
Zip:      
Phone # :      
FAX # :      
e-mail address:      



Medical Director(s):
	1. Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Program Title:      
FTE % with program:     
Address:      
City :      
State:      
Zip:      


	2. Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Program Title:      
FTE % with program:     
Address:      
City :      
State:      
Zip:      


Principal Faculty:

A2.02
The program must have program faculty that include the program director, medical director and at least three FTE principal faculty positions and instructional faculty.

a)
The program director must be assigned to the program on a 12-month full time basis. At least 80% of that time should be devoted to academic and administrative responsibilities in support of the program.

b)
Two FTE principal faculty positions must be filled by PA faculty who currently are NCCPA-certified.

Principal faculty are defined as: Those faculty working at least 50% FTE with primary academic responsibility assigned to the PA program who report to the program director.

While the program may have more individuals identified as Principal Faculty, those identified below are the individuals used to demonstrate compliance with the Standard.
	1. Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Program Title:      
FTE % with program:     
Address:      
City :      
State:      
Zip:      
Phone # :             

FAX # :      
e-mail address:      



	2. Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Program Title:      
FTE % with program:     
Address:      
City :      
State:      
Zip:      
Phone # :             

FAX # :      
e-mail address:      



	3. Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Program Title:      
FTE % with program:     
Address:      
City :      
State:      
Zip:      
Phone # :             

FAX # :      
e-mail address:      



	4. Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Program Title:      
FTE % with program:     
Address:      
City :      
State:      
Zip:      
Phone # :             

FAX # :      
e-mail address:      



	5. Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Program Title:      
FTE % with program:     
Address:      
City :      
State:      
Zip:      
Phone # :             

FAX # :      
e-mail address:      


	6. Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.   FORMCHECKBOX 
Dr.   FORMCHECKBOX 
Sr.   FORMCHECKBOX 
Rev.
First Name       
Middle Name (or initial)      
Last Name       
Academic Credentials       
Program Title:      
FTE % with program:     
Address:      
City :      
State:      
Zip:      
Phone # :             

FAX # :      
e-mail address:      


Administrative support staff:
	1 Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.

	Name:      

	Program Title:      

	Telephone:       

	Email:      

	FTE % with program:     


	2 Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.

	Name:      

	Program Title:      

	Telephone:       

	Email:      

	FTE % with program:     


	3 Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.

	Name:      

	Program Title:      

	Telephone:       

	Email:      

	FTE % with program:     


	4 Name Prefix      FORMCHECKBOX 
None   FORMCHECKBOX 
Mr.   FORMCHECKBOX 
Ms   FORMCHECKBOX 
 Mrs.

	Name:      

	Program Title:      

	Telephone:       

	Email:      

	FTE % with program:     


Complete the following program data:
	Classes begin (list month or months):

	     

	Number of classes admitted per calendar year


	     

	Maximum class size *
	     

	
	

	Maximum Aggregate Student Enrollment**
	     

	
	

	
Number of students currently enrolled in Year 1
	     

	
Number of students currently enrolled in Year 2
	     

	
Number of students currently enrolled in Year 3
	     

	
Number of students currently enrolled in Year 4
	     

	
Number of students currently enrolled in Year 5
	     

	Total current aggregate enrollment
	     


*Maximum class size is the maximum potential number of students enrolled for each admission cycle.

** Maximum Aggregate Student Enrollment is the maximum potential number of students enrolled simultaneously at any point in time in the program.
Degree(s) awarded (Complete Name of Degree & Acronym):     
Certificate awarded?

Yes   FORMCHECKBOX 


No   FORMCHECKBOX 

Length of the entire ARC-PA accredited program (months) (DO NOT include pre-requisites):       

Length of the pre-clinical phase component of program (months):      
Length of the clinical phase component of program (months):      
Estimated total Tuition & Fees that student incurs for the entire ARC-PA accredited PA Program:

Resident:      

Non-resident:      
Distant Campus?  FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

A campus geographically separate from the main program at which didactic, preclinical or clinical instruction occurs for all or some of the students enrolled.
If answered “yes” complete the following:

# 1. Campus Name
     
Campus City

     
Campus State

     
Distance from Main Campus      
# 2. Campus Name
     
Campus City

     
Campus State

     
Distance from Main Campus      
# 3. Campus Name
     
Campus City

     
Campus State

     
Distance from Main Campus      
# 4. Campus Name
     
Campus City

     
Campus State

     
Distance from Main Campus      
# 5. Campus Name
     
Campus City

     
Campus State

     
Distance from Main Campus      
Other relevant Institutional or Program data that you wish to include:      
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