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APPLICATION FOR CANDIDACY OF CLINICAL RESIDENCY AND FELLOWSHIP PROGRAMS
American Physical Therapy Association
Department of Residency/Fellowship
1111 North Fairfax Street

Alexandria, VA  22314-1488

resfel@apta.org ( 703/706-3152

www.abptrfe.org
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Payment Form – Residency/Fellowship Program Candidate Status

2016 Application Fee

You must complete this form and include check or credit card information with your completed application.  The amount owed is dependent on the number of residents/fellows enrolled in the program. Please mail this form with your application fee to APTA, Residency/Fellowship Accreditation, 1111 North Fairfax Street, Alexandria, VA 22314-1488.

Name of Program:      
Name of Program Director:      
Address:       



Phone Number:      
E-mail Address:      
Candidacy Fee (Please select one of the following):

*please note that starting in 2016, the cost of a single site visit has been incorporated into the candidacy fee rather than invoicing the program separately for these fees after the site visit. 

 FORMCHECKBOX 
 1 to 5 Participants ($3145.75)

 FORMCHECKBOX 
 6 to 10 Participants ($3761.00)


 FORMCHECKBOX 
11+ Participants ($4376.25)


Please make all checks payable to APTA.  Please indicate the program name and “Residency/Fellowship Candidacy Application Fee” on the check.

 FORMCHECKBOX 
  MasterCard
      FORMCHECKBOX 
 Visa
 FORMCHECKBOX 
 American Express
 FORMCHECKBOX 
 Discover     FORMCHECKBOX 
 Check        FORMCHECKBOX 
 Money Order

Card Number:      
 
Expiration Date:      

Security Code:       
Signature: ____________________________________
Date: ________________________

Cardholder’s Name:      
Cardholder’s Billing Address:      





APPLICATION FOR CANDIDACY OF A CLINICAL PHYSICAL THERAPY RESIDENCY OR FELLOWSHIP EDUCATION PROGRAM 
INTRODUCTION

Thank you for your interest in accrediting your recognized developing residency or fellowship program. Congratulations on your commitment to excellence in physical therapy education. 

This document should be reviewed along with the American Board of Physical Therapy Residency and Fellowship Education (ABPTRFE) “Evaluative Criteria for Accreditation of Clinical Residency and Fellowship Programs for Physical Therapists”.  In addition, please review the ABPTRFE Rules of Practice and Procedure as you begin to develop your residency or fellowship education program to ensure you are developing your program in accordance with current policies.
Additionally, ABPTRFE has compiled the Application Resource Manual to serve as a guide as you prepare your documents for accreditation. These real examples were provided by APTA accredited programs and are not intended to be prescriptive, as every program is unique and its individuality should be reflected in the application.

All documents noted above are located in the Application Resources section of the ABPTRFE website.  

Please retain this application information for reference throughout the application process and future accreditation period. Replace with most current edition, as they are made available.

 2016 Edition

Residency and Fellowship Program Accreditation
Application for Candidacy Instructions

The application for candidacy is based on the “Evaluative Criteria for Accreditation of Clinical Residency and Fellowship Programs for Physical Therapists”.  For each Evidence, provide a brief description of how the program meets the evaluative criteria and the documentation or materials as requested in the “Evaluative Criteria for Accreditation of Clinical Residency and Fellowship Programs for Physical Therapists”.

Compilation of Application

The materials must be provided in hard copy.  Please submit five (5) copies of the complete application in separate 3-ring binders. Materials should be collated and may be printed on front and back of the paper to limit weight. Please type your program’s responses directly into the application.  You may cut and paste additional materials into the appropriate Evidence numbers.  
*Please note, APTA will accept an electronic submission of the application in lieu of hard copies provided 1) the program creates a single, comprehensive document within a portable document format (PDF); and 2) the PDF file is bookmarked delineating each Evidence statement for easy review and maneuverability of the application. Electronic application submissions will not be accepted if these 2 conditions are not met. Please review the, “Guidelines for Filing Applications Electronically” for instructions and tips. 
Application Fee
Application fees are determined by the anticipated number of residents/fellows that will be enrolled in the program per the information provided on the “ABPTRFE – Program Data for Residency or Fellowship Program Accreditation”.  Please complete the enclosed application payment form and mail the non-refundable application fee at the time that the application is submitted to prevent processing delays. All fees must be received before the application will be reviewed. 
Submission of the Application and Fee
The application fee and a total of five (5) copies of the compiled application in 3-ring binders should be mailed to APTA, Residency/Fellowship Accreditation, 1111 North Fairfax Street, Alexandria, VA 22314-1488.    Please include the “Payment Form” located on the APTA website with the application fee.
*Please note that starting January 1, the version of the application that must be submitted is the one for that respective year.  If the previous year’s application is utilized after January 1, the program will be notified that they must revise and resubmit the application using the current year’s application. This may result in a delay of the accreditation process.
Please direct questions regarding the application process to the APTA Residency/Fellowship staff at 703.706.3152 or via e-mail at resfel@apta.org. 
ABPTRFE – Program Data for Residency or Fellowship Program Accreditation
	NAME OF PROGRAM        


	NAME OF SPONSORING ORGANIZATION      
*if the program has more than one sponsoring organization, attach a copy of the contractual agreement between the organizations that outlines equal responsibility and ownership for the program

	PROGRAM ADDRESS (If changed from program’s application for recognition as a developing program)
	LINE 1       

	
	LINE 2       

	
	CITY       
	STATE       
	ZIP CODE       

	
	WEBSITE (if available)       

	PROGRAM DIRECTOR  (If different from program’s application for recognition as a developing program)

	NAME (last)       
	(first)       
	(middle initial)       

	CREDENTIALS (i.e. PT, DPT, OCS, etc.)       
	TELEPHONE       
	FAX       
	E-MAIL       

	WEBSITE DIRECTORY CONTACT (if different from Program Director AND if changed from application for recognition as a developing program)

	NAME (last)       
	(first)       
	(middle initial)       

	CREDENTIALS (i.e. PT, DPT, OCS, etc.)       
	TELEPHONE       

	FAX       
	E-MAIL       

	PROGRAM INFORMATION

	LENGTH OF PROGRAM

      months  

      hours
	RESIDENT/FELLOW TUITION/FEE?

 FORMCHECKBOX 
 NO    FORMCHECKBOX 
YES   AMOUNT$      
*please include fees associated with books, coursework, insurance, etc. (if applicable)

	PROGRAM FORMAT

 FORMCHECKBOX 
 Full-time 

 FORMCHECKBOX 
 Part-time

 FORMCHECKBOX 
 Both


	ANTICIPATED NUMBER OF PARTICIPANTS PROGRAM WILL ACCEPT EACH YEAR      

	PLEASE IDENTIFY THE PROGRAM’S STRUCTURE BY IDENTIFYING IT AS EITHER A SINGLE-SITE, MULTI-SITE, OR MULTI-FACILITY PROGRAM BASED ON THE DEFINITIONS PROVIDED IN THE ABPTRFE ACCREDITATION HANDBOOK:   FORMCHECKBOX 
 SINGLE-SITE;    FORMCHECKBOX 
 MULTI-SITE;    FORMCHECKBOX 
 MULTI-FACILITY

	COMPENSATION TO RESIDENT/FELLOW?    FORMCHECKBOX 
 NO    FORMCHECKBOX 
 YES

Please indicate what the percent of this salary is compared to a regular employee at your facility (ex:  100%, 75%, 60% of a regular employee’s salary):       
How many hours per week does the resident/fellow spend in clinical practice?       

	BENEFITS PROVIDED TO RESIDENT/FELLOW

 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Full-time employee

 FORMCHECKBOX 
 Part-time employee

 FORMCHECKBOX 
 Other:  please list       
	IS YOUR PROGRAM ASSOCIATED WITH EARNING A DEGREE?    

 FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes      Degree earned:      


AMERICAN PHYSICAL THERAPY ASSOCIATION (APTA)

Residency/Fellowship Program Agreement

The American Physical Therapy Association (APTA) through the American Board of Physical Therapy Residency and Fellowship Education (ABPTRFE) accredits residency and fellowship programs.  The program (“You”) has applied for candidacy.  In consideration of ABPTRFE’s review of the application, you hereby agree as follows:

1. You will furnish complete and accurate information to ABPTRFE, and will work cooperatively with it in connection with its review of your application and its monitoring of compliance with your obligations.
2. You recognize that a participant who enrolls in a program prior to ABPTRFE’s granting it candidate status will not be deemed to have graduated from an APTA-accredited program even if ABPTRFE accredits the program before he/she graduates from the program.
3. Your program will comply with the ABPTRFE Rules of Practice and Procedure.

4. You will comply with APTA’s policies and positions. You will not place any resident/fellow in a clinical education experience where the clinic is in a referral for profit situation, that is, one in which a referring physician (medical doctor, doctor of osteopathy, podiatrist, dentist, or chiropractor) derives a financial benefit from the physical therapy services provided to the person who is referred. The situations to which this restriction applies include those in which: (a) the physician has an ownership interest in a physical therapy practice to which he or she refers, (b) the physician or the physician’s practice employs or contracts with physical therapists to provide physical therapy services within the physician practice, or (c) the physician’s income or bonus is directly or indirectly tied to the revenues of the physical therapy service to which he or she refers patients.
5. You will conduct your operations and program in an ethical manner.
6. If APTA, in good faith, institutes any legal action against you on account of any violation of this Agreement, you will indemnify APTA, to the maximum extent permitted by law, for all its expenses of preparing for, instituting, prosecuting, and/or settling such an action. If you are a governmental institution/organization, this section does not apply.

If ABPTRFE grants you candidate status, you further agree that:

7.
You will fund expenses of any site visit in accordance with the ABPTRFE Rules of Practice and Procedure. 
8. 
You will be enrolled in RF-PTCAS and you will use it as the program’s sole admission process for applicants to your program.
9.
In the course of promoting your program, you will provide complete and accurate information about your program, services, and fees. As a candidate for accreditation you will not claim or imply that you are an accredited residency or fellowship program.  You may publicize your program as a candidate program only in accordance with the ABPTRFE Rules of Practice and Procedure.
If ABPTRFE accredits you, you further agree that:

10.
In the course of promoting your program, you will provide complete and accurate information about your program, services, and fees. You may publicize your program as an accredited program only in accordance with the ABPTRFE Rules of Practice and Procedure.
11.
Your program will remain in substantial compliance with the Evaluative Criteria for Accreditation of Clinical Residency or Fellowship Programs for Physical Therapists. 

12.
You will file an annual report, furnish requested information, and pay fees per the ABPTRFE Rules of Practice and Procedure.


13.
You agree that noncompliance with this Agreement constitutes grounds for withdrawal of accreditation.
        
(Name of Program) hereby agrees with all foregoing terms and conditions.

     





     
Program Director Name & Title (Print/Type)
Organization Administrator Name & Title (Print/Type)

     




     
     



     
_________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________

Program Director Signature
Date

        Organization Administrator Signature
Date

PREFACE

Please provide a brief historical overview of your program that describe the factors that led to initiation of the program.  Please include the rationale for the format of the program (single-site, multi-facility, multi-site). This overview should serve as an introduction to the application.  Please limit the Preface to two (2) pages.

     
1.0
ORGANIZATION

Residency or Fellowship Sponsoring Organization
Evidence 1.1.1
Provide the statement of mission and goals of the sponsoring organization of the program. If the program has more than one sponsoring organization, provide the statement of mission and goals for all sponsoring organizations.
     
Evidence 1.1.2
Describe the sponsoring organization’s ongoing methods used to evaluate the effectiveness of the sponsoring organization’s performance.  Include evidence of any external agency accreditations (eg, Joint Commission, CARF, Medicare provider or provider network standards, CAPTE or another educational accreditation organization if applicable).  If the program has more than one sponsoring organization, provide this information for all sponsoring organizations.
      

Residency or Fellowship Program
Evidence 1.2.1.A Provide the program’s mission statement, goals and objectives.  Multi-site programs must include at least one goal and corresponding objectives addressing consistency of program delivery in all settings.
     
Evidence 1.2.1.B Describe how the program’s mission statement, goals, and objectives are consistent with one another.
     
Evidence 1.2.1.C Describe how the program’s mission, goals, and objectives are consistent with the mission of the sponsoring organization(s). 

     
Evidence 1.2.1.D Provide the participant’s goals with corresponding objectives.

     
Program Policies & Procedures

Evidence 1.2.2.A Provide the program’s policies and procedures for all items listed in the ABPTRFE “Evaluative Criteria for Accreditation of Residency or Fellowship Programs for Physical Therapists” that includes at a minimum, an annual review and assessment of the program’s policies and procedures.  Please do not include the organization’s entire policy and procedures manual.
     
Program Participant Recruitment and Matriculation
Evidence 1.2.3.1 Provide the program’s recruitment materials (not a link to the program’s website).
     
Evidence 1.2.3.2    Provide a copy of a blank contract, agreement, or letter of appointment between the program and participant.  
     
2.0
RESOURCES

Patient/Client Population
Evidence 2.1.1.A Using the Form below, summarize the number of patients/clients (not number of visits) by diagnostic categories evaluated by all physical therapy staff over the last year. Single-site and multi-facility programs complete 1 comprehensive form. Multi-site programs, provide a separate form for each clinic site. Copy this form as needed. Categorize the patient/client population in a manner that clearly captures the intent of the DSP/DASP/DRP/DSSP/analysis of practice upon which the program is based (categorize by diagnosis, impairment, body region, and/or practice location, as needed). For orthopaedic residency, sports residency, and orthopaedic manual physical therapy fellowship programs, please use the Form provided.  The patient’s primary diagnosis must be counted during the first patient encounter and not during subsequent visits. This chart should also provide a summary of the percentage of the total patient/client population represented in this category.  
Name of Clinic
     
(Include a separate form for EACH clinic currently affiliated with the program)

Description of Patients by Diagnostic Group/Impairment Category

	DIAGNOSTIC GROUP OR CATEGORY
	NUMBER OF PATIENTS AVAILABLE IN THE CLINIC OVER THE LAST YEAR
	% OF TOTAL PATIENTS

AVAILABLE IN THE CLINIC OVER THE LAST YEAR

	Orthopaedic residency and manual physical therapy fellowships, please use the substitute form below that already has the diagnostic categories listed.

Sports residency programs, please use the substitute form below that already has the diagnostic categories listed. 
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Total
	
	


* Be as descriptive as possible in defining Diagnostic Group/Category. See examples in Application Resource Manual. 

ORTHOPAEDIC RESIDENCY PROGRAMS, USE THIS FORM

Name of Clinic 
     
(Include a separate form for EACH clinic currently affiliated with the Program)
	DIAGNOSTIC GROUP OR CATEGORY
	NUMBER OF PATIENTS AVAILABLE IN THE CLINIC OVER THE LAST YEAR
	% OF TOTAL PATIENTS

AVAILABLE IN THE CLINIC OVER THE LAST YEAR
	2015 DSP GUIDELINES

	Head/Maxillofacial/Craniomandibular
	
	
	3%

	Cervical Spine
	
	
	13%

	Thoracic Spine/Ribs
	
	
	6%

	Lumbar Spine
	
	
	20%

	Pelvis/Sacroiliac/Coccyx/Abdomen
	
	
	7%

	Shoulder/Shoulder Girdle
	
	
	15%

	Arm/Elbow
	
	
	4%

	Wrist/Hand
	
	
	4%

	Hip
	
	
	7%

	Thigh/Knee
	
	
	12%

	Leg/Ankle/Foot
	
	
	9%

	
	
	
	

	Total
	
	
	100%


ORTHOPAEDIC MANUAL PHYSICAL THERAPY FELLOWSHIP PROGRAMS, USE THIS FORM

Name of Clinic 

     
(Include a separate form for EACH clinic currently affiliated with the Program)
	DIAGNOSTIC GROUP OR CATEGORY
	NUMBER OF PATIENTS AVAILABLE IN THE CLINIC OVER THE LAST YEAR
	% OF TOTAL PATIENTS
AVAILABLE IN THE CLINIC OVER THE LAST YEAR

	Cranial/Mandibular
	
	

	Cervical Spine
	
	

	Thoracic Spine/Ribs
	
	

	Lumbar Spine
	
	

	Pelvic Girdle/Sacroiliac/Coccyx/Abdomen
	
	

	Shoulder/Shoulder Girdle
	
	

	Arm/Elbow
	
	

	Wrist/Hand
	
	

	Hip
	
	

	Thigh/Knee
	
	

	Leg/Ankle/Foot
	
	

	
	
	

	Total
	
	


SPORTS RESIDENCY PROGRAMS, USE THIS FORM

Name of Clinic 

     
(Include a separate form for EACH clinic currently affiliated with the Program)
	DIAGNOSTIC GROUP
	NUMBER OF PATIENTS AVAILABLE IN THE CLINIC OVER THE LAST YEAR
	% OF TOTAL PATIENTS
AVAILABLE IN THE CLINIC OVER THE LAST YEAR

	Head/Maxillofacial/Craniomandibular
	
	

	Cervical Spine
	
	

	Thoracic Spine/Ribs
	
	

	Lumbar Spine
	
	

	Pelvic Girdle/ Sacroiliac/Coccyx/ Abdomen
	
	

	Shoulder/Shoulder Girdle
	
	

	Arm/Elbow
	
	

	Forearm/Wrist/Hand
	
	

	Hip
	
	

	Thigh/Knee
	
	

	Leg/Ankle/Foot
	
	

	
	
	

	Total
	
	

	
	
	

	% of total clients that are sports physical therapy cases (should be at least 40%)
	     %


Evidence 2.1.1.B Describe the program’s plan for providing learning opportunities for all diagnostic category groups/impairments should there be limited patient exposure for any diagnostic category.
     
Faculty
Evidence 2.2.1.A Provide the program director’s job description that includes ensuring the program’s compliance with the provisions of the current version of the ABPTRFE Evaluative Criteria and Rules of Practice and Procedure. 
     
Evidence 2.2.1.B If there has been a change in the program director, since the program was granted recognition status, complete and attach the “Program Director/Program Coordinator Information Form” for the program director.
     
Evidence 2.2.1.C Provide documentation of the program director taking the Residency/Fellowship 101 course located on the APTA Learning Center. 
Have you taken the Residency/Fellowship 101 Course on the APTA Learning Center (for program directors only)?

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please attach a copy of the course certificate to this form.

If no, have you previously been a program director of an APTA-accredited residency or fellowship program?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please provide the name of the program and the dates you were program director:

Name of Program:      
Dates: From       To      
Evidence 2.2.2.A Utilize the Form below for each faculty member that meets the description (full-time or part-time) in the ABPTRFE Accreditation Handbook.  Provide names, credentials, title, primary place of employment, including the site where the faculty provides instruction/mentoring, areas of responsibility, recent professional development activities and the number of hours per week dedicated to the residency/fellowship program.  If single faculty member, briefly describe the program’s contingency plan should the faculty member not be able to function in this role.  
Copy this Form as needed and complete one Form for all faculty active in the Program.
	NAME (with credentials)

     
	ABPTS CERTIFICATION/RECERTIFICATON

(Designate initial year certified/Expiration of most recent certification/ recertification)

	TITLE       

	 FORMCHECKBOX 
Cardiopulmonary       (Effective Date)          (Expiration Date)

 FORMCHECKBOX 
Clinical Electrophysiology       (Effective Date)          (Expiration Date)

 FORMCHECKBOX 
Geriatric       (Effective Date)         (Expiration Date)
 FORMCHECKBOX 
Neurologic       (Effective Date)          (Expiration Date)
 FORMCHECKBOX 
Orthopaedic       (Effective Date)          (Expiration Date)
 FORMCHECKBOX 
Pediatric       (Effective Date)          (Expiration Date)
 FORMCHECKBOX 
Sports       (Effective Date)          (Expiration Date)
 FORMCHECKBOX 
Women’s Health       (Effective Date)          (Expiration Date)

	Number of hours per week dedicated to the residency/ fellowship program:        
	OTHER CERTIFICATIONS/ASSOCIATION STATUS

(Designate initial year certified/Expiration of most recent certification/ recertification)

	PLACE OF EMPLOYMENT

     
	 FORMCHECKBOX 
 Certified Hand Therapist       (Effective Date)          (Expiration Date)
 FORMCHECKBOX 
 FAAOMPT or Member of AAOMPT:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

 FORMCHECKBOX 
 Certified Wound Specialist       (Effective Date)          (Expiration Date)
 FORMCHECKBOX 
 Other:        (Name)         (Effective Date)          (Expiration Date)

	SITE WHERE FACULTY PROVIDES INSTRUCTION/MENTORING

     
	

	AREAS OF RESPONSIBILITY IN PROGRAM 

     

	RECENT PROFESSIONAL DEVELOPMENT ACTIVITIES (i.e., continuing education, publications, research, etc.)

     


Evidence 2.2.2.B Describe the qualifications for appointment to the program’s faculty (didactic and clinical).

     
Evidence 2.2.3
Provide a summary of professional development opportunities and resources that allow faculty to maintain and improve their effectiveness as clinicians and educators.
      

Services to Program Participants
Evidence 2.3.1.1.A Utilize the Form below to list all facilities (didactic and clinical) utilized for program participant education.
	NAME OF FACILITY
	        FACILITY ADDRESS
	CLINICAL OR DIDACTIC FACILITY
	OWNED/OPERATED BY SPONSORING ORGANIZATION

(if clinical facility)
	NAME AND CREDENTIALS OF MENTOR(S) AT FACILITY

(if clinical facility)

	     
	     
	 FORMCHECKBOX 
Clinical

 FORMCHECKBOX 
Didactic
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	     

	     
	     
	 FORMCHECKBOX 
Clinical

 FORMCHECKBOX 
Didactic
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	     

	     
	     
	 FORMCHECKBOX 
Clinical

 FORMCHECKBOX 
Didactic
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	     

	     
	     
	 FORMCHECKBOX 
Clinical

 FORMCHECKBOX 
Didactic
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	     

	     
	     
	 FORMCHECKBOX 
Clinical

 FORMCHECKBOX 
Didactic
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	     

	     
	     
	 FORMCHECKBOX 
Clinical

 FORMCHECKBOX 
Didactic
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	     

	     
	     
	 FORMCHECKBOX 
Clinical

 FORMCHECKBOX 
Didactic
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	     

	     
	     
	 FORMCHECKBOX 
Clinical

 FORMCHECKBOX 
Didactic
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	     


Evidence 2.3.1.1.B Provide signed letters of agreement for all clinical facilities not owned/operated by the program’s sponsoring organization that define clearly the relationship, the governance, and the responsibility that will be borne by the organization and the practice site(s) for all aspects of the program.

     
Evidence 2.3.1.1.C Describe how the program will ensure uninterrupted, quality didactic and clinical learning for all program participants should any of the program’s resources be suddenly terminated/annulled.  
     
Financial Resources

Evidence 2.4.1.A Describe the program’s current sources of funding.
     
Evidence 2.4.1.B Describe the program’s plan to ensure funding throughout the period of accreditation. 
     
Educational Resources
Evidence 2.5.1 Describe the educational resources, including methods of access, available to faculty and program participants. 

     
3.0
CURRICULUM

Curriculum Development
Evidence 3.1.1
  Identify the year and version of the DSP/DRP/DASP/DSSP, ABPTRFE approved analysis of practice, or comprehensive needs assessment used to develop the curriculum.  

     
Evidence 3.1.2.A Provide the major content areas of the program's curriculum and their relationship to the DSP/DRP/DASP/DSSP/analysis of practice or comprehensive needs assessment using the form template located on the ABPTRFE website under Application Resources.  For those programs in areas without a form template, use the generic form.

Evidence 3.1.2.B Utilize the Form below to provide an example of a typical weekly schedule for the program participant that at a minimum outlines time for didactic, mentoring, clinic, and other learning opportunities provide by the program.
	
	SUNDAY
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY
	SATURDAY

	7:00 AM
	
	
	
	
	
	
	

	8:00 AM
	
	
	
	
	
	
	

	9:00 AM
	
	
	
	
	
	
	

	10:00 AM
	
	
	
	
	
	
	

	11:00 AM
	
	
	
	
	
	
	

	NOON
	
	
	
	
	
	
	

	1:00 PM
	
	
	
	
	
	
	

	2:00 PM
	
	
	
	
	
	
	

	3:00 PM
	
	
	
	
	
	
	

	4:00 PM
	
	
	
	
	
	
	

	5:00 PM
	
	
	
	
	
	
	

	6:00 PM
	
	
	
	
	
	
	

	7:00 PM
	
	
	
	
	
	
	

	8:00 PM
	
	
	
	
	
	
	

	9:00 PM
	
	
	
	
	
	
	


Evidence 3.1.2.C Provide an outline or flow chart of the overall sequencing of content in the program’s curriculum across the entire time period of the residency or fellowship, including both didactic and clinical experiences.  Briefly explain the rationale behind the organization and sequencing of the curricular content as well as how the program ensures congruency between the didactic and clinical aspects of the curriculum. Describe how the organization, sequencing, and integration of the courses facilitate participant achievement of the expected outcomes.   
     
Evidence 3.1.2.D Provide the course syllabi, including course description, educational objectives, requirements for successful completion, and instructional methods.
     
Implementation
Evidence 3.2.1.A Identify the minimum and maximum amount of time (in months) allowed for the participant to complete the program that is inclusive of remediation and leave of absence periods.  If the program provides more than one model (eg, part-time and full-time) provide the length of the program for each model.  
     
Evidence 3.2.2 Use the Form below to list the number of hours the program plans to dedicate to each instructional method used to achieve the performance outcomes. 
	PROGRAM COMPONENT

	TOTAL HOURS IN PROGRAM

	INSTRUCTIONAL HOURS

	Classroom Instruction (List all courses)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Journal Club
	

	Research Activities
	

	Home or Independent Study Course(s)
	

	Grand Rounds
	

	Other: (Please list)
	

	INSTRUCTIONAL HOURS SUBTOTAL
	

	CLINICAL MENTORING 
(minimum of 150 hours for residency; 100 hours for fellowship; 130 hours for orthopaedic manual physical therapy fellowships). 

	· 1:1 clinical mentoring/instruction from physical therapist clinical faculty while program participant is treating patients (minimum 100 hours for residency; 50 for fellowship; 110 hours for orthopaedic manual physical therapy fellowship)
	

	· 1:1 patient/client related planning/discussion/review of participant’s caseload and/or physical therapist mentor demonstrating treatment techniques on patients
	

	MENTORING HOURS SUBTOTAL
	

	CLINICAL HOURS

	Clinical Practice
	

	Clinical Observation
	

	Mentoring provided by a non-PT mentor
	

	Athletic Venue Coverage (sports residency/fellowship programs only)
	

	CLINICAL HOURS SUBTOTAL
	

	GRAND TOTAL HOURS IN PROGRAM
	


4.0
ONGOING EVALUATION 

Evaluation of the Program
Evidence 4.1.1 Describe the process for regular and ongoing evaluation of the program’s goals as stated in 1.2.1.A. Include how often the goals are reviewed, what would trigger a review, who is responsible for the review, etc. 
     
Evidence 4.1.2.A Describe the process for ongoing faculty evaluation.  Faculty evaluation plan must include an annual observation of a mentoring session by the program director/coordinator for all faculty mentors, observation of the program director in their mentoring role (if applicable) by a member of the faculty or administration, and the program participant evaluation of all faculty (didactic and clinical) members.
     
Evidence 4.1.2.B Provide blank forms utilized in the faculty (clinical and didactic) evaluation process as outlined in Evidence 4.1.2.A. 
     
Evidence 4.1.3 Describe the ongoing process used to evaluate the program's curriculum and to make appropriate revisions. Include a description of the mechanisms used for communication (eg, regular meetings, conference calls), those individuals involved in the evaluation process, and how all persons involved in the program (eg, faculty, program participant) are made aware of any substantive changes that occur.  For multi-site programs, include the processes for ensuring that the curriculum is being applied consistently across the practice settings in the overall assessment plan.  
     
Evaluation of Program Participant from Entry through Graduation
Evidence 4.2.1 Describe the mechanisms for determining the program participant’s initial competence and safety within the clinical setting upon entry into the program. Provide blank copies of any evaluation forms utilized in this process.  
     
Evidence 4.2.2.A Describe the process used to evaluate the program participant’s advancing level of competence and safety within an area of specialized/subspecialized practice, consistent with the practice description.  
     
Evidence 4.2.2.B Provide didactic and clinical performance outcome assessment tools (eg, testing materials, examinations, checklists).  These tools must include the operational definitions for all grading scales utilized including pass/fail criteria.  
     
Evidence 4.2.2.C Provide a list of patient reported or performance based measures of body structure and function (impairments) and activity and participation (physical, emotional, social, function, quality of life) used in the program as part of the program/participant evaluation process.  
     


Evidence 4.2.2.D Describe how the program participant will utilize these measures to reflect upon their performance with their patients/clients with the intent of future improvement of clinical performance.
      
Evidence 4.3.1.A Provide the survey that is or will be used to determine if the program graduates have met the program and participant goals.  Describe the program’s plan to survey its graduates at least once in the immediate 5 year period following completion of the program.  
     
Evidence 4.3.1.B Describe how the information collected from program graduates will be used to evaluate and modify the program. 
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