
[image: image1.jpg]YT

\ ' International Council of Accreditation





ANNUAL REPORT

Due December 1October 31
THE ANNUAL REPORT AND ALL SUPPORTING MATERIALS MUST BE SUBMITTED

	Program Name:
	
	
	
	
	Non-Clinical Asst.
	
	Technician

	Program ID:
	
	
	
	
	Clinical Asst.
	
	Medical Technologist

	Sponsoring Institution:
	
	
	
	            "X" all boxes that apply

	Program Address 1:
	
	
	
	
	
	

	Program Address 2:
	
	
	
	
	
	
	

	City / State / ZIP:
	
	
	Email:
	

	Telephone:
	
	
	Website:
	

	Fax:
	
	
	
	
	
	
	

	

	Date Current CoA-OMP accreditation was granted
	
	

	Next year of CoA-OMP accreditation review
	
	


Has there been any change in your sponsoring institution in the last year? If yes, please explain:
	Title
	Name & Credentials
	Address
	Phone #
	Fax #
	Email

	Program
	
	
	
	
	

	Director
	
	
	
	
	

	Medical
	
	
	
	
	

	Director
	
	
	
	
	

	
	
	
	
	
	

	Dept Chair
	
	
	
	
	

	President
	
	
	
	
	


	
	Non-Clinical Assistant
	Clinical Assistant
	Technician
	Medical Technologist

	Program duration (in months)
	
	
	
	

	Name of certificate/degree awarded to graduates
	
	
	
	

	Maximum number of students per year
	
	
	
	

	Which month(s) students complete program
	
	
	
	

	Total number of students currently enrolled
	
	
	
	

	Date(s) of graduation
	
	
	
	

	Tuition for first year (in USD)
	
	
	
	

	Tuition for second year (in USD) if applicable
	
	
	
	

	Tuition cost per credit hour
	
	
	
	

	Didactic Hours for program completion
	
	
	
	

	Laboratory Hours for program completion
	
	
	
	

	Clinical Hours for program completion (if applicable)
	
	
	
	


Program Information
Program Personnel (Job Responsibilities) Should total 100% across

	
	Academic %
(teaching/course dev.)
	Administration % (program related) 
	Clinical Employment % (non-program related)

	Program Director
	
	
	

	Medical Director
	
	
	


Is there any anticipated personnel changes? If yes, please explain:

Faculty / Instructional Staff

Were any new didactic AOP faculty added that were not identified in the previous Annual Report?

	
	 Yes
	
	 No
	If yes, please complete the attached Curriculum Vitae form


List the names and credentials for each AOP faculty NOT returning.  Use additional space if necessary.

	Name and Credentials
	

	Name and Credentials
	

	Name and Credentials
	

	Name and Credentials
	


Resources (attach the proper documents)
Physical Resources – Facilities, Equipment, and Supplies

Attach any changes in facilities (classroom and clinical space), major equipment, or laboratory space.

	


Curriculum

Attach any changes in Required Course Work in your Program.

	


Program Evaluation (fill in the box)
Describe the strategy for monitoring community needs and program effectiveness.  Provide results of monitoring, a statement of conclusions, and plans to address areas of concern.  Results should include survey responses from students, faculty, graduates, and employers.
Retention (fill in the box)
The program shall demonstrate that student retention is maintained at a level appropriate to the institution and its mission and which meets any other legal or accreditation criteria.  If any information is unavailable, please provide a narrative statement regarding why the information is not included, and an action plan for collecting the information in future years.
Fill in appropriate class years and provide data for last four years.

	Year of Graduation (class year)
	20__
	20__
	20__
	20__

	# Entering Class
	
	
	
	

	# Graduates
	
	
	
	

	Attach explanation of attrition, if any
	
	
	
	

	IJCAHPO Certification Exam Results
	
	
	
	

	# Taking Exam
	
	
	
	

	# Achieving certification at program level
	
	
	
	

	Employment Outcomes
	
	
	
	

	# Employed within 6 months of graduation
	
	
	
	

	# Not employed within 6 months of graduation
	
	
	
	

	# With unknown employment status
	
	
	
	

	Survey Results
	
	
	
	

	# Graduate surveys mailed within 12 months of graduation
	
	
	
	

	# Graduate surveys returned within 12 months of graduation
	
	
	
	

	# Employer surveys mailed within 12 months of graduation
	
	
	
	

	# Employer surveys returned within 12 months of graduation
	
	
	
	

	# Resource surveys distributed to current students
	
	
	
	

	# Resource surveys returned from current students
	
	
	
	

	# Resource surveys distributed to faculty
	
	
	
	

	# Resource surveys returned from faculty
	
	
	
	


Comments

Please use the box above to provide your comments, suggestions, or concerns relating specifically to your program or generally to the education of ophthalmic medical technicians.

	Signature of person completing this report:
	_____________________________
	Date: _______________________


	Clinical Sites and Clinical Instructors Spreadsheet (Clinical Programs ONLY)

	Program Name: _____________________________           Program Number: _________________

	
	Program Level:    __ Clinical Assistant     __ Technician     __ Medical Technologist
	

	 
	Name of Current Clinical Affiliate Site
	Address
	Name of Clinical Instructor
	Credentials for Designated Instructor                           

	1
	 
	 
	
	 

	2
	 
	 
	 
	 

	3
	 
	 
	 
	 

	4
	 
	 
	 
	 

	5
	 
	 
	 
	 

	6
	 
	 
	 
	 

	7
	 
	 
	 
	 

	8
	 
	 
	 
	 

	9
	 
	 
	 
	 

	10
	 
	 
	 
	 

	11
	 
	 
	 
	 

	12
	 
	 
	 
	 

	13
	 
	 
	 
	 

	14
	 
	 
	 
	 

	15
	 
	 
	 
	 

	16
	 
	 
	 
	 

	17
	 
	 
	 
	 

	18
	 
	 
	 
	 

	19
	 
	 
	 
	 

	20
	 
	 
	 
	 

	For Additional Clinical Affiliate Sites add lines as necessary
	
	

	
	_________________________________________________     
	_________________________

	
	Program Director Signature
	
	Date
	

	
	
	
	
	

	
	ICA will not accept the Spreadsheet without the program director's signature.


Curriculum Vitae Form for New Faculty
(Do not exceed this page for any individual)
Name of Institution/Affiliate: ________________________________________        
	PRIVATE 
Name  (last, first, middle initial)


	Title 

	Education
(begin with baccalaureate or other initial professional education and include postdoctoral training. Identify all post-high school education in chronological order)   

	Institution and Location
	Degree
	Year Conferred
	Area of Study

	
	
	
	

	Professional credentials, including specialty designation(s)



	Primary Area(s) of specialization



	Continuing education, last two years



	List in reverse chronological order previous employment experience.  List up to three major publications.




