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For Office Use Only

Date Application Received by VAISEF Office: ____________

	Fees Received
	Date Received
	Amount
	Check Number

	   Application Fee
	
	
	

	   Site Visit Fee
	
	
	


Virginia Association of Independent Specialized Education Facilities

ACCREDITATION & MEMBERSHIP APPLICATION

PART A
Section A1:   FACILITY IDENTIFICATION
A.
Full Name of Facility:
     
B.
Physical Address:
Street, Line 1




Street, Line 2




City, State, Zip

Mailing Address:
Street, Line 1

(If different)

Street, Line 2




City, State, Zip
C.
Website:

http:// 
D.
Contact(s):



Site/Party:
     




Phone #:
       



e-mail:

     


Fax: 

     


Site/Party:
     




Phone #:
       



e-mail:

     


Fax: 

     
E.
Chief Administrative Officer: 



Name:
     


Title:
     


Email:
     
F. Street Address of Each Physically Separate Virginia Unit or Separately DOE Licensed Virginia Unit:

1.
Unit Name:
     


Address:
Street, Line 1




Street, Line 2




City, State, Zip

Other Facility Contact Information:




Site/Party:
     





Phone #:
       




e-mail:

     



Fax: 

     



Unit Director:
     





Title:

       

Section A1:   FACILITY IDENTIFICATION
(continued)

2.
Unit Name:
     


Address:
Street, Line 1




Street, Line 2




City, State, Zip

Other Facility Contact Information:




Site/Party:
     





Phone #:
       




e-mail:

     



Fax: 

     



Unit Director:
     




Title:

     
 FORMCHECKBOX 
  
Check here if there are additional units. List the same information for any additional units on a separate piece of paper and attach to application.
Section A2:   ADMINISTRATIVE
A.
Governing Body:

1. Ownership of Facility: (Check One)

 FORMCHECKBOX 

Not-for-profit corporation

 FORMCHECKBOX 

For-profit corporation

 FORMCHECKBOX 

Single proprietorship

 FORMCHECKBOX 

Partnership

 FORMCHECKBOX 

Other:
     



2. Name of owner, partners, or corporation:


Name:

     


Address:
Street, Line 1




Street, Line 2




City, State, Zip

3.
Name of governing body:

     


Frequency of meetings:

     


Terms of membership:


     
Attach a list of the governing body membership. Include the following information on each member:

a. Name

b. Address

c. Board position or responsibility

d. Occupation

e. Year term expires

f. Telephone number

g. Representation (use the code below)

1. Community

5. Facility Staff

2. Parents

6. Relevant professional discipline

3. Public agency
7. Other

4. Facility administration


4.
Year in which facility began operation:

     

5.
Year in which facility was incorporated:
     
Section A2:   ADMINISTRATIVE
   (continued)


6.
Is the facility non-sectarian?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No



If no, what is the religious affiliation?
     
7.
Is the facility financially or legally affiliated with any other organization?








 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No





If yes, name of organization:
     




Organization address:

     




Telephone:


     
Section A3:    AFFILIATION/ LICENSURE
A. Identify current license/approvals held by the facility.

 FORMCHECKBOX 

Certificate to Operate from the Virginia Department of Education



Expiration Date:

     


Program Capacity:

     

 FORMCHECKBOX 

License from the Virginia Department of Behavioral Health and Developmental Services



Expiration Date:

     

 FORMCHECKBOX 

License from the Virginia Department of Social Services



Expiration Date:

     

 FORMCHECKBOX 

Other:



     


Expiration Date:

     
Section A4:   Supporting Documentation
A. The following documentation must accompany this application:

· Charter/By-laws

· Copy of License to operate and/or Certificate of Approval

· Statements of Policy and Procedures:

· Defining mistreatment, neglect, or abuse of youth;

· Defining prevention of neglect or abuse of youth;

· Defining consequences to staff.

· Description of services for students in each program area offered.

· Statement of general philosophy of the facility.

· One letter of recommendation from a VAISEF facility or two letters from professional references not associated with VAISEF (for membership application only).
· Signed VAISEF Code of Ethics statement (available on VAISEF website).
Section A5:    CERTIFICATION OF APPLICATION

The Undersigned hereby: 
A. Grant permission to public licensing agencies, or any other relevant examining or reviewing agency or group, to release official records and information concerning the named facility to VAISEF for its use specifically with regard to consideration of this Application for Membership.

B. Agree to hold the Virginia Association of Independent Specialized Education Facilities and its Accreditation and Membership Committees, their members, officers, agents, and examiners, free from any damage or complaint by reason of any action they or any of them may take in connection with this application, the attendant evaluations and examinations, or the failure of said Committee to issue Certificate.

C. Further agree that they are in compliance with the Civil Rights Act of 1964 and do not discriminate on the basis of sex, race, religion, or national origin in the distribution of educational services to the community or in the hiring and advancement of personnel, except as may be provided by law.

For currently accredited facilities applying for membership under new ownership:

D. Certify that they intend to conduct a self-study of the applicant facility according to the Accreditation Standards of the Virginia Association of Specialized Education Facilities (VAISEF)

E. Apply for VAISEF Accreditation and give assurance that they intend to work to full accreditation within one year.

Signed: 

_______________________________________________







NAME OF CAO TYPED




TITLE OF CAO TYPED
Signed:

_______________________________________________







HEAD OF GOVERNING BODY




TITLE TYPED

of:


NAME OF FACILITY
Sworn to and subscribed before me this ________ day of _____________________  _____,       20________.

Witness my hand and official seal.

_______________________________________________________________, Notary Public
Virginia Association of Independent Specialized Education Facilities

If applying for Membership ONLY
STOP HERE

(see page 30 for VAISEF mailing address)


Continue to Part B if applying for 

Membership and Accreditation or Re-Accreditation

Virginia Association of Independent Specialized Education Facilities

ACCREDITATION & MEMBERSHIP APPLICATION

PART B
Please see note on PART C cover (page 19) regarding Self-Study requirement.

Section B1:   ADMINISTRATIVE

A.
Names of professional advisors / consultants:



1.
Name:  



     



Firm (if applicable):  


     




Specialty:  



     



Number of contacts per year:  
           




Average hours per contact:  

     



Contact is usually:






 FORMCHECKBOX 
 A talk with an administrator on site






 FORMCHECKBOX 
 A talk with staff on site






 FORMCHECKBOX 
 Telephone conversation






 FORMCHECKBOX 
 Written exchange






 FORMCHECKBOX 
 Meeting of advisory group






 FORMCHECKBOX 
 Other:       


2.
Name:  



     



Firm (if applicable):  


     




Specialty:  



     



Number of contacts per year: 

           




Average hours per contact:  

     



Contact is usually:






 FORMCHECKBOX 
 A talk with an administrator on site






 FORMCHECKBOX 
 A talk with staff on site






 FORMCHECKBOX 
 Telephone conversation






 FORMCHECKBOX 
 Written exchange






 FORMCHECKBOX 
 Meeting of advisory group






 FORMCHECKBOX 
 Other:       
Continue the same format for additional advisors or consultants.

Section B1:   ADMINISTRATIVE     (continued)

B.
Financial  Management



1.
Person chiefly responsible for budgetary decision-making:

Name:
Name



Title:
Title
2. Person chiefly responsible for business management:

Name:
Name
Title:
Title


3.
Tax Status of Facility:




 FORMCHECKBOX 

Taxable (Federal and State Income Taxes)




 FORMCHECKBOX 

Tax-exempt 501(c)3






Determination date:
     



 FORMCHECKBOX 

Tax-exempt 501(c)4






Determination date:
     





 FORMCHECKBOX 

Other:
     


4.
Fiscal Year:         to        


5.
Summary of Current Cash Income and Expenditure Budgets:




Budgeted Cash Income for Current Year:

	Source
	Amount
	% of Total

	Fees
	     
	     

	Grants
	     
	     

	Donations
	     
	     

	Loans
	     
	     

	Other
	     
	     

	TOTAL
	     
	     


Section B1:   ADMINISTRATIVE   (continued)


Budgeted Cash Expenditures for Current Year:

	Category
	Amount
	% of Total

	Personnel
	     
	     

	Other Operating Expenses
	     
	     

	Capital Expenditures
	     
	     

	TOTAL
	     
	     




6.
Cost of Care Charges for Current Fiscal Year:




Annual Instructional Cost:




$         (For total number of days      )




Annual Residential Cost:





$       (For total number of days      )




Other:      



$        (For total number of days      )



TOTAL
$      
If your program has different fee schedules for different program components that are not encompassed in the above format, please list your fee schedule on the back of this page.  Be sure to list the number of program days for each fee.

7.
This facility is approved for placement of children and receipt of funds from the following agencies: 




 FORMCHECKBOX 
   CHAMPUS Handicapped
 FORMCHECKBOX 
   CHAMPUS Basic 




 FORMCHECKBOX 
   Department of Education (list states)   




     
     



     
     



 FORMCHECKBOX 
  Department of Social Services (list states)  




     
     



     
     
Section B1:   ADMINISTRATIVE   (continued)




 FORMCHECKBOX 
  Department of Youth and Family Services (list states)    




     
     



     
     





 FORMCHECKBOX 
   Private Insurance Companies




 FORMCHECKBOX 
   Other       


8.
Current Insurance Coverage:




 FORMCHECKBOX 
  Comprehensive General Liability





Limits:






Bodily Injury

$       





Property Damage

$       





Annual Aggregate
$       



 FORMCHECKBOX 
  Vehicles





Number vehicles operated and insured:   
     




Limits:






Bodily Injury

$       





Property Damage

$       





Medical, Comprehensive






and Collision

$       



 FORMCHECKBOX 
   Surety Bond
Amount:
$       




 FORMCHECKBOX 
    Other:      
Section B2:   SUPPORTING DOCUMENTATION

Documents That Need to Accompany this Application
A. In preparing the documents requested below, please keep the following in mind:
· Each document is to be dated to indicate the date of preparation, adoption, or revision.

· When a single document covers several items, indicate in the appropriate column, the single document name, and the section or page number of the document that is pertinent to each item.

· When an item is not enclosed, an explanation should be listed on the bottom of this page

It is understood that the length and elaborateness of documents will vary with the size and complexity of the facility's operation.

	DOCUMENT
	STANDARD
	PERTINENT DOCUMENT,  SECTION/PAGE

	Statement of Philosophy, Objectives, and Strategies
	2.1
	DOCUMENT, SECTION/PAGE

	Rights of Students and Families
	2.2.A
	DOCUMENT, SECTION/PAGE

	Protection of Financial Interests of Students and Families
	2.2.B
	DOCUMENT, SECTION/PAGE

	Behavior Management of Students
	2.2.C
	DOCUMENT, SECTION/PAGE

	Table of Organization
	2.7
	DOCUMENT, SECTION/PAGE

	Annual Budget
	5.1
	DOCUMENT, SECTION/PAGE

	Annual Financial Statement
	5.3
	DOCUMENT, SECTION/PAGE

	Written Description of Services and Admission Criteria
	7.1
	DOCUMENT, SECTION/PAGE


Explanation Of Any Unenclosed Documentation:

TYPE EXPLANATION(S) HERE IF NECESSARY
Section B2:
SUPPORTING DOCUMENTATION
(continued)

B.
Documents to be Available at the Facility for the Site-Visit Team 


Check each of the items listed below to ascertain its current availability. Please keep in mind:

· If a document is not applicable to your program, an explanation should be listed on the bottom of this page.

It is understood that the length and elaborateness of documents will vary with the size and complexity of the facility’s operation.

	DOCUMENTS
	STANDARD

	Copies of current laws and regulations relevant to license
	2.4

	Personnel records (sample)
	3.3

	Job Descriptions
	3.4

	Licenses and certificates as applicable
	3.5

	Staff Evaluation (sample)
	3.8

	Master Filing System (student files)
	4.1

	Budget Performance Reports (sample)
	5.2

	Consumer Documents (applications, contracts)
	5.4

	Occupancy Codes or Regulations (permits, inspection forms)
	6.2.B

	Records of Fire Safety Inspections
	6.2.D

	Fire Safety Precautions (records of fire drills)
	6.2.E.III

	Emergency Procedures
	6.2.G

	Compliance with Sanitation Regulations (inspection certificates)
	6.3.B

	Procedure for Distribution of Medications
	10.2.D

	Records of Menus Served (when meals are provided)
	12.2.B

	Transportation Procedures and Policies
	13.1.A

	Notification of Admission Decision
	14.3.B

	Orientation to Practices and Procedures of the Facility (sample materials)
	14.4

	Policy Statement Regarding Research
	15.1

	Follow-up of Exited Students (written procedure)
	16.2.B

	Listing of Job Description and/or individual responsible for each of the following:

Chief Administrative Director   

Legal Compliance 

Personnel

Staff Development

Community Interaction 

Public Health

Safety

Sanitation

Maintaining Academic Curriculum

Maintaining Social Development Curriculum

Transportation

Research

Program Review

Institutional Growth and Development

Outcome Review                 

                                                 VAISEF Participation
	1.3

2.6

3.1

3.6

14.1

6.1

6.2

6.3

8.4

9.5

13.2

15.2

16.1A

16.1C

16.2

17.1A

	Previous Accreditation Review and Corrective Action (if applicable)
	

	Most Recent Regulatory Review and Corrective Action 
	

	Annual report to DOE:

· Private Day AND/OR Residential Schools for Students with Disabilities
· Personnel Qualifications
	


Explanation Of Any Inapplicable Documentation:

TYPE EXPLANATION(S) HERE IF NECESSARY
Virginia Association of Independent Specialized Education Facilities

ACCREDITATION & MEMBERSHIP APPLICATION

PART C
Please complete a separate Part C and Self-Study for each separate DOE licensed unit. 

Self-Study should include Self-Study Report and Self-Study Report Profile. Self-Study forms and VAISEF Accreditation Standards & Interpretation are available on VAISEF website at http://www.vaisef.org/standardsinterpretation.php 
Unit Name:

     
Address:

Street, Line 1



Street, Line 2



City, State, Zip
Other Facility Contact Information:


Site/Party:
     



Phone #:
       


e-mail:

     

Fax: 

     

Unit Director:
     




Title:

       

Section C1:   ADMINISTRATIVE
A.
Staff Composition, Personnel Policies

1. Name of individual chiefly responsible for implementation and review of personnel work:




Name:
Name
 


Title:
Title
2.
The following student service policies will be reviewed during the re-accreditation site-visit.

· Academic Instruction

· Social Development

· Medical/Nursing/Pharmaceutical/Dental Services

· Recreational Services

· Food/Nutrition Services

· Transportation Services

· Family Services



Student Service Modules (Check those that this unit provides):




 FORMCHECKBOX 

Special Education




 FORMCHECKBOX 

Residential




 FORMCHECKBOX 

Career and Technical Education




 FORMCHECKBOX 

Clinical Counseling




 FORMCHECKBOX 

Speech/Language/Audiology




 FORMCHECKBOX 

Physical Therapy/Occupational Therapy




 FORMCHECKBOX 

Pre-School


3.
Records Management: Individual chiefly responsible for records management:





Name:
Name



Title:
Title
4.
Community - Professional Coordination: Individual chiefly responsible or spending the most time in this area:




Name:
Name



Title:
Title 

5.
Structure, Space and Equipment: Person chiefly responsible for operation and maintenance of physical plant, equipment, and environment:




Name:
Name
Title:
Title
Section C1:   ADMINISTRATIVE   (continued)


6.
Pupil Health, Safety, and Sanitation:



Person chiefly responsible for health of students:




Name:
Name



Title:
Title


Person chiefly responsible for fire control, safety, and disaster 





prevention:




Name:
Name



Title:
Title

7.
Attach a listing of each building and its use.  Identify whether the building is for the sole use of the facility and under the direct control of the facility.

SECTION C2:   PROGRAMS

A.
Management of Pupil Movement

1. Person chiefly responsible for the efficacy of the pupil management system from 

admission through post-exit follow-up:



Name:
     



Title:
     
 2.
Average pupil length of stay:

      

B.
Pupil Services

1.
Person chiefly responsible for the provision, administration, and integrity of pupil services:




Name:
     



Title:
     

2.
Person chiefly responsible for family services:




Name:
     



Title:
     
3.
Person responsible for design, implementation, and review of research projects at the facility:




Name:
     



Title:
     
C.
Quality Control


1.
Person chiefly responsible for program evaluation and quality at the facility:




Name:
     



Title:
     
Section C2:  PROGRAMS   (continued)

D.
Staff Certification, Endorsements and Licensure


1.
Instructional Staff:



a.
The number of staff employed in direct teaching positions:
     


b.
The number of those in teaching positions that are certified:





Provisional


     




Collegiate


     




Collegiate Professional
     




Post-Graduate


     
c.
The number of teaching staff endorsed in their principal teaching         area:       


d.
Other Professional Staff:

List the total number of staff in each category and whether they are licensed or certified.

	Category
	Total
	Licensed
	Certified

	Psychologists/

Counselors
	     
	     
	     

	Social Workers
	     
	     
	     

	Speech Therapists
	     
	     
	     

	Occupational Therapists
	     
	     
	     

	Nurses
	     
	     
	     

	Other:
	     
	     
	     


Section C2:  PROGRAMS   (continued)

E.
List the professional / community associations to which the facility belongs:



Name:


     
Type of Membership:
     


Name:


     
Type of Membership:
     
Name:


     
Type of Membership:
     


Name:


     


Type of Membership:
     


Section C2:    PROGRAMS 
(continued)
F. Client Youth Composition (to be completed on following page)

1.
Profile of exceptionalities (see codes below):

CODES:
Exceptionalities Accepted:

A = Accepted

E = Excluded

Maximum degree of involvement:
Mild = Mild

Mod = Moderate

Sev = Severe

Total:   
In computing the total number in a category, a child may be counted more than once.

	EXAMPLE:
	Exceptionalities Accepted
	Maximum Degree of Involvement
	Age Range at Admission
	Maximum Age of Enrollment
	

	EXCEPTIONALITY/

SERVICE
	DAY
	RES.
	DAY
	RES.
	DAY
	RES.
	DAY
	RES.
	Total

Enrollment

	Autism
	A
	     
	Mild
	     
	12-18
	     
	22
	     
	2

	Deaf-blind
	E
	     
	     
	     
	     
	     
	     
	     
	     

	Developmental Delay
	A
	     
	Mild
	     
	12-18
	     
	22
	     
	0


Section C2:    PROGRAMS
(continued)
Client Youth Composition

	
	Exceptionalities Accepted
	Maximum Degree of Involvement
	Age Range at Admission
	Maximum Age of Enrollment
	

	Exceptionality/

Service
	DAY
	RES.
	DAY
	RES.
	DAY
	RES.
	DAY
	RES.
	Total

Enrollment

	Autism
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Deaf-blindness
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Deafness
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Developmental Delay
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Emotional Disability
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Hearing Impairment
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Intellectually Disabled
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Multiple Disabilities
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Orthopedic Impairment
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Other Health Impairment
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Specific Learning Disability
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Speech or Language Impairment
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Traumatic Brain Injury
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Visual Impairment including blindness
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Other – Occupational Therapy
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Other
	     
	     
	     
	     
	     
	     
	     
	     
	     


Section C2:    PROGRAMS
(continued)

G. 
Professional Personnel: Enter numbers of all salaried / hourly personnel employed by the facility in the matrix below.  If the information requested is already summarized in another format, that form may be substituted for this matrix.




F - Full-time 35 hours or more per week, 




P - Part-time less than 35 hours per week, and 




O - Other work done by personnel not directly employed by the facility.

	Professional Personnel
	B.A.
	B.A. + 30
	M.A.
	M.A. + 30
	Doctoral
	TOTAL

	
	F
	P
	O
	F
	P
	O
	F
	P
	O
	F
	P
	O
	F
	P
	O
	

	Administrator
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Supervisor
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pre-School Teacher
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Academic Teacher
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Practical Life Teacher
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Prevocational Teacher
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Vocational Teacher
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Librarian
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Speech Therapist
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Therapist
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Psychologist
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Psychiatrist
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mental Health Staff
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Residential Staff
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Recreation Staff
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Religious Staff
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Registered Nurse
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Physician
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dentist
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pharmacist
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dietician
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Social Worker
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Researcher
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	TOTALS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Section C2:   PROGRAMS    (continued)

H.
Support Staff: Enter the number of all support salaried or hourly personnel employed by the facility in the matrix below.  If the information requested here is already summarized in another format, that form may be substituted for this matrix.



For the purpose of this matrix:




F - Full-time means 35 hours or more per week;




P - Part-time means less than 35 hours per week; and




O - Other work done by personnel not directly employed by the facility.

	Support Staff
	No Diploma
	High School
	Associates
	B.A.
	B.A. +
	TOTAL

	 
	F
	P
	O
	F
	P
	O
	F
	P
	O
	F
	P
	O
	F
	P
	O
	

	Educational Aides
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Residential Staff
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Licensed Practical
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Medical Aides
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Food Service Staff
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Transportation Staff
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Clerical Staff
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Maintenance Staff
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Other
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	TOTALS
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


Section C2:   PROGRAMS    (continued)

I.
Non-paid Staff: Enter the number of all non-paid staff serving the facility in the matrix below.  If the information requested is already summarized in another format, that form may be substituted for this matrix.



For the purpose of this matrix:




F - Full-time 35 hours or more per week;




P - Part-time less than 35 hours per week; and




O - Other work done by personnel not directly employed by the facility.

	Non-paid Staff
	No Degree
	High School
	B.A. & B.A. +
	M.A. & M.A. +
	TOTAL

	 
	F
	P
	O
	F
	P
	O
	F
	P
	O
	F
	P
	O
	

	Volunteers
	           
	 
	 
	           
	 
	 
	           
	 
	 
	           
	 
	 
	     

	Trainees
	           
	 
	 
	           
	 
	 
	           
	 
	 
	           
	 
	 
	     

	Other
	           
	 
	 
	           
	 
	 
	           
	 
	 
	           
	 
	 
	     

	TOTALS
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


Virginia Association of Independent Specialized Education Facilities

END OF APPLICATION

Upon completion of application, 

please submit three (3) copies to the VAISEF office 

with appropriate application AND site visit fees 

(fee schedule can be found on VAISEF website).

VAISEF

919 East Main Street
Suite 1150
Richmond, Virginia 23218

(804) 643-2776

www.vaisef.org
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