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NEW MEDICATION ASSISTANT INSTRUCTOR NOTIFICATION 

GENERAL INFORMATION 
Title 17. Chapter XXII. Part 127. Certified Medication Assistant or Medication Assistant-Certified. 17 CAR 
§127-113. Standards for Training Programs. (4) Personnel.

Instructor Requirements: 
• Current unencumbered Arkansas registered nurse (RN) license
• Two years nursing clinical experience/education experience in a designated facility
• Have previous experience in clinical nursing practice and/or education

DIRECTIONS: This form is used to notify the ASBN of appointments of new instructors in the Medication 
Assistant training program.  Complete all sections below and submit to Dr. Brandy Haley at 
brandy.haley@arkansas.gov for processing. Include a resume for the new instructor.  

Program Name  

Program Address 

Your Name 

Name of New Instructor  

Date of hiring of the new Instructor 

Arkansas RN License Number                                                    Expiration 

When will the individual assume instructing responsibilities?  

How many years of nursing clinical experience does the new instructor have?  

How many years of nursing education experience does the new instructor have? 

Name of the designated facility of experience 

New Instructor Contact:        Phone                                                Email 

Will the new Instructor be responsible for updating the Headmaster/TMU website with the program 

graduate’s information?                Yes              No      If no, who is responsible?  

Include a resume when emailing this form to Dr. Haley at the email noted above. 
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