MAT Certification
Approved Entity Application Form

Thank you your interest in becoming an “approvettiof Maricopa” as part of the MAT
Educational Advancement policy. Please note thajuastions within the application must be
completed before consideration of the Provider ballgiven. Thank You.

Name of Provider: Date Submitted:

Address:

Contact Name:

Contact’s MCCCD Position Title:

Phone Number: Provider Budget Code:

How long has Provider been in existence?

Provider Staffing (please list all permaneuosition titles for Provider staff that suppore tihaining
events/programs on an ongoing basis):

Purpose or mission of the Provider:

1. How does your group/unit ensure learning eventghamos are planned in response to an
identified audience?

2. As a practice, does your group/unit provide clewt eoncise written statements of intended
outcomes for eaclearning event/program (please provide an exardple)

3. Please describe your practice to ensure qualigeggnnel are involved in the planning and/or
facilitation/training of your learning events/pragns?



4. Please describe your system for maintaining leaewards, e.g., record of the each learner’s
attendance, satisfactory completion, and abilitgrimvide verification or a copy of that record
upon request?

5. What process is used to evaluate the major elenoéais event/program at the conclusion of
each learning event and how is that informatiorddeethe purpose of continual improvement
(provide sample form if applicable)?

6. Please have the executive leader of this entitje@e/site president, vice-chancellor, executive
director) write a brief statement of support fastapplication and sign below:

Support Statement:

Executive Leader Sianature/Ti

Office of VC Useonly

Approved Provisional Approval* Request Denied*
VC or Designee Signature Date Approved/Eatpn Date

*Provide requirements to change provisional approval status, or justification for denial here (also
provide in the cover memo to provider).

The provider isrequired to renew their status as an approved entity of Maricopa every three years of
initial approval date, and/ or upon major changesto any of the criteria listed above.
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