Office of Health Care Quality
Developmental Disabilities Unit

Spring Grove Center  -  Bland Bryant Building

55  Wade  Avenue  *  Catonsville, Maryland 21228

Licensee Certification – Staff / Care provider Training
Licensee:  __________________________________________Executive Director:  _______________________________________
Address:  __________________________________________City/State/Zip Code:_______________________________________
Contact Person:  ____________________________       Telephone #:  _________________  Fax #:  ________________________
Email:  _________________________________________________    
Program Type(s):    Residential ___        Day Habilitation ___  Vocational   ___        FISS ___            IFC ___         CSLA ___ 

Please respond by placing an “X” in the appropriate box(es) of training(s) not successfully completed or in compliance. 

(Attach additional sheets as necessary, or utilize your own spreadsheet format)
	Required Trainings→→→→

Staff Name  ↓ ↓ ↓ ↓
	Initial Blood-Borne Pathogens
	Annual Update Blood Borne Pathogens
	CPR 
	First Aid
	Community Integration
	IDOOPI
	Characteristics
	Fundamental Rights
	Communicable Diseases
	Supporting Ind & Families—Choice Making
	Communication

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


Please explain all checked items above, including the plan for bringing staff into compliance with DDA-mandated training requirements: 
	


I hereby certify that the above information is true and correct as of _______________________________:












Date
Signature of person completing the form:   _____________________________    Date:  _______________
Executive Director Signature: ________________________________________    Date: _______________
OHCQ use only

Date Due:  __________________________________
Date Received by OHCQ:  _____________________

Date Approved:  _____________________________ 
Dev.   2/22/2008  Revised 4/14/08
