[bookmark: _GoBack]PARTICIPANT SPECIFIC TRAINING FORM


Name of Participant:  	 IPC Start Date: 	
(check the specific training received)

____ A. General Overview of IPC (Individualized Plan of Care)

____ B. Mealtime plan or guidelines

____ C. Positioning needs/skin integrity needs

____ D. Use and maintenance of adaptive equipment

____ E. Behavioral needs, training of behavior support plan if applicable

____ F. Rights and rights restrictions specific to participant

____ G. Medications and side effects

____ H. Seizures

____ I. Habilitation training (specific training objectives)

____ J. Supervision levels

____ K. Changes to IPC during plan year 

Date of training ______________________________

Trainer’s Printed Name and Title 	 

Trainer’s Signature  	 

Your Printed Name and Title 	 

Your Signature  	 

Agenda of training topic /type of training (hands on, review of IPC, shadowing, etc.)




Provider shall maintain training records and make available to DD or other monitoring agencies upon request. Rev. 09/2007
Chris Newman, M.H.A., Senior Administrator
Alice Russler, Ed.D., Mental Health and Substance Abuse Services Administrator
Joe Simpson, M.S., Ed.S., Developmental Disabilities Administrator
Wyoming Department of Health, Behavioral Health Division
6101 Yellowstone Road – Suite 220   ▪   Cheyenne WY  82002
FAX (307) 777-5849  ▪   800-535-4006   ▪   (307) 777-6494  

