Guidelines for Completing the Proof of Training Form

Proof of Training for IPOS for Program/Home Staff

CLIENT NAME DOB GENDER
PROVIDER NAME O IPOS DATE OF
[l ADDENDU M/Review (where changes DOCUMENT
were made that impact the role of the provider)
[] Other

Trainee Acknowledgement: | acknowledge that | have been trained on the individual listed above on the implementation
of their Individual Plan of Service and associated care plans.

Print Staff Name Signature Trainer/Supervisor Date
Trained
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