

Member Specific Training Form

Member: ___________________________________           Provider: _______________________________________

Home Address: ___________________________________________________________________________________
 
	Initials:
	
	
	 
	Supervision Needs:

	 
	CMA Case Manager 
	
	 
	1. Home 
2. Community
3. Overnight 

	
	Support Plan Year: 
	
	
	

	 
	Psychiatric Medication:
	
	
	

	 
	Allergies:
	
	
	

	 
	Medical Providers 
1. PCP 
2. Dental 
3. Vision 
4. Psych 
5. Specialist 
	
	
	

	
	
	
	
	Day Program

	
	
	
	
	Transportation

	
	
	
	 
	ISPs 

	
	
	
	 
	1. Psych Med – 

	
	
	
	 
	2. Psych Med Side Effect – 

	
	
	
	 
	3. Sleep Tracking -

	
	
	
	 
	4. Services and supports 

	 
	DNR Orders:
	
	 
	5. Residential Goal – 

	 
	Emergency Contacts:
	
	
	Therap Training:

	 
	Auth. Rep: 
	
	
	1. Attendance

	
	Rep Payee: 
	
	
	2. EMAR

	 
	Rights Modifications
	
	
	3. Individual Care Plans

	 
	1.
	
	
	4. Individual Support Plan

	 
	2.
	
	
	5. GER/Tlogs

	 
	3.
	
	
	6. ISPs 


Additional Notes and Comments: 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
	Trainer Name: ________________________________________________  
	Date: ___________________ 

	Trainee Name: ________________________________________________ 
	Date: ___________________ 
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