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7 Services Record of Completion for General Orientation Training

Name of Service Provider:

Name of Trainer: Date Training Completed:

KEHINDE ALLI

Service Provider Type (check all that apply):

[] Case Manager [] CFC PASIHab [ ] Day Habiiitation

[T Employment Assistance 1 Intervener, 1, 11, il [] Licensed Assisted Living (18/24 Hour)
[] Licensed Home Health Assisted Living [ ] Program Director [ Respite (In-Home and Out-of-Home)
[] Supported Employment [[] Transportation — Residential Habilitation

Reason for Training:

QO initial Training (O Annual Renewal

CPR/First Aid/Choking Prevention Certification Date: CPR/First Aid/Choking Prevention Certification Expiration Date:

A program provider that develops and conducts its own trainings must ensure that the staff person who develops and conducts the training has successfully
completed HHSC training on the specified topic. Documentation of the completion must be maintained in the personnel file of the staff person developing and
conducting the specified training.
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B Section | — General Orientation Training -

General orientation training was provided to the above-named service provider. The general orientation curriculum included training on:

Rights of an Individual Confidentiality Program Providers Complaint Process DBMD Program and CFC Requirements

¥ Section ll—Abusg,—Neglect and Ex’plgitaﬁéh o

Abuse, Neglect and Exploitation training, including:

- acts that constitute abuse, neglect and exploitation;

« signs and symptoms of abuse, neglect and exploitation;

« methods to prevent abuse, neglect and exploitation; and

« instruction on reporting an allegation of abuse, neglect, or exploitation of an individual

In accordance with Appendix X1 of the DBMD Program Manual, the above-named service provider completed the HHSC ANE Competency Test and received
a score of at least 80 percent. The HHSC issued training certificate is maintained in the employee’s personnel record and is available for review upon

request.

Instructions for reporting an allegation of abuse, neglect, or expioitation' of an individual was provided to the above-named service provider in writing.

Section lll — Cardiopulmonary Resuscitation, First Aid, and Choking Prevention Training

CPR/First Aid/Choking Prevention certification dates have been reviewed to ensure that the above-named service provider maintains current certification.

My signature confirms that | have received general orientation training.

Signature of Service Provider Date

My signature confirms that | have received general orientation training.

Signature of Trainer Date

If CPR, First Aid, Choking Prevention certification and computer based training requirements were verified by someone other than the person providing general
orientation, sign and date below: .

Signature of Person Providing Verification Date




FT BEND HOME HEALTH CARE, INC

Intervener’s Acknowledgement of Responsibilities

L, hereby acknowledge that the list below is my responsibility as

an Intervener for

RESPONSIBILITIES:

(1) works with no more than one individual at a time;

(2) makes sights, sounds, and activities accessible to the individual by learning the specific
communication system of the individual;

(3) provides communication and information to an individual concerning the individual's environment
that otherwise would be available through vision and hearing;

(4) develops and prepares activities for the individual with the help of FT BEND HOME HEALTHCARE
Agency staff where needed;

(5) forms a working alliance with the individual's family members, neighbors, employers, and
professionals with whom the individual has contact;

(6) participates on the individual's service planning team;
(7) transports the individual to gain access to community services and resources required by the IPP;
(8) instructs and supports the individual in skills related to community involvement; and

(9) uses interpersonal communication, including sign language, speech, tangible communication
symbols, gestures, calendars, and augmentative communication devices.

Intervener Sighature Date:

Supervisor, Date:

INTERVENER SCHEDULE (for use by provider agency)

SUNDAY MONDAY TUESDAY WEDNESDAY | THURSDAY |  FRIDAY SATURDAY

TOTAL
HOURS

TOTAL
HRS.

Comment:




