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LISTING OF TRAININGS COMPLETED BY FACILITY AND FAMILY/GROUP CARE STAFF, RESIDENTS, EMPLOYEES, 
 SUBSTITUTES, ALTERNATES, AND VOLUNTEERS 

 
FACILITY:_____________________________________                                                                DATE:__________________________ 
FACILITY ADDRESS: ____________________________       
                                                                                                                                                    INITIAL TRAINING COURSES DUE WITHIN 120 DAYS                                 CONTINUING TRAINING 
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PLEASE USE MONTH/DATE/YEAR IN EACH OF THE ABOVE COLUMNS; A CHECKMARK IS NOT SUFFICIENT 
 

 * Consent and Release Form          ** Clearance Letter from Child Care Licensing                    *** Child Wellness-Healthy Nutrition/Obesity Prevention/Physical Activity 
REMINDER: 12 hours of annual training must be specific to the age group the facility is licensed for; Symptoms of Illness may be counted toward the annual training once every 36 months. 


