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Status Review: Family Training
	Six-month  FORMCHECKBOX 

	Annual  FORMCHECKBOX 

	Date Completed:
	     
	MID:
	     

	Child’s Name: ​​​​​​
	     
	Date of birth:
	     
	Age:
	     

	Training provided by:
	     

	DDA:
	     


 Child receives services under:                   FORMCHECKBOX 
 Act Early                        FORMCHECKBOX 
 Children’s DD Waiver
	Training Summary

	Goal(s) listed on Plan of Service:
     


	Implementation Plan objective(s):

     


	

	Training Component(s) used:
 FORMCHECKBOX 
 feedback and coaching      FORMCHECKBOX 
 modeling       FORMCHECKBOX 
  role playing and behavioral rehearsal



	List training given on each strategy trained: (Include evidence based practice implemented):

     

	What type of environment(s) was training provided in (specific locations):

     


	Who was training provided to (name and relation to child)?

     


	 Total hours of training provided during this review period:
     

	For the Act Early Waiver, how many total hours of intervention did the child receive during this review period?
     

	Response to training
· How did the training impact the child’s progress
· Did the family learn the techniques

	     


	Barriers encountered:

	     

	Clinical Supervisor’s Recommendations
Based on the family’s response to the training, it is recommended by the clinical supervisor that this support goal should be: (Check one)

	 FORMCHECKBOX 
  Ended, the goal has been met       FORMCHECKBOX 
 Continued as written     



	List recommendations:       
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