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SELF-DECLARATION OF COMPLETION OF 
CASE MANAGEMENT TRAINING

DATE:_____________________________________________________________

FULL NAME:_________________________________________________________

I declare I have read and understand all case management training information provided on the Department of Health and Welfare Substance Use Disorder Program website.  I understand that in signing this document, it becomes proof of the training that is required within 6 months of hire and must be available for review for auditing purposes.  I also understand that I must adhere to all IDAPA requirements, as outlined in the training, when providing these services.
SIGNATURE:______________________________________________________

CLINICAL SUPERVISOR SIGNATURE:___________________________________

Print this completed form for your personnel file.
