
Example #1 
  Presented to 

FirstName LastName 
By ____________________________________ 

         Name of Agency 

Medicaid Provider Number:________________ 
 

For completing CD training related to  
 

Health and Safety 
 
 

   _______________     _____   _______ 
   Trainer’s Typed name (Signature online)       Area Office     Date 
 
 
 
 
 

 
 
 

Approved Certificate if trained using a New Curriculum CD 
Effective 11/5/09 


	By ____________________________________

