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Community Health Connections Health Home

Training Attestation Form

	
Staff Member Name:
	
______________________________________________

	
Care Management Agency:
	
______________________________________________

	
Date of Training:
	
______________________________________________



I, _______________________________________, or a designee from the Care Management Agency, attest that staff have been trained on the CHC policies listed below and understand how the policies translate to practice when providing Care Coordination Services. 
_________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________

☐	Staff were provided an opportunity to review the above named policies.
☐	Staff were provided an opportunity to have questions on the above named policies answered.
☐	Staff have access to the above named policies to reference as needed.

	_____________________________________________
Staff Signature
	___________________
Date



Please submit this signed form along with a copy of the staff sign-in sheet from the training to Lindsay.Homenick@sphp.com
image1.jpg
QySTJOSEPH’S
HEALTH

A Member of Trinity Health




image2.jpg
ST PETER’S HEALTH
PARTNERS

A Member of Trinity Health




