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State Of Connecticut

Department Of Mental Retardation

IFS MANAUAL – APPENDIX M



PROVIDER QUALIFICATIONS AND TRAINING VERIFICATION RECORD

For Employees Hired Directly by Individuals and Families

	Name of Employee:     
	Name of Individual Receiving Services:      


	Case Manager:     



IFS Waiver Services To Be Provided (please check all that apply:)

	 FORMCHECKBOX 
  Personal Support

 FORMCHECKBOX 
  Respite

 FORMCHECKBOX 
  Supported Employment

 FORMCHECKBOX 
  IS Habilitation 

 FORMCHECKBOX 
  Individualized Day Support
	 FORMCHECKBOX 
  Adult Companion Services

 FORMCHECKBOX 
  Consultative Services

 FORMCHECKBOX 
  Interpreter Services

 FORMCHECKBOX 
  Transportation

 FORMCHECKBOX 
  Family and Individual Consultation Support (FICS)




PART 1: STANDARD REQUIREMENTS
	Requirement Timeframe
	Standard Qualifications, Competence or Training Required 
	Date Met
	Employer Initials
	Employee Initials

	PRIOR TO EMPLOYMENT

* Verified by the Fiscal Intermediary

** Verified by Employer


	18 Years of Age *
	
	
	

	
	16 Years of Age (Respite only)*
	
	
	

	
	21 Years of Age (Supported Employment Only)*
	
	
	

	
	Criminal Background Check *
	
	
	

	
	DMR Abuse and Neglect Registry Check * 
	
	
	

	
	Driver’s License Check*
	
	
	

	
	Proficient in English and other languages as required, understands cultural nuances and emblems, understands interpreter role (Interpreter Services Only)*
	
	
	

	
	Professional Licensure/Certification or Appropriate Training as Required (Consultative Services Only)*
	
	
	

	
	Family and Individual Consultation Support (FICS) Requirements as Applicable* 
	
	
	

	
	Ability to Complete Record Keeping**
	
	
	

	
	Ability to Communicate Effectively with the Individual and Family **
	
	
	


	PRIOR TO BEING  ALONE WITH THE INDIVIDUAL

OR WITHIN 

30 DAYS OF EMPLOYMENT


	Abuse/Sexual Abuse and Neglect Prevention and Reporting 
	
	
	

	
	Human Rights
	
	
	

	
	Confidentiality
	
	
	

	
	Handling Fire and Other Emergencies
	
	
	

	
	Incident Reporting
	
	
	

	
	Medication Administration (if required in the Individual Plan)
	
	
	

	
	Approved and Prohibited Physical Management Techniques
	
	
	

	
	Person-centered Planning/Circle Participation

(IS Habilitation, Supported Employment, Individualized Day Support Services Only)
	
	
	


PART 2: ADDITIONAL AND SPECIFIC REQUIREMENTS (As Identified In The Individual Plan)

	Additional and Specific Competence or Training Required


	Requirement Timeframe (()
	Date Met
	Employer Initials
	Employee Initials

	
	Prior

To/

Alone
	Within15 days
	Within

30

days
	Other:

Specify
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	
	


The signatures below verify that required qualifications and training for the elements indicated above 

are met and the employee understands his/her responsibilities relating to the elements.


        Signature of the Employer




Date




        Signature of the Employee




Date

Please Attach this Form to the Individual/Family Agreement with Employee

Provider Qualifications and Training Verification Record

For Employees Hired Directly By Individuals and Families

Revised June 2005
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