
  
   MDS-HC/Care Planning  

Training Registration Form 
 

Trainee Name: Trainee Title:

Trainee E-mail: Supervisor Name: 

Agency Name: Supervisor E-mail:

Address: Phone:

Type of training class:

 MDS-HC Assessment Care Planning Recertification

Regional location: 

 Baton Rouge Alexandria

Month you wish to attend: 

Please indicated if you have previously attended any of the following training classes: 

 MDS-HC Care Planning Recertification

If you selected a training class above, provide the date of attendance.

  
  

Please select "submit" at the top of the registration form to submit to  
OAASMDS-HC&CPTRAINING@la.gov or send file as an e-mail attachment . Once we have received your registration form, you 

will receive a confirmation e-mail along with the formal training announcement & calendar. 

In the event you are unable to attend the training class, please e-mail 
OAASMDS-HC&TRAINING@LA.GOV.  

**If any special accommodations are needed, please let us know in advance.

mrichard
Typewritten Text
Reissued October 27, 2016									OAAS-PF-12-004
Replaces December 12, 2013 Issuance									Page 1 of 1		


	fc-int01-generateAppearances: 
	If you selected a training cla_OgEuna-C2612XAEdt5HK3A: 
	_ _2_UG-vtLpDTj8ZtLWcpb6Rfw: Off
	_ _1_UG-vtLpDTj8ZtLWcpb6Rfw: Off
	_ _0_UG-vtLpDTj8ZtLWcpb6Rfw: Off
	Month you wish to attend: _pOSstiktCfmJeCqB-NU98g: []
	Column2_1_jRg9NQrAr*L2lGZBCg0sMw: Off
	Column2_0_jRg9NQrAr*L2lGZBCg0sMw: Off
	multiselectfield_2_JvHbMuoR6EoFvgiU0hY3cA: Off
	multiselectfield_1_JvHbMuoR6EoFvgiU0hY3cA: Off
	multiselectfield_0_JvHbMuoR6EoFvgiU0hY3cA: Off
	Phone:_VMxlvFmhSotJxtc**z8JPA: 
	Address: _Rn9A5V*rg7dTKW*KrKdfqw: 
	Supervisor E-mail:_tU22oTruN3c2WsliOPFpmg: 
	Agency Name:_kAdY9j-tguYybfszBe06wA: 
	Supervisor Name: _JozQ77XLw72qOmD66jM*Bw: 
	Trainee E-mail:_85gSLCN5c0xj7OiKz7zNGA: 
	Trainee Title:_hUZcdqhW66sD5uHCyu1gFQ: 
	Trainee Name: _kwhEstIVwZbwCh1s8sSiYw: 
	Submit: 


