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	County of Los Angeles

DEPARTMENT OF CHILDREN AND FAMILY SERVICES
     

	PHILIP L. BROWNING 
Director


MEDICAL TRAINING CONFIRMATION

	Patient’s Name:
	     
	DOB:
	     


	Caregiver’s Name:
	     
	Telephone:
	     


	Back-up Helper’s Name:
	     
	Telephone:
	     


Please indicate the medical training the above-named persons received such as procedures, medications, technology or other instructions for the care of this patient.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Date trained: ___________________

Medical trainer’s name and title: ________________________________________________

Facility name/address/telephone number:  _________________________________________

___________________________________________________________________________

___________________________



__________________________
Caregiver






Back-up Helper

Date: ____________________





Date: ____________________





_________________________







  Trainer






Date: _________________________
“To Enrich Lives Through Effective and Caring Service”
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