Assistance with Medication Training for DDA/ResHab Providers
Request for Idaho Department of Health and Welfare Approval
	
	PLEASE TYPE OR PRINT
	Form Completed By:      
                                                                
Name of Requesting Provider:                    
                 
Date:

**Submit this completed form with requested documents to:  ddarh@dhw.idaho.gov  


	GENERAL INFORMATION FOR INDIVIDUALS PROVIDING THE TRAINING

	a. Training/Trainer Name:


	b. Physical Street Address:

	c. City:

	d. Zip Code:


	e. Phone Number (include area code):


	f. Email Address:



	g. Training/Trainer Website, if applicable:  



	h.  Qualifications of the trainer:



	i.  Does this training include a skill and competency evaluation?    ☐ Yes     ☐ No

If no, describe how the trainer will determine competency?


	j.  Is this training available for other providers to utilize?      ☐ Yes     ☐ No

If no, provide the reason:


	k.  Training syllabus/curriculum is submitted with this application   ☐ Yes     ☐ No

If no, provide the reason:








	GENERAL INFORMATION FOR ONLINE TRAINING

	a. Training Name:


	b. Training Website:  



	c.  Is this training accredited?    ☐ Yes     ☐ No

If Yes, what is the name of the accreditation body?



	d.  Training overview:




	e.  Training syllabus/curriculum is submitted with this application   ☐ Yes     ☐ No

If no, provide the reason:


	f.  Does this training include a skill and competency evaluation?    ☐ Yes     ☐ No

If no, describe how the trainer will determine competency?




	This request has been:

☐    Approved

☐    Denied

Reason for denial:



Signature:  ____________________________________________



08/2025:  FT/LI

