7%% Service Training Log - Linden

Date:

NOTE: INFORMATION IN GRAY SHADED AREAS MUST BE TYPED IN

Training
Training Trainer Name ID Area Content/Description
Time
Primary Review the following documents
Morgan Bradshaw, IAPP, SMA, CSSPA: SV
.5 Direct Service
Professional
Make up L - Make up i ,
" Date Initial ;EE/ ID Last Name Date: Initial | EEID Last Name
ATES Bradshaw, Morgan
Make Up | Initial | g 1p | Managers /Admin Makeup | mitial | EEID | Other Attendees
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“Staff: \\J\cs vuem 8

Service Recipient: %C/U(Tk \/i

bat-e CO 3 O

Where People with Disabilities Connect with the Community and the World

Individual Abuse Prevention Plan (IAPP) |
Is the person susceptlble to abuse In this area?

_Sexual Abuse

Physical Abuse Self-Abuse Financial Exploitation

JrLikely to seek/cc;éperate
in an abusive situation

I% Inability to be assertive
O Other:

Xf‘Yes D No IE Yes D No IX Yes D No [X] Yes D No
] Lack of understanding of X Inability to identify dangerous situations | [¥Dresses inappropriately }Xnability to handle
sexuality X Lack of community orientation skills ) Refuses to eat financial matters

A Inability to care for self-help needs OOther:

Q/Lack of self-preservation/ safety skills
O Engages in self-injurious behaviors
® Neglects/refuses to take medications

0 Other:

0 Inappropriate interactions with others
& Inability to deal with aggressive persons
O Verbally/physically abusive to others

0 “Victim” history exists

O Other:

Outcome #1

d\f/u \|

TN news word| phvoss

Qutcome #2

aNSuer \eslno questions

Technology Use:

Pod |@monkert T ' ]

Self-Management Assessment (SMA) & Intensive CSSP Addendum (CSSPA)
Does the person require support in this area?

Epi Pen/Treatment []No[]ves

Allergies T No [] Yes - List:
N\ Location:
Seizures [E No [[] Yes ~ Describe : Seizure PRNJX] No [] Yes
. Location: '

1 Choking/Specialized Dietary Needs [] No [ Yes - Describe Eqmpment/Supports

bite, Si& preces

‘eeNevy

Chronic Medlcal Conditions ] No , . o
QR»(Q/ e OB vl MiYed fone QUL@Y\\Q egin :
LS PRSI L (Bli0st S | (GE R | NEUORNIC ‘Ol(,\Q&dQ)J\ R

Yes - List:

Medication Administration/Treatment Orders [ No [X] Yes — Describe Equipment/Supports :

Specific Health & Medical Needs [X No [] Yes - List:

Mobility Supports Fall Risk [J No [\ Yes - Describe primary ' mobility & supports
Qe to ‘Swproof‘\“ frune

O Support straps/belts needed

1 2 Person Hoyer '
# staff in cares room: __

"0 1 Person Hoyer / Track
0O Arjo ’

(1 Verbal Cues

O Physical ;f\sgistance
0 Posey / Gait Belt
0 Walker

Community&Water Safety Skills [ No [] Yes — , e

Sensory Disabilities [X] No [] Yes - List: : —

Self—Management of BehavnorsJX] No[] Yes—Descnbe supports:

AoThing fice aed

Ms ' o

Important To: @umf\‘( friends Certoin Staff.
VARG JIWiNG  cround

Important For:

Nonct under hond _
NO U\ww»pukcd Noises

Likes: ool STQEE
L SUANR

Dislikes:
Umm(peded notses .
Uus@ex(inA ehest strowe

iadicke ottodk

Describe Communication Style: .
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