DA, Service Training Log - Linden

NOTE: INFORMATION IN GRAY SHADED AREAS MUST BE TYPED IN

Date: 7/’)/;14
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Training
Training Trainer Name ID Area Content/Description
Time
Prima Review the following documents
, Morgan Bradshaw, ry IAPP. SMA. CSSPA: 9
OS Direct Service ! ! ' ‘ (/
Professional
M;ke UYP | Initial | EEID - Last Name Make up Initial | EE ID Last Name
ate : Date
8 Bradshaw, Morgan
Make Up | Initial . Make up .
Date EEID | Managers /Admin Date Initial | EEID Other Attendees

C:\Users\bblackorbay\Desktop\MISC\In-Service Log- Linden MB.docog Linden




Mo ‘”":W\

‘ "Staﬁ-

B

Verr L

Service Recipient:

Date: 7' 7 o 7
' ' 'Where People with DISEbllltleS Connect wnth the Commumty and the World
: lndlwdual Abuse Preventxon Plan (IAPP)
Is the person susceptible to abuse in this area? .
Sexual Abuse Physical Abuse . Self-Abuse Financial Exploitation
Hves [JNo [B Yes [ JNo AJves [INo Yes [JNo
A Lack of understanding of 28 Inability to identify dangerous situations | 4@ Dresses Inappropriately . {_MInability to handle
sexuality bz Lack of community orientation skills O Refuses to eat financial matters

B Likely to seek/cooperate
. in an abuslve situation

4 lﬁability to be assertive
O Other:

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

O “Victim” history exists

0O Other:

s Inability to care for self-help needs

DOther:
4 Lack of self-preservation/ safety skills ‘
[0 Engages in self-injurious behaviors
_X[ Neglects/refuses to take medications
O Other:

Outcome #1 P\G’LQY \N"\“ \‘L el

Outcome #2

Un®dse ‘S.ﬁlﬁgom C{(:’n\rﬁ\g C\CMM

| Technology Use: \PC&Q}\ TV, CQW\MA\Q)C

Self -Management Assessment (SMA) & Intensive CSSP Addendum {CSSPA)

Does the person require support in this area?

Allergies [:] No DYes—Llst C\% p.n\q ‘b U PFO{ N ‘Jm‘ds A.\.,D . /,ermy fpi Sen/Treatment D No [] Yes
iy ) ocation:
Seizures [ ] No @ Yes— Describe : . Seizure PRN D No Kj Yes
Location:

Chokmg/Spec;ahzed Dietary Needs [] NoKJ Yes - Describe Equipment/Supports :

Chronic Medical Conditions [ No [ Yes - List: 'Y ¥V 2 | CP SeoliodiS, horrrbgion od, spinal Fuson
t\r\'b‘a@f\ GERD, senere 66T©°Pa°f05\$ DosA m;)m FQMU«" r\e,pc,\_,r\\f\\\PQ\’OP‘Q\

20X \n'('t(;honSJ TRTRT "

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

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

NP0

avrGton me\

Mobility Supports Fall Risk [ ] No [X] Yes - Describe primary mobility & supports
Cevebod palsy, sepliosis, spinal fusian

0O 2 Person Hoyer
# staff in cares room:
O 1 Person Hoyer / Track

0 Verbal Cues
1 Physical Assistance
0 Posey / Gait Belt

Sensory Disabilities [] No ] Yes - Listt LanCNG€ oy Cotms o (Jb%%uv?

{J Support straps/belts needed O Walker O Arjo
Community & Water Safety Skills [{] No [] Yes
objcds

Self-Management of Behaviors Q No [] Yes - Describe supports:

Important To: { o | HiMe  Gidaeks Important For: . Mipe
cu.-\-ma \ RQ\(\%gvo\ %dl\Q,Q(’\ “CJD\(\*\LS
Forally MUSBIC Prerepy  Pling wyiy - '
Likes: \i jﬂ,jm e ' Dislikes:
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Goaets  Qlulkd anids

Describe Communication Style:




