COURSE COMPLETION REPORT

DELAWARE HEALTH AND SOCIAL SERVICES

Division of Public Health
Healthy Homes and Lead Poisoning Prevention

YOU MUST SUBMIT A SEPARATE FORM FOR EACH COURSE COMPLETION REPORT DATE OF NOTIFICATION:

(MM/DD/YY) |

CERTIFIED TRAINING PROVIDER

NAME: I

ADDRESS:

TELEPHONE NUMBER:

CERTIFICATION NUMBER:

TRAINING MANAGER'S NAME:

TRAINING MANAGER'S SIGNATURE:

PRINCIPAL INSTRUCTOR'S NAME:

COURSE NAME/DISCIPLINE:

COURSE TYPE (INITIAL/REFRESHER):

COURSE LANGUAGE:

COURSE DATES:

COURSE TIMES:

TRAINING LOCATION

ADDRESS:

TELEPHONE NUMBER: I
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STUDENT NAME

STUDENT ADDRESS

DATE OF BIRTH

CERTIFICATE NUMBER

TEST SCORE
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