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                                                                       Summary of Personnel Information - Child Care                                                                 

* Must have documentation of                    
education and experience on site.

Program license number __________________________Date ________________

Month, day and year training completed
Staff In-Service Training 

Requirements
Current 
working 
position 

*

Month, day 
& year 

employed

1st date of 
direct 

contact w/ 
children

Program name __________________________________

Divided boxes should contain training                                               
dates from the previous two years.                      11/1/2015

DHS use


	Sheet1

