MICHIGAN DEPARTMENT OF HEALTH and HUMAN SERVICES
VISION TRAINING REQUEST FORM   

TRAINEE SECTION
NAME: ________________________________________________________________
ADDRESS: _____________________________________________________________
CITY: _______________________________________ ZIP: ______________________
PHONE: (home) _________________________ (cell) ___________________________
EMAIL: ________________________________________________________________
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HEALTH DEPARTMENT:
NAME: ________________________________________________________________

VISION COORDINATOR: ________________________________________________

OFFICE PHONE: ________________________________ EXT. __________________

EMAIL: ________________________________________________________________

DATES: TBA
ANTICIPATED SCREENING STATUS: 

______ Fulltime 
______Part-time
______ Backup (min. 1 day/month each service)
I understand that I must attend all didactic and on-site training and must successfully complete the clinical and written sections in order to complete the training.

______________________________________________       
__________________________

Signature of Trainee




       Date

Applicant recommended for Vision Training by:
______________________________________________
__________________________

Authorized Health Department Representative/Title


         Date
Return to: Rachel A. Schumann, Ph.D., RN, Vision Consultant


     Email: schumannr@michigan.gov
DCH-1351 
     

(5/2015)
