
 

FY26 ANNUAL PROVIDER TRAINING  

ATTESTATION OF COMPLETION 

 

 

Please consult FY26 Training Grid for the trainings you are required to 
complete annually.  Or consult the Provider Network team if you have 
questions. 

 

 Training Name: Date Completed 
 Compliance / HIPAA  
 Person Centered Planning/ HCBS/ Self Direction  
 Customer Service / Grievance & Appeals / LEP  
 Advance Directives Training  

 

I affirm by signing below that I have fully reviewed the Riverwood Center 
Annual Provider training(s) listed and dated above for this fiscal year. 

 

_______________________   _______________ 
Signature      Date 
 
_______________________ 
Printed Name 
 


