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Missouri State Foster Care & Adoption Advisory Board
Request for Statewide In-Service Training Approval 
Training Title: ____________________________________________
Minimal Qualifications of Trainer: ____________________________

Amount of In-Class Time: __________________________________________
Outline of Content Covered by Training (attach additional sheet if needed):
________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What foster parent competency does this training address?

Protecting and Nurturing

Meeting developmental needs and addressing developmental delays

Supporting relationships between children and their birth families

Connecting children to safe, nurturing relationships intended to last a lifetime

Working as a member of a professional team

Other Professional Parenting Skills (specify): _________________________________	
_____________________________________________________________________












Rational for Request
Please be specific, including: 
· What population has requested this training (ie. foster/adopt parent, case manager)
· Has this training be offered previously for foster/adopt parents? If yes, list location and any evaluation results from parents and/or professionals. 
· What will this provide that other CD module training does not?
· Any additional information that will demonstrate why this training is important for all Missouri foster and/or adoptive parents to receive. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
For more information on this specific request, please contact:

Name: __________________________________________________________

Contact Information: ______________________________________________

Role/Involvement with Advisory Board: ______________________________


Signatures:


___________________________		__________________________
Chair							Co-Chair 


Respectfully submitted on this date: ________________________________


Regional Director Approval:________________________________________
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