Medicaid Training Request Form

[bookmark: _GoBack]LEA Requesting Training:	___________________________________
Contact Person:			___________________________________
Phone number:			___________________________________
Email Address:			___________________________________

Type of Training Requested:	_____	Refresher Training for paper billing
					_____	Training for new employee
					_____	Training for online billing
					_____	Training for billing online - WVEIS WOW
					_____	Other 

Date(s) requested:				_______________________________
Approximate number of attendees:	_______________________________
Location of training:			_______________________________Other requests:


_______________________________		______________
LEA Signature						Date
	
________________________________		_______________
	RESA 7 Signature						Date
