
SPECIAL HEALTH CARE NEEDS PARAPROFESSIONAL TRAINING REGISTRATION 

LOCATION:  FACILITATOR:  DATE: 

Please, and PRINT any necessary information. Please, Initial in the space provided after session is completed.  

Name School District/ 
Cooperative/Agency 

Mailing Address, 
City, State, Zip 

Grade 
Level 

Session 1 
Date: 

Pre-Test Post-Test 

Example: 
Joe Smith Smithville 55 Smith Drive 

Smithville, AR  55555 
K-3 JS 80% 96% 

Special Health Care Needs Paraprofessional Training is a 6 HOUR class. Start: ____________ End:_____________


