INDIANA COALITION AGAINST DOMESTIC VIOLENCE, INC.

FACILITATOR APPLICATION Form B

DATE SUBMITTED
NAME OF AGENCY:
FACILITATOR NAME:
Applying for: (select one)
Trainer Supervisor Facilitator Co-Facilitator

*Area of Training hours should be classified as (1) domestic violence, (2) group facilitation skills, (3)
cultural diversity issues, (4) substance abuse and (5) mental health

DATE NAME NUMBER *AREA
of of of of
TRAINING TRAINING/SPONSOR HOURS TRAINING




TOTAL NUMBER OF TRAINING HOURS

Domestic Group Cultural Substance Mental TOTAL
Violence Facilitation Diversity Abuse Health HOURS

NUMBER OF BIP SESSIONS:

Observed Co-Facilitated

Facilitated

| CERTIFY THAT THE FOLLOWING INFORMATION IS TRUE AND
ACCURATE TO THE BEST OF MY KNOWLEDGE.

Program Director Facilitator
(Print name) (Print name)
Date

Copy: Yellow paper
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