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include measurable learning objectives,
measurable testing (written and by observation of
behavior) on those objectives and measurable
methods to determine passing or failing the
course.

(e} Formal refresher training must be completed
by each service provider periodically (minimum
annually).

(f) Content of the training that the service
provider plans to employ must be approved by
the Division of MH/DD/SAS pursuant to
Paragraph (g) of this Rule.

(9) Acceptable training programs shall include, |
but are not limited to, presentation of:

) refresher information on alternatives to
the use of restrictive interventions;

2 guidelines on when to intervene
(understanding imminent danger to self and
others);

(3) emphasis on safety and respect for the |
rights and dignity of all persons involved (using
concepts of least restrictive interventions and
incremental steps in an intervention);

4) strategies for the safe implementation
of restrictive interventions;

(5) the use of emergency safety
interventions which include continuous
assessment and monitoring of the physical and
psychological well-being of the client and the safe
use of restraint throughout the duration of the
restrictive intervention;

(6) prohibited procedures;

(7) debriefing strategies, including their
importance and purpose; and

(8) documentation methods/procedures.
{(h) Service providers shall maintain
documentation of initial and refresher training for
at least three years.

{1 Documentation shall include:
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of seclusion, physical restraint and isolation
time-out, as specified in Paragraph (a) of this
Rule.

(8) Trainers shall be currently trained in
CPR.

(9) Trainers shall have coached experience
in teaching the use of restrictive interventions at
least two times with a positive review by the
coach.

(10) Trainers shall teach a program on the
use of restrictive interventions at least once
annually.

(1) Trainers shall complete a refresher
instructor training at least every two years.

(k) Service providers shall maintain
documentation of initial and refresher instructor
training for at least three years.

(1) Documentation shall include:

(A) who participated in the training and the
outcome {pass/fail);

(B) when and where they attended; and
(C) instructor's name.

2 The Division of MH/DD/SAS may
review/request this documentation at any time.
(1) Qualifications of Coaches:

(1) Coaches shall meet all preparation
requirements as a trainer.

(2) Coaches shall teach at least three
times, the course which is being coached.

(3) Coaches shall demonstrate
competence by completion of coaching or
train-the-trainer instruction.

(m) Documentation shall be the same
preparation as for trainers.
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-Report dated 7/15/25-"...Upon reviewing the
footage from 7/14/25 around 7:30 am prior to
attending the Day Program [client #1] is seen
having a small behavior/outburst which involved
yelling, cursing, etc. which seemed to be directed
at [FS #9], however, [client #1] did not become
physically aggressive at that time. [Client #1]
continued with he behavior in which [FS #9] is
seen approaching [client #1] and as [client #1]
walked away from [FS #9]. [FS #9] is then seen
antagonizing/intimidating [client #1] by following
her around in the living room as [client #1] was
trying to keep space between herself and [FS #9],
however every way [client #1] went [FS #9]
followed her. [Client #1] is seen telling [FS #9] to
back up however [FS #9]
inappropriate/untherapeutic approach continued
to escalate [client #1's] behavior. [FS #9] and
[client #1] her are seen chest to chest and close
to one another’s faces as [client #1] was trying to
push [FS #8] away out of her face when [client
#1] is seen with her fingers/hand in [FS #9's]
face. It looked as if [client #1] shoved/pushed [FS
#9] in her face when [FS #9] aggressively
charged/rushed [client #1] and is seen grabbing
[client #1] by her shoulders/neck area and
aggressively pushing [client #1] to her bedroom.
While in the bedroom [FS #9] is seen on top of
[client #1] while she is on her bed, basically
pinned down ...[Client #1] is seen struggling and
attempting to push/kick [FS #9] off of her ..."

Interview on 10/1/25 with client #1 revealed:
-She had an incident "a couple of months ago"
with FS #9.

="[FS #9] kept getting on me and agitating me
about doing my chores."

-"[FS #9] was picking on me, she pissed me off."
-"[FS #9] got upset and grabbed my shirt."

-"[FS #9] pushed me into my bedroom."
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trying to keep them separated."
-"[FS #9] then grabbed [client #1] by her shirt
collar and pushed her int the bedroom."
-"[FS #9] pushed [client #1] onto the bed and [FS
#9] got on top of client #1."
-"[Client #1 tried to get up and [FS #8] held her
down on the bed."
-'[FS #9] straddled [client #1] on the bed."
-"[FS #9's] knees were on the bed."
-She talked with the other staff who were involved
in that incident.
-"[Staff #1] was newer and felt the other staff was
handling that situation.”
-"[FS #10] said she was afraid during that
incident."
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EBPI TRAINING REPORT

Certified as: (&m €4 (Pl AN (Prevent Only, Base, Base Plus) Check One: 3 Initial Certification
O Re-Certification

Date Certified: __ 10 1 2035

Name of Trainer or Coach

The following were certified as indicated above:

Name Agency Address City Zip County Work Fax # Email
Phone #

EBPI Training Report Form Page 1 of 1

10/16/25






