
Organization Name: 

Training Name: 
 

Date of Training Employee Name Employee Title Employee Email Employee Signature 

     

     

     

     

     

     

     

     

     

     

     

     

     

I,  , of  , attest that the Affected Persons identified 

above have successfully completed the training required for participation in the DSRIP Application and Implementation Plan submitted 

by Better Health for Northeast New York Hospital and Partner Organizations. 
 

Signature Date Title 

BHNNY PPS   


