
 

 
DDA Quarterly Provider Training Attestation 

 
DDA certified/licensed providers are required to ensure that they are delivering services that 
meet the training requirements outlined in the DDA-operated Medicaid waiver at the time of 
service.  

 
To meet waiver requirements, proof of training is required at initial certification/licensure and 
every fiscal quarter for all staff who provide waiver services. 

●​ Initial application 
●​ 1st Quarter Report Due October 5th (includes trainings completed in July, August and 

September) 
●​ 2nd Quarter Report Due January 5th (includes training completed in October, 

November, and December 
●​ 3rd Quarter Report Due April 5th (includes training completed in January, February 

and March) 
●​ 4th Quarter Report Due July 5th (includes training completed in April, May and June) 

 
Providers must complete and sign this attestation for each quarter and upload it within 5 
calendar days for each Quarter Period to this google form. 
 
Note: The approved DDA waiver application and training matrix list all training requirements.  
 

Attestation Statement (please initial the statements below) 

_______ I understand that as a DDA certified and/or licensed provider providing waiver 
services, I am required to be fully trained and ensure all staff to be fully trained in accordance 
with the DDA-operated Medicaid waiver requirements, Code of Maryland Regulations 
(COMAR), and DDA policy at the time of service delivery. 

_______ I attest that all staff have completed all required training. 

_______ I attest that all staff providing waiver services are fully trained at the time of service 
delivery. 

_______ I understand that at any time the DDA or its designee may request a training roster or 
other proof of training. 

_______ I will submit this form every quarter (quarterly).  
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https://app.smartsheet.com/b/form/160ce86de2b34cb795f72f52efb137c9
https://health.maryland.gov/dda/Pages/Community_Pathways_Federally_Approved_Application_Amendments.aspx
https://health.maryland.gov/dda/Pages/CCS-Provider-Training.aspx


 

Signatures 

By signing below, I attest that the information provided above is true and correct to the 
best of my knowledge.  

Provider Name: ______________________________________________________________ 

Provider Signature: _____________________________ 

Print Name and title: _____________________________ 

Title: _____________________________ 

 

 

 

References 

Community Pathways Waiver/ Appendix C: Participant Services 

Code of Maryland Regulations (COMAR) 10.22.02 

Code of Maryland Regulations (COMAR) 10.09.26 

Code of Maryland Regulations (COMAR) 10.09.36 

Maryland Department of Health Provider Training Matrix 

Quarterly Provider Services Training Attestation Form 
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https://health.maryland.gov/dda/Pages/Community_Pathways_Federally_Approved_Application_Amendments.aspx
https://dsd.maryland.gov/Pages/COMARSearch.aspx#Default=%7B%22k%22%3A%22%22%2C%22r%22%3A%5B%7B%22n%22%3A%22dsdFullTitleName%22%2C%22t%22%3A%5B%22%5C%22%C7%82%C7%82737472696e673b233130202d204d6172796c616e64204465706172746d656e74206f66204865616c7468%5C%22%22%5D%2C%22o%22%3A%22and%22%2C%22k%22%3Afalse%2C%22m%22%3Anull%7D%2C%7B%22n%22%3A%22dsdFullSubtitleName%22%2C%22t%22%3A%5B%22%5C%22%C7%82%C7%82737472696e673b233232202d20444556454c4f504d454e54414c204449534142494c495449455320%5C%22%22%5D%2C%22o%22%3A%22and%22%2C%22k%22%3Afalse%2C%22m%22%3Anull%7D%2C%7B%22n%22%3A%22dsdFullChapterName%22%2C%22t%22%3A%5B%22%5C%22%C7%82%C7%82737472696e673b233032202d2041646d696e69737472617469766520526571756972656d656e747320666f72204c6963656e73656573%5C%22%22%5D%2C%22o%22%3A%22and%22%2C%22k%22%3Afalse%2C%22m%22%3Anull%7D%5D%2C%22l%22%3A1033%7D
https://dsd.maryland.gov/Pages/COMARSearch.aspx#Default=%7B%22k%22%3A%22%22%2C%22r%22%3A%5B%7B%22n%22%3A%22dsdFullTitleName%22%2C%22t%22%3A%5B%22%5C%22%C7%82%C7%82737472696e673b233130202d204d6172796c616e64204465706172746d656e74206f66204865616c7468%5C%22%22%5D%2C%22o%22%3A%22and%22%2C%22k%22%3Afalse%2C%22m%22%3Anull%7D%2C%7B%22n%22%3A%22dsdFullSubtitleName%22%2C%22t%22%3A%5B%22%5C%22%C7%82%C7%82737472696e673b233039202d204d45444943414c20434152452050524f4752414d53%5C%22%22%5D%2C%22o%22%3A%22and%22%2C%22k%22%3Afalse%2C%22m%22%3Anull%7D%2C%7B%22n%22%3A%22dsdFullChapterName%22%2C%22t%22%3A%5B%22%5C%22%C7%82%C7%82737472696e673b233236202d20436f6d6d756e69747920426173656420536572766963657320666f7220446576656c6f706d656e74616c6c792044697361626c656420496e646976696475616c73205075727375616e7420746f2061203139313528632920576169766572%5C%22%22%5D%2C%22o%22%3A%22and%22%2C%22k%22%3Afalse%2C%22m%22%3Anull%7D%5D%2C%22l%22%3A1033%7D
https://dsd.maryland.gov/Pages/COMARSearch.aspx#Default=%7B%22k%22%3A%22%22%2C%22r%22%3A%5B%7B%22n%22%3A%22dsdFullTitleName%22%2C%22t%22%3A%5B%22%5C%22%C7%82%C7%82737472696e673b233130202d204d6172796c616e64204465706172746d656e74206f66204865616c7468%5C%22%22%5D%2C%22o%22%3A%22and%22%2C%22k%22%3Afalse%2C%22m%22%3Anull%7D%2C%7B%22n%22%3A%22dsdFullSubtitleName%22%2C%22t%22%3A%5B%22%5C%22%C7%82%C7%82737472696e673b233039202d204d45444943414c20434152452050524f4752414d53%5C%22%22%5D%2C%22o%22%3A%22and%22%2C%22k%22%3Afalse%2C%22m%22%3Anull%7D%2C%7B%22n%22%3A%22dsdFullChapterName%22%2C%22t%22%3A%5B%22%5C%22%C7%82%C7%82737472696e673b233336202d2047656e6572616c204d65646963616c20417373697374616e63652050726f76696465722050617274696369706174696f6e204372697465726961%5C%22%22%5D%2C%22o%22%3A%22and%22%2C%22k%22%3Afalse%2C%22m%22%3Anull%7D%5D%2C%22l%22%3A1033%7D
https://health.maryland.gov/dda/Documents/DDA%20Provider%20Training%20Matrix.pdf
https://app.smartsheet.com/b/form/160ce86de2b34cb795f72f52efb137c9

