STAFF FILE REVIEW

401.260

Program ______________________________






Date ________________________

	Staff member name
	Job Title
	Credentials
	Credentials 

are current?
	Current Job 

Description
	Criminal

Background

Check 
	Sex

Offender

Check
	Medical

Exam
	TB

Test


	Hepatitis

B offered

	
	
	
	
	Best to have this signed and in the file
	Fingerprint check directly thru the IL State Police,    includes  FBI check through the Adam Walsh Act
	Check of the Statewide Sex Offender Database at the IL State Police website
	Upon employ-

ment
	Upon employ-ment, negative result.  
	401.10 (a) (5)
Must be offered and paid for by program if staff accept.  

	
	
	
	
	
	IL       FBI
	
	
	
	

	
	
	
	
	
	IL       FBI
	
	
	
	

	
	
	
	
	
	IL       FBI
	
	
	
	

	
	
	
	
	
	IL       FBI
	
	
	
	

	
	
	
	
	
	IL       FBI
	
	
	
	

	
	
	
	
	
	IL       FBI
	
	
	
	

	
	
	
	
	
	IL       FBI
	
	
	
	

	
	
	
	
	
	IL       FBI
	
	
	
	

	
	
	
	
	
	IL       FBI
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	IL       FBI
	
	
	
	


Rev 11/08
TRAININGS
STAFF FILE REVIEW  401.260 (b)

Program ______________________________






Date ________________________

ALL TRAININGS MUST BE DOCUMENTED
	Staff member name and job title
	Initial orientation
	TA specific

or N/A
	Blood borne 

pathogens
	Policies on the 

administration of  medication
	Behavior policies
	Physical restraint


	Privacy/

Dignity

or N/A
	Evidence of trainings toward the outcomes your program has identified

	
	Specific to the position held
	Class-room assts receive training prior to starting  the position
	
	All staff are aware of the policies regarding administration of medication.  If only certain staff administer, they have been thoroughly trained and others know they are not allowed to dispense medication.
	
	All staff are aware of the policies regarding physical. restraint and, if implementing, have been properly trained.
	
	Examples:

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


STUDENT RECORDS

401.270

Program  __________________________________





Date: ____________________________
	Student Name
	School District
	Primary

disability
	Start 

Date
	Contract
	Current

Eligibility

Report
	Evaluation

Reports
	Current

IEP
	Related services required by the current IEP

Indicate group or individual service, if specified

	
	Name and number
	
	Date of student entry into the current program
	Current placement contract signed by the district and program
	The most recent MDC or evidence of domain meeting or other information pertaining to the 3 year re-evaluation.
	Psych or nurse or social work or ed or any other reports that back up the MDC and were used to determine need for services
	Indicate 

date of the most recent IEP.  If over one year old, include date of request to reconvene.
	OT
	PT
	Speech
and 
Lang

	Social

Work
	Counseling
	Nursing
	1:1

Aide
	Other
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