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Create REqUESt IP Training & Credential Correction Request ¢!

Use this form to notify CDWA of corrections that need to be made to:

Request Type * | 3 IP Training & Gredential
Correction Request

+ Your Training Category/Provider Type
or

+ Your Home Care Aide (HCA or equivalent) credential, as shown in your profile in the DirectMyCare portal (requires your credential number)
or

- Training you completed outside of SEIU Benefits Group (requires a Certificate of Completion)

6 G G 0 K (w n'jLn H) If you have more than one type of correction, open a request for each one.
T Click Submit for each correction request.
7 fj MMGIS gfj Myl m‘{u’ 2] G]O o G Sﬁ 0y ﬁ'j 9 If you believe your training completion records are incorrect, please contact the Benefits Group to have them updated. Email: MRC@myseiubenefits.org or Phone: 866-371-3200.
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Enter your 9-digit ProviderOne ID or 7-digit CDWA Person ID
(Required)
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Correction Reguest
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Supporting Information - Tell us more about the correction you are requesting

Comtinuing dstion Completon (Atachment optons) I you selected more than one Training Category/Provider Type, list each of your Clients’ names and their ProviderOne ID numbers
¢ here
(Required)
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. [] Aduit Child Provider
Supporting Information - Tell us more about the correction you are requesting
D Limited Service Provider
If you selected more than one Training Category/Provider Type, list each of your Clients’ names and their ProviderOne 1D numbers )
I':;r:éu i D DDA Parent Provider (’!U 02}
D Respite Provider
D Spouse/Registered Domestic Partner
2
I:‘ Family Provider
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HCA or Other Qualifying Credential | NWU L"D CUNNAANSISIS AUTRNIURHNA
[
Erttes your Credermiol TYEE aid NUMEIER. Supporting Information - Tell us more about the correction you are requesting
:e);g:selected OSPi (Office of Superintendent of Public Instruction), you must attach a copy of your certificay If you selected more than one Training Category/Provider Type, list each of your Clients' names and their ProviderOne ID numbers
B here.
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Upload your Certificate of Completion ﬂ WUMmunNANS1IIS U NIUIHNA
(Required) g v =
Supporting Information - Tell us more about the correction you are requesting
If you selected more than one Training Category/Provider Type, list each of your Cliems’ names and their ProviderOne ID numbers
Drop files here here.

(Required)

o
Select files ‘ £
; |

1. SinmmiumAIWGG Submit (MAUMS)

| certify the above information is true and accurate to the best of my knowledge. Additionally, | attest that the document attached supports my request for correction.

CDWA will respond within 7 business days with an approval, denial, or additional questions.
(Required) ~

() Yes

No (Click Cancel to exit this request without submitting) |
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