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Request for ONLINE/CORRESPONDENCE COURSEWORK Credit for
DSS Annual Training Requirements
Name:        
Social Security No.:      

Address:      
               

                               City, Zip

Email address:        
County: 
Phone Numbers:  hm. (   )                    wk. (     

     
              Job Title:  FORMTEXT 

   
)
         

Place of Employment:       

Type of Child Care:
 FORMCHECKBOX 

Family                      FORMCHECKBOX 
Group
               FORMCHECKBOX 
Center

Correspondence Course Company:       

1. Course Title:   

      Date Completed Course:         
     
2. Course Title:        
      Date Completed Course:      

3. Course Title:        
Date Completed Course:         


Center for Child Care Career Development ● PO Box 5616 ● Greenville, SC  29606
Toll free 1-866-845-1555

Fax number 864-250-8690
� EMBED MSPhotoEd.3  ���





(Course numbers – internal use only) 


_________________________     _________________________


_________________________     _________________________





(Course numbers – internal use only


_________________________     _________________________


_________________________     _________________________





(Course numbers – internal use only)


 _________________________    _________________________


 _________________________    _________________________





______________________________





Please attach a copy of your certificate of completion and mail to CCCCD. The certificate must contain your name printed by the company and the date of course completion.





Please use an additional form for each calendar year. 











_1094635968.bin

