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NC Medicaid Clinical Coverage Policy 12B requires HIV Case Management Supervisors and Case 
Managers billing Medicaid for their services complete 12 hours of continuing education annually. Reference 
“Annual Training” in Section 6.1.7.2 of Clinical Coverage Policy 12B for details. 

Training must be in relevant areas such as confidentiality, cultural competency, HIV disease 
management, ethics, the core components of HIV Case Management and care of individuals who are HIV 
positive. Clinically oriented training should account for 6 of the 12 required hours. 

The Training Approval Request Form, found below, should be submitted for NC Medicaid approval at 
least 2 weeks prior to training. The following information should be included on the form: attendee name, date, 
and length of training, sponsoring organization and website, target audience, and topics to be covered. A copy 
of the training announcement, including presenter(s), agenda and objectives should be included with this form. 
It is the provider agency’s responsibility to document and retain training records and certificates of completion. 

To request training approval, please complete and submit this form to NC Medicaid via mail, email, or fax. 
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mailto:HIV_CASEMGT@DHHS.NC.GOV


NC Medicaid-3156 Revised Date 8/1/2018 

HHIIVV  CCMM  CCOONNTTIINNUUIINNGG EEDDUUCCAATTIIOONN TTRRAAIINNIINNGG AAPPPPRROOVVAALL RREEQQUUEESSTT FFOORRMM

PROVIDER AND ATTENDEE INFORMATION 

PROVIDER’S AGENCY NAME: TODAY’S DATE: 

ATTENDEE NAME: ATTENDEE TITLE: 

AGENCY PHONE: CONTACT NUMBER: OTHER: 

EMAIL ADDRESS: 

EVENT/TRAINING INFORMATION 

NAME OF EVENT: DATE(S) OF EVENT: 

SPONSORING ORGANIZATION AND WEBSITE: LENGTH OF TRAINING: 

LOCATION / ADDRESS (IF APPLICABLE): 
EVENT FORMAT: 
IN-PERSON: TELECONFERENCE: 
WEBINAR: WEBCAST: 

TARGET AUDIENCE: 

TOPICS TO BE COVERED: 

PLEASE CONFIRM DOCUMENTS SUBMITTED WITH THIS FORM: 

TRAINING / EVENT ANNOUNCEMENT: YES NO 

TRAINING / EVENT AGENDA OR OBJECTIVES: YES NO 

OTHER: YES NO IF YES, PLEASE LIST BELOW: 

DETERMINATION 
*TO BE COMPLETED BY NC Medicaid STAFF*

TRAINING REQUEST: APPROVED DENIED 

NUMBER OF HOURS APPROVED: 

REASON FOR DENIAL (IF APPLICABLE): 

NC MEDICAID HIV CASE MANAGEMENT SIGNATURE: DATE: 

DETERMINATION SENT 
DATE:  METHOD: 

Email completed form and documentation to HIV_CaseMgt@dhhs.nc.gov 
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