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NNOORRTTHH  CCAARROOLLIINNAA    
DDIIVVIISSIIOONN  OOFF  MMEEDDIICCAALL  AASSSSIISSTTAANNCCEE  

  HHIIVV  CCAASSEE  MMAANNAAGGEEMMEENNTT  
  

CCOONNTTAACCTT  HHOOUURRSS  AAPPPPRROOVVAALL  RREEQQUUEESSTT  FFOORRMM  
  

  
The Division of Medical Assistance’s Clinical Coverage Policy 12B requires completion of 20 
hours of contact hours/continuing education annually by HIV Case Management 
Supervisors and Case Managers for recertification of HIV Case Management provider 
agencies.  Reference “Annual Training” in Section 6.4.2 of Clinical Coverage Policy 12B.  
 
Training must be in relevant areas such as the nature and course of HIV disease, 
confidentiality, ethics, case management, community resource development, substance 
abuse issues as they relate to HIV disease, and issues of death and dying.   
 
A provider should submit a request for approval of training at least 3 weeks prior to the 
training.  The request should include the following information/documentation: name, date, 
and length of training, sponsoring organization, target audience, and topics to be covered all 
of which can be included on this form.  A copy of the training announcement should be 
attached.  Participation in training should be documented and kept on file. 
 
*Approval is not needed for trainings sponsored by the Division of Medical Assistance and 
the Carolinas Center for Medical Excellence (CCME).   
 
The Division of Medical Assistance requires that a CV or resume of the presenters also be 
included when requesting approval of training(s).  In addition a copy of the training 
agenda/objectives should be included with this form.   
 
To request approval of training, please complete this form or provide this information via 
another format and submit to Victoria Landes, HIV Program Consultant.  Requests may be 
submitted via mail, email or fax. 

  
  
  

VVIICCTTOORRIIAA  LLAANNDDEESS  
HHIIVV  PPRROOGGRRAAMM  CCOONNSSUULLTTAANNTT  

DDIIVVIISSIIOONN  OOFF  MMEEDDIICCAALL  AASSSSIISSTTAANNCCEE  
22550011  MMAAIILL  SSEERRVVIICCEE  CCEENNTTEERR  

RRAALLEEIIGGHH,,  NNCC  2277669999--22550011  
PPHHOONNEE::  ((991199))  885555--44338899  

FFAAXX::  ((991199))  771155--22337722  
EE--MMAAIILL::  VVIICCTTOORRIIAA..LLAANNDDEESS@@DDHHHHSS..NNCC..GGOOVV  
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PROVIDER/REQUESTER INFORMATION 

AGENCY NAME:       

REQUESTER’S NAME:       REQUESTER’S POSITION:       

ADDRESS:       
 
CITY:       COUNTY:       ZIP:       

AGENCY PHONE:       REQUESTER’S PHONE/EXT:       OTHER:       

EMAIL ADDRESS:       

 
EVENT/TRAINING INFORMATION 

NAME OF EVENT:       DATE(S) OF EVENT:       

SPONSORING ORGANIZATION:       LENGTH OF TRAINING:       

LOCATION /ADDRESS(IF APPLICABLE):       
 

EVENT FORMAT :       
IN-PERSON :   TELECONFERENCE:  
WEBINAR:        WEBCAST:       
TARGET AUDIENCE:       

TOPICS TO BE COVERED:       

PLEASE CONFIRM DOCUMENTS ATTACHED TO THIS FORM FOR APPROVAL: 
 
PRESENTER(S) RESUME/CURRICULUM VITAE: YES    NO  
TRAINING/EVENT AGENDA:                                        YES    NO  
TRAINING/EVENT ANNOUNCEMENT:                       YES    NO  
OTHER: YES    NO   IF YES, PLEASE LIST BELOW:  
 
 
 
 
 
 
 

APPROVAL DECISION 
*TO BE COMPLETED BY DMA STAFF* 

CONTACT HOURS APPROVED: YES   NO  

HOURS APPROVED:        

REASON FOR DENIAL (IF APPLICABLE):       

      

 
REQUESTER SIGNATURE:                     DATE:            


