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ADOV STAFF MONTHLY TRAINING REPORT 

NAME: DATE: 

TRAINING ATTENDED:  (Title/Who Provided Training/Length of Training-hrs.) 

TRAINING PROVIDED: (Title/ToWhom Provided/Training Time/#Particpants/ 
Location of Training) 

1. 

(Please complete and submit to the Training  Coordinator no later than the third 
working day. Post monthly.) 


