CEID EMPLOYMENT VERIFICATION & AGENCY ATTESTATION

	CEID CANDIDATE’S NAME:

	

	SUPERVISOR/AGENCY CONTACT NAME:

	

	SUPERVISOR/AGENCY CONTACT 
PHONE NUMBER:

	

	SUPERVISOR/AGENCY CONTACT 
E-MAIL:

	

	AGENCY/PROGRAM:

	

	START DATE AS PROGRAM DIRECTOR:

	


I, _______________________________, attest by my signature below that the above information is accurate, that the CEID candidate has the capacity to successfully fulfill the duties of a program director for a MA DPH Early Intervention program as outlined in the MA DPH Early Intervention Standards (EIOS) and MA CEID 2017 manual and has maintained a continuous fulltime position as a program director from the above start date to the present date.

Supervisor/Agency Contact Signature:

Date:

