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Group Town Location: ______________________

Group Leader(s):____________________________

Group Start & End Dates: _____________________

	REQUIREMENT
	YES
	NO
	COMMENTS

	Substance Use Facilitator


	
	
	Name:

Address:

Phone:

E-Mail:



	Maternal and Child Health Facilitator


	
	
	Name:

Address:

Phone:

E-Mail:



	RH Curriculum Utilized


	
	
	

	Ten (10) Sessions

	
	
	

	Group Duration 2 Hours

	
	
	

	Childcare Provided

	
	
	Name:

	Transportation Provided

	
	
	

	Incentives Provided

	
	
	

	Fee for Group

	
	
	

	Reporting Forms:

· Participant Pre-Post Survey completed 
· Statistics Form Completed
· Implementation Checklist completed

- All forms submitted to ADAP
	
	
	


