
Home and Community Based Service Training 

*Please complete all sections of this form and email it to SWMBH at traininginfo@swmbh.org or fax it to (269) 488-8270 to express 

interest for the identified training. You will receive a confirmation of your registration after this form has been received and approved by

SWMBH. Your registration form is required. Please notify us if your registration status should change for any reason. See training/event

flyer for more information. Please direct any further questions to the email identified above. Training is provided for SWMBH providers 

and CMHSP’s at no cost. Providers and clinicians outside the region may inquire as to availability and cost at traininginfo@swmbh.org.

Sign up for our free webinar today! 

Name: _______________________________________________________ 

Email: ________________________________________________________ 

Provider/Agency Name: ___________________________________________ 

City: _________________________________________________________  

Choose Webinar Time: 

Tuesday, November 27th 10:00 a.m. – 11:30 a.m. 

Thursday, November 29th 1:00 p.m. – 2:30 p.m.  

YES  NO Certificate of Attendance Requested 

Presented by: 

Rhea Freitag 
MA, LPC 

Rhea is HCBS Regional Lead at Southwest Michigan Behavioral Health. Her current work focuses on 

managing waiver benefits and clinical quality for the 8-county southwest Michigan region.  Additionally she 

oversees the Supports Intensity Scale (SIS) assessment implementation. 

Class Cancellations   SWMBH reserve the right to cancel or reschedule any class (for example, due to low attendance or instructor illness)    

and is not responsible for any expenses you might incur due to the cancellation. If a class is canceled or rescheduled, SWMBH will contact 

registrants as soon as possible once a cancellation is determined. It is important that you provide SWMBH with up-to-date contact 

information. 

Check Smiley Face to complete registration by email:

mailto:traininginfo@swmbh.org
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