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TRAC ASSOCIATES



Health Careers For All

Career Plan

Name:  _________________________________     Date:  __________________________        

Career Goals:  Short Term:  ____________________  Long Term:  __________________________

Foundational Training: 
Course Name:      _______________________________________________________________

Orientation Date(s):    ___________________________________________________________

Location:     ____________________________________________________________________


Proposed Start/End Dates:    ______________________________________________________


Actual Start/End Dates:       ______________________________________________________

Entry Level Skill Training: 
Program:    ___________________________________________________________________







Program


Credential


Proposed Start/End Dates:   _____________________________________________________


Actual Start/End Dates:        _____________________________________________________


Location:         ________________________________________________________________


School Contact:       ____________________________________________________________






Name



Phone #


Case Manager:      _____________________________________________________________






Name



Phone #


Program Requirements:       _____________________________________________________






(e.g., immunizations, first aid/CPR, physical exam, etc.) 

Employment:


Preferred Hours Per Week:     ________________    Preferred Shift:    __________________


Anticipated Wages:    ___________________________________________________________


Case Manager:    ______________________________________________________________






Name



Phone #

Job Search Assistance Provider: __________________________________________________






           Name
 

Phone
Long Term Training Programs Considered:


1. Program: _______________________________ Preferred School:  ____________________

2. Program: _______________________________ Preferred School:  ____________________

Prerequisites: 


1.  _______________________ 2. ______________________  3. _______________________

4.  _______________________ 5. ______________________  6. _______________________
Anticipated Cost:   ________________
Anticipated Total Training Time:  _____________________

Plan for Funding Program:  ________________________________________________________________

Long Term Career Training Plan: 


Program:             ___________________________________________________________________ 






Program



Credential


Proposed Start/End Dates:   _________________________________________________________

Actual Start/End Dates:        _________________________________________________________


Location:         ____________________________________________________________________


School Contact:       ________________________________________________________________






Name



Phone #


Case Manager:      _________________________________________________________________






Name



Phone #


Program Requirements:       _________________________________________________________






(e.g., immunizations, first aid/CPR, physical exam, etc.) 

Plan for Balancing Work/School/Family: 


_____     Maximum work hours per week  

_____     Maximum school hours per week


Attend School:   Eves   _____
Days  _____
      Weekends  _____


Other Changes Needed:   _________________________________________________________


Childcare Arrangements:  ________________________________________________________


Transportation:   _______________________________________________________________
 


Budget Considerations:   _________________________________________________________
Employment:


Preferred Hours Per Week:     _____________       Preferred Shift:    _______________________


Anticipated Wages:    ____________________________________________________________


Case Manager:    _______________________________________________________________






Name



Phone #


Job Search Assistance provider: ___________________________________________________






Name


 
Phone #
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