
Phase I Training Registration

CONTACT INFORMATION 

Provider Name: _______________________________________________________________ 

Business Address: ____________________________________________________________ 

City, State, Zip Code:  __________________________________________________________ 

Phone: ______________________________________________________________________ 

Fax: ________________________________________________________________________ 

Email: _______________________________________________________________________ 

Languages Spoken: ____________________________________________________________ 

Will you need a disability-related reasonable accommodation/alternative format for this training? 
Please describe ___________________________________________________________________________ 

 
 

(UGSP) 

http://problemgambling.ca.gov/ccpgwebsite/pdf/CalGETS-Provider-Supervisor-Enrollment.pdf

T  event one of the following  in 
.  please go to the 

following website  http://problemgambling.ca.gov/ccpgwebsite/announcements.aspx

 INFORMATION

Training region preference:    Los Angeles      Central/Southern (Fresno)    Bay Area    

 Central Valley (Sacramento)     North Mountain (Redding)     Southern CA (San Diego) 

Provider application should be completed and sent to UGSP once applicant has selected a 
Phase I training date and UGSP has confirmed enrollment into training. 

State of California – Health and Human Services Agency California Department of Public Health (CDPH) 
Office of Problem Gambling 

CDPH 8752 (4/16) 
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