Adaptive Equipment Competency

Name: Fi o BPobw e Work Location: /Ml Ay

I certify that | have read, reviewed, and understand the following adaptive equipment policies and procedures.

\D/Glasses

\D/Contacts

\Z Dentures/ Oral Prosthetics

@/Walker

\W/Cane

\Kl/Hoyer Lift*

m-PAP

{Z(Epi-Pen*

QrGIucometer and Lancets*
~~lZ(Wheeichair

*lﬁGait Trainer*

“IZJ/Hearing Aid(s)

\[ZfBraces (arm, leg, back)

{ATED Socks (compression stockings)
@fiontinuous Glucose Monitoring Device*
Wrosthetics

Oxygen Tank

‘m,Oxygen Concentrator

MHeImet

*indicates must be trained by RN

Signature: Z/11ie (Pookic ko

ZIAFO

\Z]’Splints

VIshower Chair
‘Eﬁ\lebulizer*
meclining Lift Chair
WStander*

ZIVNS Device*
AG-Tube*
mfnhaler*
‘!ZfAdaptive Utensils

\IZIf)raI Braces

ﬂ(Gait Belt

@fncontinence Products

linsulin Pen*
insulin Pump*

OoOther:

Oother:

Cother:

Oother:

Date:_“//[0/22,
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