Adaptive Equipment Competency
Name: \]\\UK} N wee\ls

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

Work Location: Se$te( Son

HGIasses CJAFO

CContacts OSplints

O Dentures/ Oral Prosthetics [dshower Chair
AWalker ONebulizer*

CCane ZReclining Lift Chair
ﬂf—loyer Lift* [Ostander*

0O c-PAP VNS Device*
DJEpi-Pen* 0 G-Tube*
OGlucometer and Lancets* Olnhaler*

E/Wheeichair

OGait Trainer*

OHearing Aid(s)

lZ’B;'aces (arm, leg, back)

LITED Socks (compression stockings)
OContinuous Glucose Monitoring Device*
OProsthetics

OOxygen Tank

OlOxygen Concentrator

OHelmet

*indicates must be trained by RN

[AAdaptive Utensils
OOral Braces

[AGait Belt
[dincontinence Products
Oinsulin Pen*

Oinsulin Pump*

OoOther:

OOther:

Oother:

Cother:

Date: 7/6/ Q&

Signature: J‘{,gv j /Wtﬂ-tp 03/ f;{,‘V Y. W

H:homel\Program\Competencies\Adaptive Equipmenf\Adaptive Equipment Competency.docx Updated 12/07/2021



