"Employe’e Training for Suprapubic Cathéter Care |

EMPLOYEENAME )G h v\ Gebhard+

paTE_ /— 23-2( LENGTHOFTRAINING__ S hrc.

THE EMPLOYEE HAS RECEIVED THE FOLLOWING INFORMATION: -

Yes No N/A |
)% {:I [] 1. Purpose and effects of procedure
JZ' E] [] 2. -Eqpipmént necessary for procedure
]j , D ,Zr | 3. Si)eciﬁc protocol A
/Z 10 | 4, Conseciuences if pfocedure is not performed correctly
/B/ 1O | 5. Symptoms and signs requiring physician notification
,Zr 1 .6 Infonnétion about contacting nursevo‘r doctor
0O 0O | 7. Procedure for cleahing/replaciﬁg equii)ment
1 E 8. Location of written procedure and protocol
A 00 9. Other m%
Ij HEE THE EMPLOYEE HAS SUCCESSFULLY
DEMONSTRATED THEIR SKILL IN PERFORMING THIS
PROCEDURE. '

1. Ifully understand the above information and am willing to ‘assume the responsibility for performing

the procedure. :
2. I'will perform the procedure according to the written instructions.
3. Iwill notify the nurse or physician of problems or questions.

Employee Signature Nur&e\ssénature

Rev. 10/19 ' CHealth Counseling Services




Employee Trammg for Suprapublc Catheter Care =

| EMPLOYEE NAME LA/ IQW ﬁ%ﬁ |
‘DATE 7 [ a7 /2&2) / LENGTH OF TRAINING_ ’9‘5

THE EMPLOYEE HAS RECEIVED THE FOLLOWING INFORMATION

Yes No N/A : |
' Z/ D D : 1 Porpose and effects of procedure
Z l:l E] o 2. .'Equipment.ﬁeoessary for proceduie
'v D D [Z/ - 3. Sﬁeeiﬂc protocol -
Z [:] | D o 4 Conseciuenees if pfocedure 1s not performed ooﬁectly ,
Z , ]:| I:l "j 5. S.jfmiatonis»aod signs feqﬁiring physician _notiﬁcétion
,Z/ O O o 6. Infonoe.tioo about contacting oursefor doctor
/ZI 1 [ 7. Procedﬁre for cleahing/replaciog equiiamenf
0 O JZ | 8. Location of written procedure and protocol

ﬂ I:] ] 9. Othe;

,Z( O O THE EMPLOYEE HAS SUCCESSFULLY
DEMONSTRATED THEIR SKILL IN PERFORMING THIS -

PROCEDURE.

1. I fully understand the above mformatlon and am willing to assume the respon31b111ty for performing

the procedure.
2. I'will perform the procedure accordmg to the written instructions.
" ] will notify the nurse opphysician of problems or questions.

////W/% e

P ployee 1gnature urse glgnature 7 87 a’

Rev. 10/19 . ©Health Counseling Services




Employee Tr_:ziining for Suprapul'jic. _‘_Cat_h'évt'er Care_ .

| EMPLOYEE NAME TQ&S\CB\ F v\MﬁC\OF'ROh
o 'DATE '7 223Q\ LENGTH OF TRAINING .95 m

THE EMPLOYEE HAS RECEIVED THE FOLLOW]NG INFORMATION

Yes No N/A

| Z/ D D : 1 Pgrpbse and effects of procédure
. ,Zr D [:] o2 ‘Eqpipm.e;nt:Ee'c:e.s-s‘ary for procedﬂie
: D |:] Z/ - 3 SEeciﬁc pLEtoool |
/Er [:| D | 4 Consquenées if pLocedure 1s not performéd cofrecﬂy
Z D D - 5, SSImPtbrEsaEd signé Lequiring physiéién Eotiﬁcaﬁon |
OO o . 6. InforLEEtioE about cor_ltacting Eurse:'oAr doctor
Z/ O O ,’ 7. Procedure for cleaﬁing/replaciﬁg equiﬁmentv
NN ,z/ | 8. Location of written procedure_aEd protocol

Pl OO 9. Other (ka\ﬂ\(p \QG\O\J |

0 O O THE EMPLOYEE HAS SUCCESSFULLY
DEMONSTRATED THEIR SK[LL IN PERFORMING THIS

PROCEDURE.

1. I fully understand the above mformatmn and am willing to assume the respon31b111ty for performing

the procedure.
2. Iwill perform the procedure according to the written instructions.
3. I will notify the nurse or physician of problems or questions.

/M/WMM | M{Qm‘m RO

loyee Slcrnamre W Slgnature

Rev. 10/19 ’ ' ©Health Counseling Services




Employee Trammg for Colostomy Care :

. _EMPLOYEE F?f”f/hﬂé V?)M/b/f
DATE &7 I 7\ * LENGTH OF TRAINING 95 \(\(3
x 'TYPE OF PROCEDURE Q\(\’CY\O\\DO Zr\(\?\jv\w\ti\) %ﬁ(a &

En«@*g\h%

o TI-IE EMPLOYEE HAS RECEIVED THE F OLLOW]NG ]NFORMATION

Yes NoN/A
"‘4.2/[]
pO
B0
jalin
O
BZas
Jalln
7 O
00O

. Purpose ‘an.dv effects of procedure

D

-2 ‘Equipment necessary for p’rocéduré“bbl

3.. Speciﬁc; protoovovl o

4.‘: CoﬁSequéﬁceé if proé‘cduxé 1s n;ot‘ per_forfned correctly -* -
5. Symptoms and signs.réquirin»g physicianinotiﬁcaﬁon '
. Information about contéctiﬁg nursé or déctor o

7. Pfocedure for cleaning/replacing équipment

8. Loéétion of written pro,ce_dure.. and prvoto.coll

9. Other'

O OoOoooddou

A O

THE EMPLOYEE HAS SUCCESSFULLY UQ(\D@ l /
DEMONSTRATED THEIR SK[LL IN PERFORM]N G THIS
PROCEDURE

1. I fully understand the above information and am willing to assume the

responsibility for performing the procedure.
2. I will perform the procedure according to the written mstructlons
3. I w1l notify the nurse or physician of problems or questions.
Vil 2 D Crnin =
Embloyee Signature , ‘ Nurse%%‘n Z 8 z)

Rev 11/19 | ©Health Counseling Services




GENERAL PAI SITE TRAINING (60DAY)

|

EMPLOYEE A&\W\/ S V\\{dﬂf paTE ] — AT -+

\
LENGTH OF TRAINING \v \{\F

THE STAFF MEMBER HAS RECEIVED THE FOLLOWING INFORMATION:

Yes No N/A

A 0O O 1. Epilepsy/Seizures — VNS, protocols, first aid, report forms, rescue meds

A 00 2. Epi-pen — purpose and use
oo 3, DNR/DNI = POLST
/E]/ O O 4. Diabetes — general overview, diet, meds
O O d 5. Other
,Z/ O d The staff member has received information on all topics presented

and has successfully verbalized/demonstrated any skills.

1. 1 fully understand the above information and am willing to assume responsibility for
performing the any of the above training/procedures.

2. 1 will perform any procedure according to the instructions provided.

3. I will notify the nurse or healthcare provider of problems or questions.

Staff Signature U ‘y Nur¥5)gnature 7 ’87 ‘a ‘




Employee Tramlng for Suprapublc Catheter Care ., )

| EMPLOYEENAME Km‘“’)k‘w’\ /DDHM\ Q—e,f\
o .DATE ] / 2_’6/2] LENGTH OF TRA]N]NG | 56\‘(%

THE EMPLOYEE HAS RECEIVED THE FOLLOWING INFORMATION

Yes No N/A '

: Z ', D l:l - 1 Purpose and effects of procedure
o ﬁ " D [:I ' | 2. Eqmpment necessary for procedure ;
: [:] [:] Z/ 3 Spec1ﬁc protocol R
Z l:l ] 4 Conseouenees if pfocedure 1s not peffoﬁned cofrecﬂy |
| E D D : 'T 5. S&mptoms aa:ld signs reqﬁiring physio_ian ‘nvotiﬁcation ,
Z OO o .6 Infornaatioa about contaotiog aurse"-o.r 'dootor
/Zl ] O 7. P:ooedure fof cleahing/replaciog eqoiinme_nf
14 Z | 8. Location of written procedure and protocol

Jadnlin 9. Other_A(EUNNC, DL
| . - ) )

] OO THE EMPLOYEE HAS SUCCESSFULLY
DEMONSTRATED THEIR SKILL IN PERFORMING THIS
PROCEDURE.

1. I fully understand the above mformatlon and am willing to assume the respon31b111ty for performing

the procedure.
2. I'will perform the procedure accordmg to the written instructions.
3. I will notify the nurse or physician of problems or questions.

Employee/gwnamre N&i%jiﬁnature

Rev. 10/19 : 4 » ©Health Counseling Services




EmDIOyee Tralmng for Colostomy Care

- EMPLOYEE 700@- | u('né,f’ ‘
= DATE ‘«7 2% 7\ ' LENGTH OF TRAIN]NG 5@) \*CS
TYPE OF PROCEDURE Q\(\'E(\O\\n(] Z(\(\‘&AW\PN\J\)%?S(A 4

EVT‘D)\'B\\’\Q

THE EMPLOYEE HAS RECEIVED THE FOLLOWING INF ORMATION

Yes - No N/A
- Z [:l | HE 1.. Eﬁrpbse and effects of'prEcEdure o
Z ] 2. Equipment necessary for procédure”.
Z O 3. SpeciﬁE protoc'olb
JZ ] 4. Con'sequenceé if p:oééduré is Eot'pe:forfned correctly -~ ~
_ Z O 5. Symptoms and signs requiring physician notification

. Information about contacting nurse or doctor

jalln
pamm
palim

7. Procedure for cleaning/replacing equipment

8. Location of written procedure and protocol

0O DooooOooao

OO 9. Other
/Z/ O THE EMPLOYEE HAS SUCCESSFULLY UOI \(ﬁ\\ZOd /
DEMONSTRATED THEIR SKILL IN PERFORMIN G THIS
PROCEDURE.
1. I fully understand the above information and am wiﬂing to' assume the
responsibility for performing the procedure.
2. I will perform the procedure according to the written instructions.

I will notify the nurse or physician of problems or questions.

i/ e, vaﬂ WD

Employee S1gnature Nude § Signature ‘q a% 8‘

Rev 11/19 ' ©Hea1th Counseling Services




“E'mploye'e Tréinigig for Suprépul')'i“c: :Cat'h.évt_'er Care |

EMPLOYEENAME & ”\C’\’\ WQ‘“"““"‘“’
'DATE ’SU\\\; 13 202\ LENGTHOFTRAINING | QQQYB

THE EMPLOYEE HAS RECEIVED THE FOLLOW]NG INFORMATION

Yes No N/A | "
: E ‘ D EI - 1 Pgrpbse and effects of procédure
| E’ D D 2 :Eq.ﬁipm‘e;nt'iile’cée’sisary for proceduie :
| [] L—_] Z o 3. Sﬁeéiﬁc prétocol -
Z D [:I 4 Conseciuen¢¢s if Iﬁocedure 1s not pefforméd coriéctly .
A [ D _' ! 5. S'}Alm]‘ptbn‘n‘svéﬁd signé feciuiring physié_iah notiﬁcétion A
7l O I:] 6. Infor;nétioﬁ about contacting rvlurs'etoAr ’déctor |
7 OO 7. Procedure qu cleaﬁng/replacﬁg equii)ment
O O 5 | 8. Location of written procedure and protocol
Pt ujin 9, Othe;m%
[:J 1 [ THE EMPLOYEE HAS SUCCESSFULLY
DEMONSTRATED THEIR SKILL IN PERFORMING THIS
PROCEDURE.

1. Ifully understand the above mformatlon and am willing to assume the respon31b1hty for performing
the procedure.

2. I'will perform the procedure accordmg to the written instructions.

3. I will notify the nurse or physician of problems or questions.

e

Employee Sigﬁt_‘ure Nurse Signature

Rev. 10/19 ‘ : v ©Health Counseling Services




