


Training Program Application Content 
APPLICATION FORMS TO BE COMPLETED and MAILED TO OSBN:
· Application for training program approval including appropriate fees (4 pages).
· Application for Program Director and Faculty including appropriate fees (2 pages).
· LPN Clinical Teaching Associates Guidelines (Required for every LPN Clinical Teaching Associate application). 
INCLUDE THE FOLLOWING REQUIRED INFORMATION WITH THE APPLICATION.
**See “Links” for OSBN RULE 851-061-0030**
· Curriculum Outline including program title, objectives, curriculum content divided into number and sequence of didactic and clinical hours, and teaching methodology (See sample).
· Program rational, philosophy, and purpose
· Enrollment agreement and disclosure statement  that includes:
· Beginning and ending dates of the training
· Outline of the instructional program
· Itemized tuition and other costs
· A cancellation and refund policy
· Information on how to file a complaint about the program with the Board
· Plan for job placement assistance if provided by the training program
· Lab/Clinical Skills Checklist form (See sample)
· Final exam
SEE ENCLOSED SAMPLE FORMS AND INFORMATION: 
· Sample Curriculum Outline 
· Sample Lab/Clinical Skills Checklist for Nursing Assistant Training Program
· Sample Lab/Clinical Skills Checklist for Medication Aide Training Program
· Sample Lab/Clinical Skills Checklist for CNA2 Training Program
· Sample Medication Aide Program Clinical Time Sheet
· Sample Student Record
· Equipment and Supplies List
LINKS
· See “Information for CNA and CMA Instructors” on the OSBN Web page: www.oregon.gov/osbn .
· Rule 851-061-0030: http://arcweb.sos.state.or.us/pages/rules/oars_800/oar_851/851_061.html
· Headmaster Web page

Application for Approval to Offer a Nursing Assistant –

 Medication Aide and/or CNA2 Training Program

Check boxes that apply and attach appropriate non-refundable fee(s) with application:
	 FORMCHECKBOX 
 $100.00 TP Initial Approval Non-refundable Fee       FORMCHECKBOX 
  $75.00 TP Revised Approval Non-refundable Fee



	 FORMCHECKBOX 
  Nursing Assistant (NA1) Program
	
	

	 FORMCHECKBOX 
  Med Aide (MA) Program
	
	

	 FORMCHECKBOX 
  CNA 2 Program
	
	

	TRAINING PROGRAM INFORMATION:
	

	
	

	     
	

	Name of Program
	

	
	
	
	

	     
	     
	     
	     

	Program Street Address
	City
	State
	Zip Code

	
	
	
	

	     
	
	     

	County:
	
	                                                        
	Date of Application (mm/dd/yyyy)

	

	(     )
	                        
	     

	Area Code
	Program Telephone  Number
	E-mail Address

	PERSON AUTHORIZED TO ACCEPT SERVICE OF NOTICE ISSUED BY THE BOARD:

	
	
	

	     
	     
	     

	Last Name 
	First Name
	MI

	

	     
	     
	     
	     

	Authorized Person Mailing Address
	 City
	State
	Zip Code

	

	(     )
	     
	     

	Area Code
	Authorized Person Telephone Number
	E-mail 

	FACULTY INFORMATION:

	     
	
	     

	Print Program Director Name 
	Signature of Program Director
	Date of Signature

	
	
	

	     
	
	     

	Print Primary Instructor Name 
	Signature of Primary Instructor
	Date of Signature

	


Training Sites 
Classroom Site(s)
	
	

	Facility Name
	     
	Telephone  #                     

	Facility Type
	 FORMCHECKBOX 
 Assisted Living Facility     FORMCHECKBOX 
  Community College     FORMCHECKBOX 
  High School     FORMCHECKBOX 
  Hospital  

	
	 FORMCHECKBOX 
 Job Corps     FORMCHECKBOX 
  Nursing Facility    FORMCHECKBOX 
  Private      FORMCHECKBOX 
  Residential Care Facility  

	
	

	Address
	     

	
	     

	
	

	Facility Name
	     
	Telephone  #                     

	Facility Type
	 FORMCHECKBOX 
 Assisted Living Facility     FORMCHECKBOX 
  Community College     FORMCHECKBOX 
  High School     FORMCHECKBOX 
  Hospital  

	
	 FORMCHECKBOX 
 Job Corps     FORMCHECKBOX 
  Nursing Facility    FORMCHECKBOX 
  Private      FORMCHECKBOX 
  Residential Care Facility  

	
	

	Address
	     

	
	     

	
	

	Facility Name
	     
	Telephone  #                     

	Facility Type
	 FORMCHECKBOX 
 Assisted Living Facility     FORMCHECKBOX 
  Community College     FORMCHECKBOX 
  High School     FORMCHECKBOX 
  Hospital  

	
	 FORMCHECKBOX 
 Job Corps     FORMCHECKBOX 
  Nursing Facility    FORMCHECKBOX 
  Private      FORMCHECKBOX 
  Residential Care Facility  

	
	

	Address
	     

	
	     


Supervised Clinical Practice Site(s)
	
	

	Facility Name
	     
	Telephone  #                     

	Facility Type
	 FORMCHECKBOX 
 Assisted Living Facility     FORMCHECKBOX 
  Hospital   FORMCHECKBOX 
  Nursing Facility    FORMCHECKBOX 
  Residential Care Facility  

	
	

	Address
	     

	
	     

	
	

	
	

	Facility Name
	     
	Telephone  #                     

	Facility Type
	 FORMCHECKBOX 
 Assisted Living Facility     FORMCHECKBOX 
  Hospital   FORMCHECKBOX 
  Nursing Facility    FORMCHECKBOX 
  Residential Care Facility  

	
	

	Address
	     

	
	     
	

	
	

	
	

	Facility Name
	     
	Telephone  #                     

	Facility Type
	 FORMCHECKBOX 
 Assisted Living Facility     FORMCHECKBOX 
  Hospital   FORMCHECKBOX 
  Nursing Facility    FORMCHECKBOX 
  Residential Care Facility  

	
	

	Address
	     

	
	     

	
	

	
	

	Facility Name
	     
	Telephone  #                     

	Facility Type
	 FORMCHECKBOX 
 Assisted Living Facility     FORMCHECKBOX 
  Hospital   FORMCHECKBOX 
  Nursing Facility    FORMCHECKBOX 
  Residential Care Facility  

	
	

	Address
	     

	
	     


Course Materials
Text Book(s)
	
	

	Title:
	     

	
	

	Author
	     

	
	

	Publisher
	     

	
	

	Title:
	     

	
	

	Author
	     

	
	

	Publisher
	     


Audio Visuals
	
	

	Title:
	     

	
	

	Producer/Co:
	     

	
	

	Title:
	     

	
	

	Producer/Co:
	     

	
	

	Title:
	     

	
	

	Producer/Co:
	     

	
	

	Title:
	     

	
	

	Producer/Co:
	     

	
	


Other Supplemental Material or Source of Instructions
	     

	     

	     

	     

	     

	     

	     


	Training Program Application Agreement


	Application for a new training program must be submitted to the Board of Nursing for approval before the beginning of a class. Allow 45 Days for the approval process.

The Oregon State Board of Nursing (OSBN) Nursing Assistant Policy Analyst shall conduct a survey visit within six months of the training program initial approval.  To continue as an approved program, the program must be re-approved every two (2) years thereafter during a survey visit conducted by the Nursing Assistant Policy Analyst.
A training program self-evaluation form must be completed in the interim between re-approval survey visits.

	

	Major changes in the program must be submitted for approval by the Nursing Assistant Policy Analyst. Major changes include:

· Change of program ownership

· Change in classroom or clinical site(s)

· Change in Program Director or Primary Instructor

· Change in the program curriculum and/or textbook

· Change in course content 
· Change in policy and procedures

	

	

	I hereby certify that I have read this application and all accompanying information and forms. The application and all accompanying information and forms are true and correct.

	
	

	Program Director Signature
	Date



     
Nursing Assistant, Medication Aide or CNA2
Training Program Director/Instructor Application
Check all boxes that apply and attach appropriate non-refundable fee(s) with application:

	Nursing Assistant 
	
	Medication Aide 
	
	CNA2 
	

	  Program Director
	$25 
	  Program Director
	$25 
	  Program Director
	$25 

	  Primary Instructor
	$10 
	  Primary Instructor
	$10 
	  Primary Instructor
	$10

	  Clinical Teaching  Associate
	No fee
	  Clinical Teaching Associate
	No fee
	  Clinical Teaching   Associate
	No fee


APPLICANT INFORMATION
	

	     
	     
	     

	Last Name
	First Name
	Middle Name

	

	     
	     
	     
	     

	Mailing Street Address
	 City
	State
	Zip Code

	

	(     )
	     
	     

	Area Code
	Home Telephone      Unlisted 
	E-mail 

	

	

	     
	    LPN  RN  
	     
	     

	License Number
	    License Type              License Expiration Date
	Social Security Number

	

	     
	
	     

	Training Program Name

	
	Program Director Name


EMPLOYMENT INFORMATION
	

	     
	
	              (     )                   

	Most Recent Employer Name
	
	               Area Code        Employer Telephone Number

	

	     
	     
	     
	     

	Employer Street Address
	 City
	State
	Zip Code

	

	     
	    NO YES   
	     

	Start Date
	  Still Employed?
	End Date if Unemployed

	

	     
	     

	Job Title     
	Duties


EDUCATION INFORMATION
	

	     
	     
	     

	Basic School of Nursing
	Degree
Earned
	Date Graduated

	

	     
	     
	     

	Other Academic School of Nursing
	Degree
Earned
	Date Graduated

	

	     
	     
	     

	Other Academic School of Nursing
	Degree
Earned
	Date Graduated


	COURSES/ INSTRUCTION/EXPERIENCE THAT HAVE PREPARED YOU TO DIRECT/INSTRUCT A TRAINING PROGRAM:  

(See OAR 851-061-0080 (1) for Program Director Qualifications, and OAR 851-061-0080 (4) for Primary Instructor Qualifications).  

	1. 
	     

	2. 
	     

	3.
	     

	

	

	Responsibilities For Clinical Teaching Associates ONLY

	What do you understand your role/duty will be as a clinical teaching associate?

	
	     

	
	     

	I have received a job description from the Program Director of this program and understand what my responsibilities are as a clinical teaching associate.

	

	
	
	     

	     Signature of Clinical Associate  Applicant                                              
	Date

	

	

	I hereby certify that I have read this application and further certify that the information provide on this form is true and correct.

	

	
	
	     

	    Signature of Applicant
	Date

	Attach Resume

*** Authorization to Teach is Program and Site Specific ***

You may begin classes after receiving approval from the Oregon State Board of Nursing (OSBN).



	

	I, the Program Director, have reviewed this application and found it complete.

	

	
	
	     

	    Signature of Program Director
	Date




LPN Clinical Teaching Associate Guidelines

(READ-SIGN AND ATTACH TO APPLICATION)
As a Clinical Teaching Associate, the LPN may:

1) Assist with the clinical portion of the Nursing Assistant and Medication Aide Training. This includes:

A)   Provide demonstration of clinical skills.

B)   Check students off on return demonstration of lab skills prior to client care.

C)   Check students off on skills in a supervised clinical setting while giving client care.

2) Supervise quizzes and exams.

As a Clinical Teaching Associate, the LPN may not:

1) Conduct full class days (or evenings).

2) Provide the complete lecture in any given module or topic UNLESS he/she has submitted to the Board Evidence of special expertise in a particular area, and the Board has approved that LPN to teach that given topic.

3) Conduct and have responsibility for the clinical portion of the Program.

4) Be used in any capacity in the training program without written approval from the Board.

	     Program Name:
	     
	
	
	

	
	Print Program Name
	
	
	

	     Primary Instructor:
	     
	
	
	

	
	Print Name
	
	
	

	     Primary Instructor:
	
	
	
	

	
	Signature
	
	Date
	

	     LPN Clinical 
     Teaching Associate:
	     
	
	
	

	
	Print Name
	
	
	

	     LPN Clinical 
     Teaching Associate:
	
	
	
	

	
	Signature
	
	Date
	



Sample Curriculum Outline

· Use paper size 8.5” X 11” and “Landscape” orientation
· Include program name at the top of the curriculum outline

· Insert page numbers as a footer
	Day and Hours
	Objectives
	Curriculum Content
	Teaching Methodology

	Day 1

5 hours
	1) The student will be able to…

 2)   
	(Use exact wording from the Board approved curriculum in this column. Remember the content does not need to be taught in any specific order if you teach all the didactic and labs prior to the clinical experience.)
	1) (Insert Name of Textbook); Read 

Chapter 1 Pages 4 – 19

2) Lecture and discussion

3) Role Play

	Day 2

8 hours
	
	
	

	Day 3
	
	
	


(Insert Your Program Name) Nursing Assistant Level One 

Lab/Clinical Skills Checklist

Student Name ________________________________________
Lab: This practice must be under the supervision of a Board-approved instructor/teaching associate in the skills lab on a mannequin or another person.  

Clinical: The student must successfully demonstrate the skills, to a Board-approved clinical instructor/teaching associate, on a client, patient, or resident in the clinical setting.

Bolded skills should be done in lab and clinical.

	Skills
	Date Demonstrated
	Date Return Demonstrated in Lab
	Initials or Signature of Board approved Nurse Evaluator
	Date Return Demonstrated in Clinical
	Initials or Signature of Board approved Nurse Evaluator

	Communication and Interpersonal Skills
	
	
	
	
	

	Person-centered Care
	
	
	
	
	

	Infection Control and Standard or Transmission Based Precautions:
	
	
	
	
	

	Wash hands/hand hygiene
	
	
	
	
	

	Follow standard precautions according to the Centers for Disease Control and Prevention
	
	
	
	
	

	Assist with coughing and deep breathing
	
	
	
	
	

	Handle linen
	
	
	
	
	

	Implement neutropenic precautions
	
	
	
	
	

	Make an occupied bed
	
	
	
	
	

	Make an unoccupied bed
	
	
	
	
	

	Put on and remove personal protective equipment: gloves
	
	
	
	
	

	Put on and remove personal protective equipment: gown
	
	
	
	
	

	Put on and remove personal protective equipment: mask
	
	
	
	
	

	Collect a clean catch urine specimen
	
	
	
	
	

	Collect a sputum specimen
	
	
	
	
	

	Collect a stool specimen
	
	
	
	
	

	Safety/Emergency Procedures:
	
	
	
	
	

	Administer abdominal thrust (Heimlich Maneuver)
	
	
	
	
	

	Ambulate using a gait belt
	
	
	
	
	

	Ambulate with a cane
	
	
	
	
	

	Ambulate with a walker
	
	
	
	
	

	Apply a wrist restraint
	
	
	
	
	

	Apply position/alignment techniques for clients in bed using safe client handling devices
	
	
	
	
	

	Implement bleeding precautions
	
	
	
	
	

	Implement cervical precautions
	
	
	
	
	

	Implement hip precautions
	
	
	
	
	

	Implement sternal precautions
	
	
	
	
	

	Position/alignment techniques for clients in chairs and wheelchairs using safe client handling devices
	
	
	
	
	

	Transfer a person from bed to wheelchair
	
	
	
	
	

	Transfer a person from wheelchair to bed
	
	
	
	
	

	Turn oxygen on and off at pre-established flow rate for stable client
	
	
	
	
	

	Use safe client transfer and handling techniques with lift equipment
	
	
	
	
	

	Use safe client transfer and handling techniques with seated transfers
	
	
	
	
	

	Nutrition and Hydration:
	
	
	
	
	

	Assist with maintaining hydration
	
	
	
	
	

	Thicken liquids
	
	
	
	
	

	Utilize techniques for assisting with eating
	
	
	
	
	

	Elimination:
	
	
	
	
	

	Assist with the use of a fracture pan
	
	
	
	
	

	Assist with the use of a regular bedpan
	
	
	
	
	

	Assist with use of a toilet
	
	
	
	
	

	Assist with use of a urinal
	
	
	
	
	

	Change of a disposable brief
	
	
	
	
	

	Change from a drainage bag to a leg bag
	
	
	
	
	

	Change from a leg bag to a drainage bag
	
	
	
	
	

	Clean ostomy site for established, non-acute ostomy
	
	
	
	
	

	Change ostomy bag 
	
	
	
	
	

	Empty ostomy bag
	
	
	
	
	

	Give an enema
	
	
	
	
	

	Insert a bowel evacuation suppository
	
	
	
	
	

	Provide catheter care  
	
	
	
	
	

	Application of external urinary catheters
	
	
	
	
	

	Removal of external urinary catheters
	
	
	
	
	

	Personal Care:
	
	
	
	
	

	Put on and care for eyeglasses
	
	
	
	
	

	Put in and care for hearing aids
	
	
	
	
	

	Apply anti-embolism elastic stockings
	
	
	
	
	

	Apply non-prescription pediculicides
	
	
	
	
	

	Apply topical barrier creams & ointments for skin care
	
	
	
	
	

	Assist with hair care/shampoo
	
	
	
	
	

	Dress/undress
	
	
	
	
	

	Give a bed bath
	
	
	
	
	

	Give shower bath
	
	
	
	
	

	Provide denture care
	
	
	
	
	

	Provide fingernail care
	
	
	
	
	

	Provide foot care
	
	
	
	
	

	Provide mouth care
	
	
	
	
	

	Provide mouth care for a comatose client
	
	
	
	
	

	Provide perineal/incontinence care
	
	
	
	
	

	Provide skin care
	
	
	
	
	

	Shave face with electric razor
	
	
	
	
	

	Shave face with safety razor
	
	
	
	
	

	Restorative Care:
	
	
	
	
	

	Apply, turn on & off, sequential compression devices
	
	
	
	
	

	Apply warm therapy
	
	
	
	
	

	Apply cold therapy
	
	
	
	
	

	Assist with lower extremity range of motion
	
	
	
	
	

	Assist with upper extremity range of motion
	
	
	
	
	

	Reinforce use of an incentive spirometer
	
	
	
	
	

	Measure and Record:
	
	
	
	
	

	Height
	
	
	
	
	

	Weight
	
	
	
	
	

	Input
	
	
	
	
	

	Output
	
	
	
	
	

	Pain level
	
	
	
	
	

	Temperature
	
	
	
	
	

	Apical pulse
	
	
	
	
	

	Radial pulse
	
	
	
	
	

	Respirations
	
	
	
	
	

	Electronic blood pressure
	
	
	
	
	

	Manual blood pressure: forearm
	
	
	
	
	

	Manual blood pressure: lower leg
	
	
	
	
	

	Manual blood pressure: thigh
	
	
	
	
	

	Manual blood pressure: upper arm
	
	
	
	
	

	Orthostatic blood pressure readings
	
	
	
	
	

	Pulse oximetry
	
	
	
	
	


Signature of Student __________________________________________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

(Insert Your Program Name) Medication Aide 

Lab/Clinical Skills Checklist

Student Name ________________________________________
Lab: This practice must be under the supervision of a Board-approved teaching associate in the skills lab on a mannequin or another person.  Skills must be done in lab before giving direct patient care in Clinical.
Clinical: The student must successfully demonstrate the skills, to a Board approved clinical teaching associate, on a client, patient, or resident in the clinical setting.







LAB





CLINICAL
	Skills
	Date Demonstrated
	Date 

Return Demonstrated in Lab
	Signature/

Initial

Nurse Evaluator
	Date

Return Demonstrated in Clinical
	Signature/

Initial

Nurse Evaluator

	Follow standard precautions including hand hygiene according to the Centers for Disease Control and Prevention guidelines
	
	
	
	
	

	Prepares for medication administration
	
	
	
	
	

	Completes three safety checks
	
	
	
	
	

	Correctly interprets abbreviations
	
	
	
	
	

	Calculates dosages correctly
	
	
	
	
	

	Consistently identifies specific drug properties of drug being given: Classification, Dose, and Side Effects
	
	
	
	
	

	Checks for known medication allergies before administering medication
	
	
	
	
	

	Checks the expiration date of the medication before administering
	
	
	
	
	

	Uses organized system for passing medications
	
	
	
	
	

	Protects confidentiality
	
	
	
	
	

	Follows correct medication administration procedures

 (Six rights): Right resident, drug, dose, route, time, and documentation
	
	
	
	
	

	Measures liquid medications accurately
	
	
	
	
	

	Properly administers medications by oral route
	
	
	
	
	

	Properly administers medications by sublingual route
	
	
	
	
	

	Skills
	Date Demonstrated
	Date 

Return Demonstrated in Lab
	Signature/

Initial

Nurse Evaluator
	Date

Return Demonstrated in Clinical
	Signature/

Initial

Nurse Evaluator

	Properly administers medications by buccal route
	
	
	
	
	

	Properly administers medications in eye
	
	
	
	
	

	Properly administers medications in ear
	
	
	
	
	

	Properly administers medications by nasal route
	
	
	
	
	

	Properly administers medications by rectal route
	
	
	
	
	

	Properly administers medications by vaginal route
	
	
	
	
	

	Properly administers skin ointments, topical including patches and transdermal
	
	
	
	
	

	Properly administers medications by gastrostomy or jejunostomy tubes
	
	
	
	
	

	Properly administers premeasured medication delivered by aerosol/nebulizer
	
	
	
	
	

	Properly administers medications by metered hand-held inhalers
	
	
	
	
	

	Observes client swallowing medication
	
	
	
	
	

	Consults resources (drug reference books, nurse, etc.) as needed
	
	
	
	
	

	Maintains security of medication room and cart
	
	
	
	
	

	Accurately documents medication administration
	
	
	
	
	

	Demonstrates appropriate reporting to nurse
	
	
	
	
	


Student Signature ________________________________

        Date _____________

Instructor Signature ________________________________Initial _____Date ______________

Instructor Signature ________________________________ Initial _____Date _____________

Instructor Signature ________________________________ Initial _____Date ____________
(Insert Your Program Name) CNA 2 

Lab/Clinical Skills Checklist

Student Name ________________________________________
Lab: This practice must be under the supervision of a Board-approved instructor/teaching associate in the skills lab on a mannequin or another person.  

Clinical: The student must successfully demonstrate the skills, to a Board-approved clinical instructor/teaching associate, on a client, patient, or resident in the clinical setting.

Bolded skills should be done in lab and clinical.

	Skills
	Date Demonstrated
	Date Return Demonstrated in Lab
	Initials or Signature of Board approved Nurse Evaluator
	Date Return Demonstrated in Clinical
	Initials or Signature of Board approved Nurse Evaluator

	Communication and Interpersonal Skills:
	
	
	
	
	

	Demonstrate ability to share knowledge and skills with others
	
	
	
	
	

	Describe personal protection skills
	
	
	
	
	

	Demonstrate verbal communication skills
	
	
	
	
	

	Demonstrate non-verbal communication skills
	
	
	
	
	

	Offer possible explanation/reason for an observed behavior
	
	
	
	
	

	Describe situation, behavior, and consequence in responding to a specific behavior
	
	
	
	
	

	Demonstrate ability to protect a person and self in a crisis situation
	
	
	
	
	

	Construct a dialogue with a person that supports the person’s reality
	
	
	
	
	

	Utilize active listening techniques with regard to a person’s reminiscence
	
	
	
	
	

	Observation and Reporting:
	
	
	
	
	

	Articulate a rationale for action that is correct, given either a person’s declining or improving individual situation
	
	
	
	
	

	Demonstrate appropriate use of pain scale for person with dementia
	
	
	
	
	

	Demonstrate scheduling of activities when the person is comfortable
	
	
	
	
	

	Identify change in pain pattern from usual pattern
	
	
	
	
	

	Identify findings, patterns, habits, and behaviors that deviate from a person’s normal
	
	
	
	
	

	Observe effects of pain treatment and report to licensed nurse
	
	
	
	
	

	Perform comfort and pain relief measures within designated scope of responsibility according to care plan
	
	
	
	
	

	Provide input to licensed nurse on the individual person’s response to interventions for problems and care plan approaches
	
	
	
	
	

	Recognize change in a person that should be reported to the licensed nurse
	
	
	
	
	

	Report and record abnormal findings, patterns, habits, and behaviors of a person in a timely manner
	
	
	
	
	

	Report change of vital signs, orientation, mobility and behavior following pain treatment consistently
	
	
	
	
	

	Take action within designated responsibilities and as directed by the licensed nurse for abnormal findings, patterns, habits and behaviors of a person
	
	
	
	
	

	Use accepted terminology to describe findings, patterns, habits, and behaviors
	
	
	
	
	

	Person-centered Care:
	
	
	
	
	

	Contribute to the safe, calm, stable, home-like environment for a person with dementia
	
	
	
	
	

	Coordinate ADL approaches for a person with dementia using their own pattern/habit(s)
	
	
	
	
	

	Demonstrate ability to bathe a person with dementia without conflict
	
	
	
	
	

	Demonstrate ability to make meaningful moments for a person 
	
	
	
	
	

	Demonstrate how to apply the Patient and Resident Bill of Rights
	
	
	
	
	

	Demonstrate specialized feeding skills for a person with dementia
	
	
	
	
	

	Demonstrate specialized toileting skills for a person with dementia
	
	
	
	
	

	Demonstrate techniques to encourage self-care, e.g., task segmentation, cuing, and coaching
	
	
	
	
	

	Demonstrate the ability to meet the individual person’s needs, preferences, and abilities
	
	
	
	
	

	Gather information on specific strengths, abilities, preferences of a person
	
	
	
	
	

	Recognize and respond  to a person with dementia’s cues/patterns for toileting
	
	
	
	
	

	Recognize and support individual preferences and habits
	
	
	
	
	

	Technical Skills:
	
	
	
	
	

	Adjust oxygen rate of flow
	
	
	
	
	

	Apply and remove delivery device and turn on and off continuous positive airway pressure (CPAP) or bilevel positive airway (BiPAP) device
	
	
	
	
	

	Discontinue saline lock
	
	
	
	
	

	Fingerstick capillary blood test
	
	
	
	
	

	Interrupt and re-establish nasogastric suction
	
	
	
	
	

	Obtain nasal swab
	
	
	
	
	

	Obtain rectal swab
	
	
	
	
	

	Place electrodes/leads for telemetry
	
	
	
	
	

	Scan bladder
	
	
	
	
	

	Suction nose
	
	
	
	
	

	Suction oral pharynx
	
	
	
	
	

	Test stool for occult blood
	
	
	
	
	

	Urine dip-stick test
	
	
	
	
	

	Infection Prevention and Control:
	
	
	
	
	

	Establish and maintain a sterile field
	
	
	
	
	

	Obtain urine specimen from port of catheter
	
	
	
	
	

	Discontinue Foley catheter
	
	
	
	
	

	Measure, record, and empty output from drainage device and closed drainage system
	
	
	
	
	

	Safety:
	
	
	
	
	

	Apply preventive/supportive/protective strategies or devices when working with a person with dementia
	
	
	
	
	

	Promoting Nutrition and Hydration:
	
	
	
	
	

	Add fluid to established post pyloric, jejunostomy and gastrostomy tube feeding
	
	
	
	
	

	Change established tube feeding bag
	
	
	
	
	

	Pause and resume established post pyloric, jejunostomy and gastrostomy tube feeding
	
	
	
	
	

	Promoting Functional Abilities:
	
	
	
	
	

	Apply and remove ankle and foot orthotics
	
	
	
	
	

	Apply and remove brace(s)
	
	
	
	
	

	Apply and remove splint(s)
	
	
	
	
	

	Assist person in and out of Continuous Passive Motion (CPM) machine
	
	
	
	
	

	Assist with use of foot lifter
	
	
	
	
	

	Perform range of motion on a person with fragile skin
	
	
	
	
	

	Perform range of motion on a person at risk for pathological fracture 
	
	
	
	
	

	Perform range of motion on a person with spasticity
	
	
	
	
	

	Perform range of motion on a person with contracture(s)
	
	
	
	
	

	Provide therapeutic positioning: bridging
	
	
	
	
	

	Provide therapeutic positioning: proning
	
	
	
	
	

	Remove and re-apply established traction equipment
	
	
	
	
	

	End of Life Care:
	
	
	
	
	

	Provide comfort measures for the person at end-of-life or on hospice care
	
	
	
	
	

	Removal of non-surgically inserted tubes and devices from post-mortem person
	
	
	
	
	

	Documentation:
	
	
	
	
	

	Demonstrate ability to chart in exception based charting and computer charting system
	
	
	
	
	

	Provide an example of charting with appropriate descriptive language and abbreviations
	
	
	
	
	

	Provide charting which is in conformity with charting do’s and don’ts
	
	
	
	
	

	Use terms and abbreviations accurately and appropriately to describe persons, procedures, and other aspects of care
	
	
	
	
	


Signature of Student __________________________________________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

Signature of Instructor ________________________________
Initials __________   Date _____________

_______________________________________________________
Program Name
Medication Aide Program Clinical Time Sheet

Student Legal Name   _____________________________________________

	Date
	Time 

In
	Time 

Out
	Total Number of Hours
	Number of MED Passes
	To Number of Residents
	Clinical Teaching Associate Signature

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	







__



__


_
Print Student Name

              Signature of Student
                          Date of Signature






__



__


_
Print Clinical Teaching Assoc. Name
  Signature of Clinical Teaching Assoc.  Date of Signature






__



__


_
Print Clinical Teaching Assoc. Name
  Signature of Clinical Teaching Assoc.   Date of Signature





__



__


_
Print Clinical Teaching Assoc. Name
  Signature of Clinical Teaching Assoc.   Date of Signature

_______________________________________________________

Program Name

Student Record
	

	     
	     
	     

	Last Name
	First Name
	Middle Name

	

	     
	     

	Social Security Number
	Date of Birth (mm/dd/yyyy)

	

	     
	     
	     
	     

	Mailing Address
	 City
	State
	Zip Code

	

	(     )
	     
	     

	Area Code
	Contact Telephone      FORMCHECKBOX 
 Unlisted 
	E-mail Address

	

	

	     
	     
	     

	Class Start Date
	Class End Date
	Hire Date


	Classroom Phase
	Clinical Phase

	DAY 
	DATE
	SCHEDULED HRS
	HRS PRESENT
	HRS ABSENT
	DATE
	SCHEDULED HRS
	HRS PRESENT
	HRS ABSENT

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	



_______________________________________________________

Program Name
Equipment and Supplies List 
Training program labs shall have equipment and supplies needed for student practice of all required skills and be available for the student’s and instructor's use during instructional hours throughout the training period.

	ITEM
	YES
	NO
	COMMENTS

	adjustable bed with working Controls, brakes, and  siderails – 1 per 5 students
	
	
	

	alcohol/antiseptic wipes
	
	
	

	antiembolism elastic stockings
	
	
	

	assistive devices
	
	
	

	bedpan (Regular) 
	
	
	

	bedpan (Fracture) ) 
	
	
	

	bedside commode
	
	
	

	bedside stand
	
	
	

	call bell (Does Not Have To Be Working)
	
	
	

	cane
	
	
	

	catheter clamp, cap AND plug
	
	
	

	clock
	
	
	

	clothing of various sizes
	
	
	

	dentures & denture container
	
	
	

	digital thermometer with sheaths
	
	
	

	disposable briefs
	
	
	

	disposable gloves (Small)
	
	
	

	disposable gloves (Medium)
	
	
	

	disposable gloves (Large)
	
	
	

	disposable gown
	
	
	

	emery boards
	
	
	

	emesis basin
	
	
	

	foley catheter
	
	
	

	food tray, plate, silverware
	
	
	

	gait belt/transfer belt
	
	
	

	Glasses (240cc &120cc)
	
	
	

	graduate
	
	
	

	hand sanitizer
	
	
	

	hand washing sink with hot & cold running water, liquid soap and paper towels
	
	
	

	incentive spirometer
	
	
	

	laundry receptacle
	
	
	

	linens including pillows, pillow cases, flat sheets, fitted sheets, incontinence pads, blankets, bed spreads, towels, wash cloths, bath blankets, clothing protectors and patient gowns
	
	
	

	lotion
	
	
	

	mannequin (Anatomically Correct) 
	
	
	

	mechanical lift
	
	
	

	nail clippers & Nail file
	
	
	

	orangewood sticks
	
	
	

	ostomy bag
	
	
	

	overbed table
	
	
	

	Oxygen Equipment
	
	
	

	privacy curtains
	
	
	

	Pulse Oximeter
	
	
	

	restraints (Wrist)
	
	
	

	safe handling devices E.G., TRANSFER AIDS, SLIPPERY SHEET, SLIDING BOARDS, ETC.
	
	
	

	safety razors
	
	
	

	sample food items AND napkin (Canned Applesauce, Etc…)
	
	
	

	shaving cream
	
	
	

	scale
	
	
	

	SEQUENTIAL COMPRESSION DEVICE
	
	
	

	sphygmomanometer – electronic & manual
	
	
	

	teaching stethoscope
	
	
	

	toilet paper
	
	
	

	toothbrush/toothettes
	
	
	

	tympanic thermometer
	
	
	

	urinal
	
	
	

	urinary bedside drainage bag
	
	
	

	urinary leg bag
	
	
	

	walker
	
	
	

	wash basin
	
	
	

	waste basket
	
	
	

	WATCH WITH SECOND HAND
	
	
	

	WHEELCHAIR WITH WORKING BRAKES & FOOTRESTS
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Official Use Only


Date of Initial Approval   			________





Date of Denial                 			________








Signature   ______________________________________________________________
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Official Use Only





License Expiration Date:  		   		             Status: 					      





Experience Met:   YES	 NO	                                LTC Met:   YES		 NO         Not Required


		


Approved     Date Approved    			_                  Denied     Date Denied   		


 


Signature _________________________________________ 





Approval/Denial Letter Emailed       			                On Approval:   Auto Verification Entry Competed     


On Approval:   PD Entered in Outlook Contacts   		On Approval:   PD & PI Entered to ListSmart   
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Total Classroom Hours:  			__                     Total Clinical Hours:  ____________________








Test Scores:  1. 	                      2   	                    3 	                 4. 	                5. 	                 6. 	    	                                 


 


 Final Exam:  		%


		


Lab/Clinical Skills Completion Date: 			Clinical Performance:       Pass Fail





Eligibility for State Exam:  YES   NO	Date Exam Application Mailed:   ____________________





Date of State Exam:  		_____	Written Test:    Pass  Fail	      Skills Test:     Pass      Fail





CNA1 Certificate Received:      YES        NO
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