Form #450.6 Employee Training and Development


Clark Quality Care

Employee Name: __________________		Date of Hire: ____________


	Topic/Area
	Initial Training Date
	Required Frequency of Retraining
	Date of Retraining
	Comments

	Emergency Preparedness
	
	Annually
	
	

	Medication Administration
	
	Annually
	
	

	Serious Incident Reporting
	
	Annually
	
	

	CPR/First Aid
	
	Every Two Years
	
	

	Infection Control (to include flu epidemics)
	
	Annually
	
	

	Behavior Intervention
	
	Bi-Annually
	
	

	Human Rights
	
	Annually
	
	

	HCBS Rights
	
	Annually
	
	


                    

Staff Name: ___________________________________

Staff Signature: ________________________________

Program Director/QDDP Name: _________________________________

Program Director/QDDP Signature: _________________________________

Date: _________________________________________
