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Name:______________________________  Title: ___________________________  Hire Date:_______________

	Skill Area
	Evaluation
(Check One)
	Method of Evaluation
(Check One)
D = Skills Demonstration
O = Performance Observation
W = Written Test
V = Verbal Test
	Verification 
(Initials/Date)

	
	Competency
Demonstrated/
Meets 
Standards
	Needs Additional Training
	
	

	
	
	
	D
	O
	W
	V
	

	Infection Preventionist
	Has developed comprehensive COVID-19 prevention and mitigation plan
	
	
	
	
	
	
	

	
	Oversees COVID-19 program implementation
	
	
	
	
	
	
	

	
	Communicates with local, regional, state and federal officials regarding community COVID spread and risk levels
	
	
	
	
	
	
	

	
	Participates with admissions team to determine staff capability 
	
	
	
	
	
	
	

	
	Is involved in determining ability to accept recovering COVID admissions
	
	
	
	
	
	
	

	
	Participates in monitoring bed availability at referring hospital(s)
	
	
	
	
	
	
	

	Director of Nursing and Admissions Coordinator
	Assesses bed use within the facility and potential for admissions
	
	
	
	
	
	
	

	
	Communicates with referring hospital regarding hospital bed availability for COVID and non-COVID patients
	
	
	
	
	
	
	

	Administrator
	Audits and updates written transfer agreements 
	
	
	
	
	
	
	

	
	Participates with designation of the COVID-19 treatment location 
	
	
	
	
	
	
	

	
	Communicates with families and significant others regarding facility status 
	
	
	
	
	
	
	

	
	Maintains awareness of facility COVID-19 case load and admission and re-admission resident statuses
	
	
	
	
	
	
	

	
	Maintains dialog with local, state, and federal officials to ensure knowledge of current guidelines 
	
	
	
	
	
	
	

	QAPI 
	Reviews infection control and COVID-19 Prevention and mitigation policies, trends, and monitoring to ensure compliance
	
	
	
	
	
	
	

	Other (Describe)

	

	
	
	
	
	
	
	



*I certify that I have received orientation in the above-mentioned areas.

*Employee:


___________	_______________________________________	____________
Initials	           Signature							 Date









Evaluator/Trainer:


___________	_______________________________________	____________
Initials	           Signature							 Date








(PLACE IN EMPLOYMENT FILE)
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