Appendix 5                Home Health Aide Trainee Evaluation Form

Home Care Core Curriculum


	Trainee Contact Information

Name:__________________________________________________Phone:_______________________

Street Address:______________________________________________________________________________

City____________________________________________________State________________Zip_______



	Procedure Demonstrated Proficiently

*required procedures
	Nurse Instructor  Initials
	Date Completed

	*Proper Hand Washing
	
	

	Proper Body Mechanics
	
	

	Tub or Shower Bath
	
	

	Turning the Client in Bed
	
	

	*Bed Bath
	
	

	Shampoo in Bed
	
	

	Back Rub
	
	

	Nail Care
	
	

	Shaving the Client
	
	

	*Mouth Hygiene and Care
	
	

	Assisting with Eating
	
	

	Assisting with Dressing
	
	

	Assisting with the Use of Elastic Support Stockings
	
	

	*Helping the Client to Walk
	
	

	Making an Unoccupied Bed
	
	

	*Making an Occupied Bed
	
	

	*Use of a Bedpan
	
	

	Use of a Urinal
	
	

	Assisting with the Use of a Condom Catheter
	
	

	Assisting with Cleaning the Skin and Catheter Tubing
	
	

	Assisting with the Emptying of the Urinary Drainage Bag
	
	

	Positioning the Client in Bed
	
	

	Transfer to the Sitting Position
	
	

	Helping the Client to Sit at the Side of the Bed
	
	

	Helping the Client to Stand
	
	

	*Transfer to Wheelchair, Chair or Commode
	
	

	Positioning Client in Chair or Wheelchair
	
	

	Transfer  from Wheelchair to Toilet
	
	

	Transfer  from Wheelchair to Shower and Assisting with Shower
	
	

	Transfer  from Wheelchair to Stool or Chair in Tub
	
	

	Weighing a Client
	
	

	Measuring Intake
	
	

	Measuring Urinary Output
	
	

	Procedure Demonstrated Proficiently

*required procedures
	Nurse Instructor  Initials
	Date Completed

	Assisting with Changing a Clean Dressing
	
	

	Handling an Infant
	
	

	Infant Bath
	
	

	Assisting with the Use of the Hydraulic Lift
	
	

	Slide Board Transfer
	
	

	*Checking the Right Person
	
	

	*Checking the Right Medication
	
	

	*Checking the Right Dose
	
	

	*Checking the Right Time
	
	

	*Checking the Right Route
	
	


	Home Health Aide Training Program : ______________________________________________
Address: ______________________________________________________________________

	Nurse Instructor Name: (print)_____________________________________________________

Nursing License Number:_________________________________________________________

Signature:_____________________________________________Date:____________________



	Nurse Instructor Name: (print)_____________________________________________________

Nursing License Number:_________________________________________________________

Signature:_____________________________________________Date:____________________



	Nurse Instructor Name: (print)_____________________________________________________

Nursing License Number:_________________________________________________________

Signature:_____________________________________________Date:____________________
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