


[NAME OF AUDIT]
Staff Initials: ________________________	Date: _______________	Shift: _______________
Completed by: ____________________________________________________________________
	Step to evaluate
	Yes/No/NA
	Comments

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Provided immediate feedback of observation:     YES / NO 
Provided one-on-one education if indicated above: ____________________________________________________________________________________________________________
I have received and understand the education provided above.
Staff Signature: _________________________________________________
Printed name and title: _________________________________________
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