



EMPLOYEE’S RECORD OF CONTINUING EDUCATION AND PROFESSIONAL DEVELOPMENT

Name:







  Position:




  
Licenses, certifications, or registrations requiring continuing education (if any):
Title: ________________________          Number of Hours required: ________
Title: ________________________          Number of Hours required: ________

Title: ________________________          Number of Hours required: ________

	             Agency Trainings
	  Date
	   Agency Trainings
	  Date

	Respirator Training and Fit Testing
	
	
	

	Blood-borne Pathogens/OSHA 
	
	
	

	HIPAA Training
	
	
	

	Cultural Competence/Diversity/Title VI
	
	
	

	CPR Training for clinic staff 
	
	
	

	
	
	
	

	
	
	
	


	
	NUMBER OF CREDITS EARNED

	Title of Program (Course, seminar,

workshop, conference, etc)
	Date
	Provider/
Sponsor
	Non-
Credit
	CEU
	Contract
Hours
	RS 
Hours
	Semester
Hours
	Other

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Certification:
I certify that all statements above are accurate and true to the best of my knowledge.
Employee’s Signature __________________________________ Date__________

I have reviewed the above information and confirmed the accuracy of this report to the best of my knowledge.
Supervisor’s Signature__________________________________ Date __________







