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  PERSONAL CARE HOME PROGRAM

(= yes, O = no, N/A = not applicable
*=all staff, **=direct care staff 
ASSISTED LIVING STAFF FILE REVIEW  (.09)
Facility Name: _________________________________________________________
          Surveyor: ____________________________________________
Review Date: 
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	STAFF NAME//HIRE DATE
	Job
Duties

*


	First
Aid

**
	CPR
**
	Evac Proc
*


	Res Pop
**
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Rights
*


	Abuse Act
*


	CEUs
**


	PE
     *

    
	TB
*

	FPC

Owner
	FPC
Admin/Mgr
	CRC

Emp
*

	Infect
control
*
    
	Emp
Hx

Qual.

verified

	Director
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