
LTCA 

Enrol I ment app I ication 
Attendance/Sign-In Roster with Days/Hou rs 
Signature Sheet from Student Handbook 
Affirmation of 16 Hours -5 in 1 form 
16 Hours of Supervised Clinical. Training 
Skills Performance Check[ist 
Training Verification Form -training completed 

CMA 

Background check 
• If they are also deeming, be sure to have their deeming hours included.

Enrollment application 
Copy of ID 
Current Nurse Ai de Certification 
Signature Sheet from Stu dent Hand book 
Diploma/GED 
Atten dance/Sign-in Roster with Days/Hou rs 
Ski I Is Performance Checklist 
16 Hours of Supervised Clinical Training 
Training Verification Form -training completed 
Med Pass Record 
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N 00( Initial Comments 

The Oklahoma State Department of Health 
conducted an unannounced on-site survey at the 
ABC Certified Medication Ai,de Training and 
Competency Program on 01/3112026. 

An entra nee conference was held with the 
instructor to explain the survey process and 
answer questions. 

Findings were discussed at an exit conference 
with the RN Supeivisor and the instructor. 

ABC Nursing, and Rehab is not in substantial 
compl.iancewith OAC 310:677, Requirements for 
Nurse Aide Training and Certification. 
Deficiencies were cited as a result of the survey. 

N 120E 310:677 -3-3( c }( 4-5}(6)(A-F}(7) Application 

(c) The application will include: 

( 4) A Skil Is Performance Check.list, documenting 
the date the nurse aide trainee successfully
demonstrated alll those basic nursing skills and 
personal care skills that are generally performed 
by nurse aides and the sig111atu re of the instructor
that observed the successfu I demonstration of
the skjlls. The skills must include the basrc 
nursing skills and personal care skills listed in 42 
Code of Federal Regulations (CFR) 483.152 (b) 
(2) and (3); 

{5) A Training Verification Fonn; 

{6) A description of tile program's standards for 
classroom and skills training facilities including, 
but not limited to: 
{A) Heat and cooling systems; 
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N4801 Continued From page 2 N4801 

Findings include: 
There was no s:igrt-in sheet or hours completion 
log and no signed supervised clinical trainrng 
form in one of one reviewed trainee f iles. 
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