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                 NURSING ASSISTANCE Competency Review

Name: __________________________
Signature: _______________________

Date: ____________________________

Education:

C N A Course: ___________________________________________________________

Certifications:  BCLS ____________

ACLS: ____________


High school Graduate: ____  or number of years in high school completed: ____

Other formal education: _____________________________________________

Continuing education and competency testing in past 2 years: ________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Experience type (please check):

Elderly ___
Children ___
AIDS ___ 
Hospice ___ 
Mentally Ill ___

Languages you speak _____________________________________________

Do you have a car for work _________________________________________

Why do you want to work as a C N A?

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________________________________________________________________________


SELF ASSESSMENT

	SKILL
	
	
	
	
	
	

	
	Adult
	
	
	Pediatric
	
	

	
	Indep.
	Need review
	Never
	Indep.
	Need review
	Never

	Documentation: Read and follow Nursing Assist. Plan of Care
	
	
	
	
	
	

	Chart on patient record sheet
	
	
	
	
	
	

	
	
	
	
	
	
	

	Care of patient:
	
	
	
	
	
	

	Diabetic
	
	
	
	
	
	

	Cardiac
	
	
	
	
	
	

	Elderly
	
	
	
	
	
	

	Handicapped
	
	
	
	
	
	

	Mentally retarded
	
	
	
	
	
	

	
	
	
	
	
	
	

	Communication:
	
	
	
	
	
	

	Client
	
	
	
	
	
	

	Family/S.O.
	
	
	
	
	
	

	Health Care Team 
	
	
	
	
	
	

	
	
	
	
	
	
	

	Vital Signs:
	
	
	
	
	
	

	Temperature
	
	
	
	
	
	

	Pulse
	
	
	
	
	
	

	Respiration
	
	
	
	
	
	

	Blood Pressure
	
	
	
	
	
	

	
	
	
	
	
	
	

	Basic Care:
	
	
	
	
	
	

	Bed Bath
	
	
	
	
	
	

	Sponge Bath
	
	
	
	
	
	

	Tub or Shower
	
	
	
	
	
	

	Foot Care
	
	
	
	
	
	

	Mouth Care
	
	
	
	
	
	

	Hair Care
	
	
	
	
	
	

	Nail Care
	
	
	
	
	
	

	General Skin Care
	
	
	
	
	
	

	Decubiti Care
	
	
	
	
	
	

	Shampoo sink, tub or bed
	
	
	
	
	
	

	Patient Positioning
	
	
	
	
	
	

	Toileting and Elimination
	
	
	
	
	
	

	Care of an incontinent patient
	
	
	
	
	
	

	Range of Motion
	
	
	
	
	
	

	Making beds:
	
	
	
	
	
	

	Unoccupied bed
	
	
	
	
	
	

	Occupied bed
	
	
	
	
	
	

	
	
	
	
	
	
	

	Patient Safety:
	
	
	
	
	
	

	Wheelchair
	
	
	
	
	
	

	Cane
	
	
	
	
	
	

	Walker
	
	
	
	
	
	

	Assist patient ambulating
	
	
	
	
	
	

	Transfer to and from bed
	
	
	
	
	
	

	Body Mechanics
	
	
	
	
	
	

	SKILL
	
	
	
	
	
	

	
	Adult
	
	
	Pediatric
	
	

	
	Indep.
	Need review
	Never
	Indep.
	Need review
	Never

	Fractional Urine (S&A)
	
	
	
	
	
	

	Assist with Colostomy Care
	
	
	
	
	
	

	Irrigations
	
	
	
	
	
	

	
	
	
	
	
	
	

	Knowledge of low sodium diet
	
	
	
	
	
	

	Knowledge of low cholesterol diet
	
	
	
	
	
	

	Knowledge of Diabetic diet
	
	
	
	
	
	

	
	
	
	
	
	
	

	Special equipment:
	
	
	
	
	
	

	Hoyer Lift
	
	
	
	
	
	

	Bed Scale
	
	
	
	
	
	

	
	
	
	
	
	
	

	Change simple non sterile dressing
	
	
	
	
	
	

	
	
	
	
	
	
	

	React to Emergencies:
	
	
	
	
	
	

	Cardiac arrest
	
	
	
	
	
	

	Fires etc
	
	
	
	
	
	

	
	
	
	
	
	
	

	Infection control:
	
	
	
	
	
	

	Hand washing
	
	
	
	
	
	

	Gloves
	
	
	
	
	
	

	Disposal of hazardous materials
	
	
	
	
	
	

	Universal precautions
	
	
	
	
	
	

	
	
	
	
	
	
	

	Isolation precautions
	
	
	
	
	
	

	Enteric precautions
	
	
	
	
	
	

	Strict Isolation
	
	
	
	
	
	

	Respiratory isolation
	
	
	
	
	
	

	Contact isolation
	
	
	
	
	
	

	Drainage secretion precautions
	
	
	
	
	
	

	Tuberculosis isolation
	
	
	
	
	
	

	Body/blood precautions
	
	
	
	
	
	



CNA

INTERVIEW PROFILE
Appearance:

___cleanliness

____ appropriate     ____ inappropriate

___general hygiene

____ appropriate     ____ inappropriate

Attitude:

___ eye contact

____ appropriate     ____ inappropriate

___ body language

____ appropriate     ____ inappropriate

Communication:

___ response to question
____ appropriate     ____ inappropriate

___ listening ability

____ appropriate     ____ inappropriate

___ language usage
____ appropriate     ____ inappropriate

Secondary education:
___High school graduate
___GED

Comments: ________________________________________________________________

________________________________________________________________

________________________________________________________________

Preferred Geographical Areas: ________________________________________________________________

________________________________________________________________

________________________________________________________________

Mode of transportation:

___ Auto

___ Public

Availability:
Date: __________________________

___ Days:

From: __________ 
To: __________



___ Evenings: 
From: __________ 
To: __________



___ Nights:

From: __________ 
To: __________



___ Weekends:
From: __________ 
To: __________

____ Approved for hire pending completion of process.

Signature _________________________________ 
Date: __________


NURSING ASSISTANCE Self Assessment-Harder
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