Monitoring Compliance for F730 Performance Review and F947 Mandatory In-Service
Auditor’s Name/Title: ________________________
 Signature: ___________________
 
 Date: _______________

Instructions: Complete for 10 randomly selected CNAs monthly x3 months followed by 10 randomly selected CNAs quarterly x9 months. 

	Employee’s Name
	Date 

Of

Hire
	Is active list of all CNAs maintained?

(YES/NO)
	Did CNA receive mandatory 12-hr training within the past 12 months that includes the required State and Federal topics?
(YES/NO)
	Did CNA receive annual performance review within the past 12 months?
(YES/NO)
	Did CNA receive education/training based on outcome of the review within the past 12 months?

(YES/NO or N/A)
	Corrective Actions/

Comments
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