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EXHIBIT I: 
SUPER TRAINER VERIFICATION 

 
 

Place a check in the box for each function that has been completed and complete all 
applicable blanks. Add any additional functions as applicable. 

 

APPLICANT’S NAME:    
 

ACTIVITY:    
 

OBJECTIVES: 
 

 

 

 

 

 

 
 

TRAINING CONTENT: 
 

 

 

 

 

 
 
 

 
 

Manager signature below validates list of employees trained past 12 months. 
 

 
                     (Nursing Manager / Team Leader)      (Date signed) 
 

 


