Staff Interview Form


Program Name ______________________________  Staff Member Name _____________________  Date ________________


Position:	RN___    LPN ___     MA ___     CMA ___     CNA ___     UW ___     Formal Training Y ___ N ___
[bookmark: _GoBack]
Training: 
Administer Medications Y___ N ___	Medical Cares Y___ N___	Personal Cares Y ___ N ___	Trained by RN Y___ N ___

Do you serve or prepare meals  Y___ N___	Inservice within the last 12months  Y ___ N ___
Dementia Training – 8 hrs  Y ___ N ___       2 hrs  Y ___ N ___
Mandatory Reporting of Dependent Adult Abuse training      Y ___ N ___
Have there been any tenants who have been verbally, financially, physically, emotionally abused by anyone.   Y ___ N ___
Recent injuries Y ___ N ___   If so, who ________________________________________________________________________
Tenants who refuse personal and/or health related cares _________________________________________________________
Tenant elopements  Y ___ N___  If so, who _____________________________________________________________________
Tenants physically or verbally harmed by staff   Y ___ N ___   If so, who and when _____________________________________
Staff physically or verbally harmed by tenants  Y ___ N ___  If so, who and when ______________________________________
Staff sexually inappropriate to tenants   Y___ N ___    If so, who and when ___________________________________________
Tenants sexually inappropriate to tenants  Y ___ N ___  If so, who and when __________________________________________
Tenants sexually inappropriate to staff  Y ___ N ___   If so, who and when ____________________________________________
Are tenants checked on routinely related to their behavior   Y ___ N ___   Explain ______________________________________
Are night checks completed and how are they done  _____________________________________________________________

Staffing Patterns: 
AM Shift General population ___________________________	Dementia Unit ___________________________
PM Shift General population	___________________________	Dementia Unit ___________________________
NIGHT Shift General population ___________________________	Dementia Unit ___________________________

Is there enough staff to meet needs of tenants  Y ___ N ___	Have door alarms been deactivated for any reason Y___ N ___

Has a tenant(s) complained for lack of help due to not sufficient # of staff  Y ___ N___      If Yes, who ________________________
Do you have a communication book  Y ___ N ___       If so, where is it located ___________________________________________
Do you review service plans  Y ___ N ___     If no, how do staff know what cares/services tenants need ______________________

Tenants:
Tenants require significant cares and time of staff _______________________________________________________________
Tenants who need redirection related to behaviors ______________________________________________________________
Are there tenants who exceed level of care  Y ___ N ___       Require routine 2-person assist   Y ___ N ___
Unmanageable Incontinence – Bowel ___   Bladder ___  Soiled more times than dry:  Y ___ N ___   If so, who _______________
Medically Unstable:  Y ___ N ___
Maximal assistance with ADLs?:    Y ____ N ___     If so, who and which ADLs __________________________________________
Tenant with suicidal ideation: Y ___ N ___	______________________________________________________________
Tenant receiving Hospice services  Y ___ N ___	______________________________________________________________
Are there interventions established for tenants with a diagnosis of Dementia and have a GDS of 4 or greater: Y ___ N ___
_______________________________________________________________________________________________________
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