SUPPLEMENTAL TRAINING FORM

Nursing Personnel:  Submit with DA 3838 or DD 1556 to Consolidated Education when applying for TDY

	Name


	Unit
	Are you Presenting at this course?

___Yes  ___ No

	PCS/ETS/Retirement Date
	Do You Have A Government Visa Travel Card?

  ___YES       ___NO 




Please complete the following:   

A.  Name of Course/Training___________________________________________________________
B.  Organizational and/or Unit level in service/training attended within the last 6 months



1___________________________________________________________________________

2___________________________________________________________________________

3___________________________________________________________________________

4___________________________________________________________________________

C.  Consolidated Education CE Presentations/SWANK, Healthnet programs viewed, attended or taught within the    

      last 6 Months (does not include:  BLS, ACLS, PALS, NEO or BMAR)
1____________________________________________________________________________

2_____________________________________________________________________________

3_____________________________________________________________________________

4_____________________________________________________________________________
D.  BLS Expiration Date ______________________________________________________________

E.  BMAR Expiration Date ____________________________________________________________ 

F. Attendance at this Conference/Education/Training/Class will require you to present a unit or section in service within 60 days.

_________________________________________________________     _________________________ 
                       Signature






Date

G. Tentative date of Presentation: _______________________________________________________

**Unit Training Coordinator Signature verifying training__________________________________

**Immediate Supervisor Signature________________________________________ Date_________ 

**Supervisor/Chief Signature____________________________________________ Date_________ 

**In signing this form you are verifying the above named individual has met all Requirements in A, B & C.

***Chief, Department of Nursing __________________________________________Date___________

***AMEDD Courses Only

Feb 2004







