Clinical Competency Program

NAME/TITLE:     




                         
	Home Glucose Monitoring:
	Yes
	No
	N/A

	a.
Verbalizes purpose of test
	
	
	

	b.
Specimen collection
	
	
	

	c.
Instrument calibration
	
	
	

	d.
Quality control process
	
	
	

	e.
Test correctly performed and interpreted
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