NAME OF SCHOOL                                                                           FORM AM6

TEMPLATE FOR A RECORD OF

MEDICAL TRAINING FOR STAFF

Name

Type of training received

Name(s) of condition/

medication involved

Date training completed

Training provided by

I confirm that
has received the training detailed

above and is competent to administer the medication described.

Trainer’s signature
Date 

I confirm that I have received the training detailed above

Trainee’s signature
Date 

Proposed Retraining Date


Refresher Training Completed – 

Trainer

Date


Trainee

Date


