EASTERN MAINE MEDICAL CENTER

Education Department
Group Attendance Tracking Form

Please attach page 2, a list of participants including their organization and department.  The participant list and this form should be sent to the HR Support Staff.

Department:      
 
Telephone No.:      
Person Completing This Form:      
Send certificates to:   FORMCHECKBOX 
 Person completing this form
 FORMCHECKBOX 
 Participants

 FORMCHECKBOX 
 Other:      
Program Sponsor:

 FORMCHECKBOX 
 Outside Program 
Offered By:     
 FORMCHECKBOX 
 Offered at/by EMMC (please check category)





 FORMCHECKBOX 
 Dept. Specific:      
    

 FORMCHECKBOX 
 Program Offered Hospital-wide (i.e. hands-on Back Safety)

 FORMCHECKBOX 
 Outreach Program

Program Type​: (please check one)
 FORMCHECKBOX 
 Live (instructor led)
  

 FORMCHECKBOX 
 Independent Study

 FORMCHECKBOX 
 Computer-Based 



 FORMCHECKBOX 
 Video Conference

 FORMCHECKBOX 
 Videotape
  



 FORMCHECKBOX 
 Audio Conference

 FORMCHECKBOX 
 Streamed  




 FORMCHECKBOX 
 Web based



 FORMCHECKBOX 
 Satellite Program



 FORMCHECKBOX 
 Other      
  

	Program Title:      

	Start Date:       
	End Date:      

	Start Time:      
	End Time:      

	Location:      
	Total Number RNs Attending:      


Please complete this section only if program is accredited by EMMC/Education Department.

Activity Number:      
Number of Contact Hours:      
Annual Event
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Activity (One Time Event)  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Staff Developer:      
Nurse Planner:      
Co-sponsored with:     
For HR Support Staff Use Only
Program Course Code:      
Send Certificates: 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Date Entered: ___________________

Send to History:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Entered By: _____________________
Send PDF certificate and roster to ANA file:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
1. If program is accredited by EMMC for continuing education credits, please check (() if RN and provide home addresses only for RN’s.
2. If you are comfortable providing your last four digits of your SS# or badge number, it helps us ensure you receive credit if we are unable to read your name.

Please Print Clearly

This is to ensure proper credit.

	Name: 
	 FORMCHECKBOX 
 RN
	

	
	
	EMMC/EMHS Badge #:      

	EMMC Dept:      
	 FORMCHECKBOX 
 Physician
	(Non-EMMC/EMHS) 

	EMHS Dept:      
	
	Last 4 digits SS#:      

	Other Org:      
	
	

	Org Address:      
	City:      State:      Zip:      

	Home Address:      
	City:      State:      Zip:      


	Name:      
	 FORMCHECKBOX 
 RN
	

	
	
	EMMC/EMHS Badge #:      

	EMMC Dept:      
	 FORMCHECKBOX 
 Physician
	(Non-EMMC/EMHS) 

	EMHS Dept:      
	
	Last 4 digits SS#:      

	Other Org:      
	
	

	Org Address:      
	City:       State:       Zip:      

	Home Address:      
	City:       State:       Zip:      


	Name:      
	 FORMCHECKBOX 
 RN
	

	
	
	EMMC/EMHS Badge #:      

	EMMC Dept:      
	 FORMCHECKBOX 
 Physician
	(Non-EMMC/EMHS) 

	EMHS Dept:       
	
	Last 4 digits SS#:      

	Other Org:      
	
	

	Org Address:      
	City:       State:       Zip:      

	Home Address:      
	City:       State:       Zip:      


	Name:      
	 FORMCHECKBOX 
 RN
	

	
	
	EMMC/EMHS Badge #:      

	EMMC Dept:      
	 FORMCHECKBOX 
 Physician
	(Non-EMMC/EMHS) 

	EMHS Dept:       
	
	Last 4 digits SS#:      

	Other Org:      
	
	

	Org Address:      
	City:       State:       Zip:      

	Home Address:      
	City:       State:       Zip:      


	Name:      
	 FORMCHECKBOX 
 RN
	

	
	
	EMMC/EMHS Badge #:      

	EMMC Dept:      
	 FORMCHECKBOX 
 Physician
	(Non-EMMC/EMHS) 

	EMHS Dept:       
	
	Last 4 digits SS#:      

	Other Org:      
	
	

	Org Address:      
	City:       State:       Zip:      

	Home Address:      
	City:       State:       Zip:      


HR Support Staff Use Only:


Date received:__________





Staff Developer Use Only:


Date received:_________





Class Date:_______


Class Time:_______
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