Environment of Care:
Key Elements
ILH Department of Professional Development 
And Clinical Affiliations
Answer Sheet/Certificate of Completion

Participant:
_____________________________________________________

Date:

_____________________________________________________

Organization/Department/School:
_________________________________________

Last Four Digits of Social Security Number:
_____________________________

Circle Correct Answer: 
1.  T     F

6.  T     F

11.  T     F

16.  T     F 
           



2.  T     F

7.  T     F

12.  T     F

17.  T     F


3.  T     F

8.  T     F

13.  T     F

18.  T     F


4.  T     F

9.  T     F

14.  T     F

       
 

5.  T     F

1.  T     F

15.  T     F


           



This sheet will serve as the record of your training. Please fill it out completely and give to your area supervisor or instructor.  Name must legible on sign in sheet to receive credit, so please print.  Any questions, please call Professional Development/Clinical Affiliations, at 903-0702.
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