Name of  Trainee:____________________


SUBSPECIALTY TRAINING IN 

PAEDIATRIC GASTROENTEROLOGY / HEPATOLOGY

LOG BOOK OF PROFESSIONAL DEVELOPMENT

Candidate’s Name :  _____________________________________________________

Period of training:  from ____________________to ____________________________

Supervisors’ names during  

   First year:__________________________(Date:_______________to______________)

   Second year : _______________________(Date:_______________to______________)

   Third year : ________________________(Date:______________to_______________)

1.  Patient care experience 

     (Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix A.)

	Year of training
	Types of patients managed by trainee 
	Hospital
	Supervisor

(name & signature)

	Year 1
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please attach extra pages if necessary.

1.  Patient care experience 

    (Note: List of patients’ name, RN, diagnoses and dates must be completed 

               - see Appendix A.)

	Year of training
	Types of patients managed by trainee 
	Hospital
	Supervisor

(name & signature)

	Year 2
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please attach extra pages if necessary.

1.  Patient care experience

   (Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix A.)

	Year of training/

Date
	Types of patients managed by trainee 
	Hospital
	Supervisor

(name & signature)

	Year 3
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please attach extra pages if necessary.

2. Clinical Procedures  (Minimum no. required in brackets.)

    (Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.1   Procedure :  Ultrasound - Guided Liver Biopsy 

        A.  Observed (Minimum no. =  5)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.1  Procedure :  Ultrasound - Guided Liver Biopsy 

       B. Performed under supervision (Minimum no. = 5)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.1  Procedure :  Ultrasound - Guided Liver Biopsy 

       C. Performed competently by ownself (Minimum no. = 10)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.2  Procedure :  Oesophago-gastro-duodenoscopy (OGDS)

A.  Observed (Minimum no = 20)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	11.
	
	
	
	

	12.
	
	
	
	

	13.
	
	
	
	

	14.
	
	
	
	

	15.
	
	
	
	

	16.
	
	
	
	

	17.
	
	
	
	

	18.
	
	
	
	

	19.
	
	
	
	

	20.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.2  Procedure : Oesophago-gastro-duodenoscopy (OGDS)

B.  Performed under supervision (Minimum no. = 20)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	11.
	
	
	
	

	12.
	
	
	
	

	13.
	
	
	
	

	14.
	
	
	
	

	15.
	
	
	
	

	16.
	
	
	
	

	17.
	
	
	
	

	18.
	
	
	
	

	19.
	
	
	
	

	20.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.2  Procedure : Oesophago-gastro-duodenoscopy (OGDS)

       C. Performed competently by ownself (Minimum no. = 25)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.3  Procedure :  Colonoscopy
      A. Observed (Minimum no. = 10)
	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.3  Procedure :  Colonoscopy 

       B. Performed under supervision (Minimum no. = 10)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.3  Procedure :  Colonoscopy 

       C. Performed competently by ownself (Minimum no. = 10)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.4  Procedure :_______________________________________________________

    (e.g. 24h pH study, Hydrogen breath test, Watson capsule small bowel biopsies) 

    A.  Observed (Minimum no. =  _)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.4  Procedure :_______________________________________________________

    (e.g. 24h pH study, Hydrogen breath test, Watson capsule small bowel biopsies) 

    B.  Performed under supervision (Minimum no. =  _)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

(Note: List of patients’ name, RN, diagnoses and dates must be completed 

                - see Appendix B.)

2.4  Procedure :_______________________________________________________

    (e.g. 24h pH study, Hydrogen breath test, Watson capsule small bowel biopsies) 

    C.  Performed competently by ownself (Minimum no. =  _)

	No.
	Date / 

Year of Training
	Patient’s R/N
	Hospital
	Supervisor

(Name & Signature)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please attach extra pages if necessary.

3. Other clinical workload of Trainee

	Year of training
	Type of service
	Frequency of clinic 

(Average no. of patients/session)
	Supervisor

(name & signature)

	1
	After office hour call-duty 


	
	

	
	Gastro Clinic


	
	

	
	Hepato Clinic


	
	

	
	
	
	

	2
	After office hour call duty 


	
	

	
	Gastro Clinic


	
	

	
	Hepato Clinic


	
	

	
	
	
	

	3
	After office hour call duty 


	
	

	
	Gastro Clinic


	
	

	
	Hepato Clinic


	
	


*4. Administrative experience of trainee during the three-year period pertaining to       

      individual subspecialty

	Year of training
	Jobs assigned 

(please give a brief description)
	Hospital
	Date
	Supervisor

(name & signature)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


* Example: Review of mortality & morbidity data

*5. Research projects and medical audit activities completed

	No.
	Title of project
	Date commenced
	Date completed
	Supervisor

(name & signature)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


* Note: A minimum of one research project or one medical audit activity during the three   

             year period is required. 

            Reports on these must be submitted for evaluation.

* 6. Publications 

	No.
	Authors
	Title of article
	Name of Journal/book/others
	Year & volume
	Page no.

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


* Note: A  minimum of one publication  in a peer-reviewed journal during the three-year 

             period is required.

7. CME activities 

	No.
	Year of Training 
	Name of meeting
	Date 
	Place 
	Paper / poster presented by applicant (Y/N)
	Title of paper

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Note: For in-hospital meeting, please attach meeting rosters.

          For meetings outside hospital, please attach meeting programs and abstracts.

          Please duplicate more copies as indicated

8. Training courses attended by trainee during the three year period 

    (Please attach certificates of courses)
	No.
	Name of training course
	Date
	Venue
	Organiser

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


*9. Teaching activities conducted by trainee during the three year

	No.
	Name of courses and other types of activities (e.g. ward round, inservice teaching of nurses)
	No. of  participants
	Types of participants
	Venue
	Date
	Organiser

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


10. Supervisor’s report 

Name of trainee :_______________________________Year of training:_____________ 

Name of Supervisor:_____________________ Duration of supervision:________months   (Date:____________to _______________)

(please rate with a scale of 1 to 5 : 

    1 =  very poor, 2 = weak, 3 = satisfactory, 4 = good,  5 = excellent)

	Item No.
	Area assessed
	Rating

	1.
	 Maturity & appropriate approach in confronting clinical problems
	

	2.
	Judgment & skills in implementing treatment 
	

	3.
	Promptness & effectiveness in treating emergency patients
	

	4.
	Competence & appropriateness in providing continuing care
	

	5.
	Effectiveness of doctor-patient relationship
	

	6.
	Ability to maintain good relationship with colleagues, medical & nursing staff
	

	7.
	Involvement & interest in CME activities
	

	8.
	Leadership qualities
	

	9.
	Administrative experience/knowledge 
	

	10.
	Quality assurance (QA) activities
	

	11.
	Research activities 
	

	12.
	Involvement in relevant professional bodies (Please name them if any)


	


Overall comment of supervisor:

................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
Signature of supervisor:___________________________________Date__________

Appendix A. Information of Patients managed by trainee 

                       (Documentation for Item 1)

Name of trainee: _________________________________________________________

	No. 
	Name of patient
	R/N
	Diagnosis
	Date of admission
	Date of discharge/death
	Hospital
	Supervisor

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Appendix B. Information of Clinical Procedures performed by trainee   

                      (Documentation for Item 2)

Name of trainee: _________________________________________________________

	No. 
	Name of patient
	R/N
	Diagnosis
	Date of admission
	Date of discharge/death
	Hospital
	Supervisor
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