OREGON • COMMUNITY-BASED RN DELEGATION- Revised 9-1-2026
RN DELEGATION UAP REAUTHORIZATION
Acknowledgment and Signature Record
	Resident / Client
	          

	Delegated Nursing Procedure
	          


STAFF ACKNOWLEDGMENT
By signing below, the UAP acknowledges that they received, reviewed, and understand the documented instructions and had an opportunity to ask questions; and the UAP agrees to follow the instructions, complete required documentation, and perform the nursing procedure as directed.  The UAP understands that authorization applies only to the identified resident/client and nursing procedure, is limited to the authorization period, and is not transferable to another resident/client, procedure, or staff member. This authorization does not permit independent assessment, clinical decision-making, planning, or evaluation. The UAP agrees to promptly report any changes, concerns, errors, adverse reactions, or inability to perform the nursing procedure according to the documented instructions. 
	UAP Printed Name
	UAP Signature 
	Effective Date / Time
(To Be completed by RN ONLY)
	Expiration Date 
(To be completed by RN ONLY)
	RN Initials
(To be completed by RN ONLY)

	          
	          
	          
	          
	          

	          
	          
	          
	          
	          

	          
	          
	          
	          
	          

	          
	          
	          
	          
	          

	          
	          
	          
	          
	          

	          
	          
	          
	          
	          

	          
	          
	          
	          
	          

	          
	          
	          
	          
	          


REGISTERED NURSE REAUTHORIZATION (Not to exceed 180 days)
I certify that I am the RN responsible for this reauthorization decision. The length of each reauthorization period is determined by using my clinical judgment and is based on the UAP’s demonstrated competency, skill, experience, prior performance of the procedure, familiarity with the resident/client, the nature and frequency of the nursing procedure, and the resident/client’s condition.  My initials on each line demonstrate my reauthorization of that UAP for the dates shown. I will continue periodic inspection and evaluation, remain engaged in nursing practice with the resident/client, and end the reauthorization when required by OAR 851-047-0060.
	RN Printed Name
	RN Signature
	RN Initials

	          
	          
	          


Regulatory basis: OAR 851-047-0030, 851-047-0045, 851-047-0050, and 851-047-0060. This page is an authorization/signature record and must be retained with the complete RN delegation documentation.
Signature-only authorization record • Supporting assessment, competency validation, plan of care, and documented instructions are maintained separately.  Disclaimer: This form is provided as an example of best practice and is not required. Use of this form does not guarantee regulatory compliance or prevent citations, deficiencies, enforcement actions, or legal claims. Organizations are responsible for determining whether and how to use or adapt this resource to meet their specific needs and applicable requirements.

