OREGON • RN DELEGATION PROCESS- Revised 9-1-2026
UAP COMPETENCY VALIDATION
UAP Competency Validation for Oregon RN Delegation
1. IDENTIFICATION
	UAP Printed Name
	          

	Competency Validation Date / Time
	          

	Nursing Procedure
	          

	Validation Type
	[bookmark: Check1][bookmark: Check2][bookmark: Check3]|_| Initial evaluation   |_| Periodic evaluation   |_| Repeat evaluation following identified deficiency

	Method Used
	[bookmark: Check4][bookmark: Check5]|_| With Resident        |_| Simulation


2. REQUIRED UAP DETERMINATIONS
	Necessary Skills
	[bookmark: Check6][bookmark: Check7]|_| Yes   |_| No — UAP has been provided education and documented instructions for the nursing procedure.
[bookmark: Check8][bookmark: Check9]|_| Yes   |_| No — UAP possesses the skills necessary to learn and safely perform the nursing procedure.
RN evidence / rationale:           .


	Willing and Able
	[bookmark: Check10][bookmark: Check11]|_| Yes   |_| No — UAP communicated willingness and ability to perform the nursing procedure.


3. INITIAL PERFORMANCE EVALUATION — WHEN APPLICABLE
Complete after the RN has provided the required initial education and separate documented instructions.
	Required Evaluation Element
	Yes
	No
	RN Findings / Action Taken

	RN directly observed the UAP perform the nursing procedure.
	[bookmark: Check12]|_|
	[bookmark: Check13]|_|
	          

	UAP performed the nursing procedure accurately according to the documented instructions.
	[bookmark: Check14]|_|
	[bookmark: Check15]|_|
	          

	RN addressed questions raised by the UAP during the evaluation.
	[bookmark: Check16]|_|
	[bookmark: Check17]|_|
	          


4. PERIODIC PERFORMANCE EVALUATION — WHEN APPLICABLE
Complete as part of the RN’s periodic inspection and evaluation.
	Required Periodic Element
	Yes
	No
	RN Findings / Action Taken

	RN verified the UAP’s documentation of the nursing procedure.
	[bookmark: Check18]|_|
	[bookmark: Check19]|_|
	          

	RN addressed questions or concerns raised by the UAP or resident/client.
	[bookmark: Check20]|_|
	[bookmark: Check21]|_|
	          

	RN directly observed the UAP accurately performing the nursing procedure.
	[bookmark: Check22]|_|
	[bookmark: Check23]|_|
	          

	UAP continues to possess the necessary skills and remains willing and able to perform the nursing procedure.
	[bookmark: Check24]|_|
	[bookmark: Check25]|_|
	          


5. RN COMPETENCY DETERMINATION
	RN Determination to delegate to UAP
	[bookmark: Check26][bookmark: Check27]|_| I validated the UAP’s accurate performance of the nursing procedure.
|_| The UAP has not demonstrated accurate performance of the nursing procedure.

	RN Decision to not delegate to UAP
	[bookmark: Check28]|_| The evaluation is incomplete; additional observation is required.
[bookmark: Check29]|_| UAP does not meet the requirements for delegation.
Nursing Rationale and follow-up plan:           .

[bookmark: Check30]|_| Determination communicated to UAP on this date           and appropriate parties on this date           . 


6. REGISTERED NURSE ATTESTATION
I certify that I evaluated the UAP identified above for performance of the specified nursing procedure for this resident/client. My competency determination is based on the UAP-specific findings documented on this form. Any authorization or reauthorization decision is documented separately.
	RN Printed Name
	RN Signature
	Date / Time

	          
	          
	          


Regulatory basis: OAR 851-047-0045(1)(h)–(i), 851-047-0045(3)–(4), and 851-047-0050(2)(c).
UAP competency validation only • All other delegation documentation is 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.

