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Please fill on the following forms; it aims to determine your needs and expectations for the training
gy 9 Sl Sd sl da o9y py adlylal) pad aglss

1. Curriculum Vitae
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2. Need Assessment ( oSiaulan )

1. Name of the training activity ( 2994,8 L Shidas Saidgs S3li)

2. Describe the required competencies you would like to achieve in the training
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3. What are the main functions that you are doing at your department?
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4. What goals and outcomes do you want to achieve from the training?
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5. Did you have any training activities that are similar to this trainin?during the
last five years? If yes, please mention it.
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What language to you prefer to use in the training
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Certification { Lt 4y S99319):

I, the undersigned, certify that to the best of my knowledge and belief, this data correctly describe
me, my qualifications, and my experience.
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3. Comments of the Nursing Committee with the Hospital Director and Nursing Head in the
hospital
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Names and Signature of the members (Please write full name, signature and date in DD/MM/YYYY)

4. Final decision of the higher Committee
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