
(Appendix A) 

 

 

Care Staff authorised to apply First Dressings for Skin Tears 

Care home name ………………………………………………………………………….. 

Date Name Training 
completed 

(date) 

Competency 
Assessment 
Completed 

Date Annual 
Competency 

Assessment Due 

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 

Manager’s signature………………………………………………date…………………………….. 


