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Internal Training Record



[bookmark: _GoBack]Section 1 – Employee (Trainee) Details 
	Name :
	
	Position /Title :
	


Section 2 – Training Details
	Date(s) of Training :
	
	Duration :
	

	Type :
	[bookmark: Check1][bookmark: Check2]Classroom |_|	   eLearning |_| 	   Other |_| (Provide details in Description section) 

	Location :
	

	Description :
	


	SOP / Module /Course : 
(If applicable)
	
	Version :
	

	Trainer Name :
	
	Title :
	


Section 3 –Competency Assessment / Sign Off 
Do not sign unless you are confident you understand the implications of the training conducted.
Trainee Comments
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Employee (Trainee) :
	________________________
Signature or Initials
	Date:
	____/____/______
      dd/mmm/yyyy


Trainer Comments (describe competency assessment if applicable)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Trainer :
	________________________  ______________________
Signature or Initials                                 Title
	Date:
	____/____/______
      dd/mmm/yyyy
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