Hand hygiene monitoring tool
Unit:  _____________________ 





Date:_________________

Day of week (circle)

M

Tu
W
Th
F
Sa
Su

Time started______________  am   pm (circle)
Time finished______________  am  pm (circle)

Name of Observer________________________

	Profession (circle one)
	Did the employee wash hands or use Alcohol gel/foam

	
	Entering room
	Exiting room
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Other (name)________________
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