
STD Enhanced Role Registered Nurse (ERRN) Continuing Education & Skills Verification Report 
Communicable Disease Branch 

 
Local health departments will insure the STD Enhanced Role RN (STD ERRN) training course is completed by 
all RNs who provide clinical assessment and management of clients with STD concerns.  After completion of 
initial STD ERRN training, the skill level of each nurse must be maintained through an acceptable level of 
practice.  An acceptable level of practice must allow assessment and management of at least 50 STD clients 
per year and 10 hours of continuing education relevant to STD annually.  Alternatively, if practice hour 
assessment and management requirements cannot be met locally, the STD ERRN must complete one STD 
Prevention Training Center (STDPTC) practicum annually to maintain clinical skills. 
 
Reporting Requirements:   Local health departments must submit electronically a list of the STD ERRN 
providers, the date initial STD Enhanced Role training was completed, continuing education courses with 
number of relevant contact hours completed, number of STD patients assessed, and dates of STD PTC 
courses attended if applicable.   Documentation of practice and continuing education will be reported annually 
with the Agreement Addenda using the attached forms: STD ERRN Continuing Education and STD ERRN Skill 
Maintenance Verification.  
 
Return completed forms electronically to Communicable Disease Regional Nurse Consultant by 
January 15, 2017. (See map of Regional Communicable Disease Nurse Consultants in the CD/STD Public 
Health Program Manual.) 
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STD Enhanced Role Registered Nurse (ERRN) 

Continuing Education Verification Calendar Year 2016 
 
County _____________________________________________   

STD ERRN Provider __________________________________ 

Date STD ERRN Initially Rostered _______________________ 
 

Continuing Education Program/Topic Date Contact 
Hours 

   
   
   
   
   
   
   
   
   
   
   
   
   
   

• Relevant continuing education hours must equal at least 10 hours annually  
• Acceptable STD/HIV topics must address assessment, prevention, and/or management of HIV and other STD issues 
• One contact hour = 60 minutes or one clock hour of instruction or participation 

We certify that the information above is correct. 

STD ERRN Signature: __________________________________________ Date: ______________ 

SUPERVISOR Signature: _______________________________________ Date: _______________ 
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STD Enhanced Role Registered Nurse (ERRN)  

Skill Maintenance Verification Calendar Year 2016 
 
County _____________________________________________   

STD ERRN Provider __________________________________ 

Date STD ERRN Initially Rostered _______________________ 
 

 
MONTH Total Patients Seen for 

Complete STD Evaluation 
Provide the date (month/year) that your clinical practice 
skills were last observed by a Regional Communicable 
Disease Nurse Consultant. 

JANUARY 2016 Total Males: 
Total Females:  

FEBRUARY 2016 Total Males: 
Total Females: 

 

MARCH 2016 Total Males: 
Total Females:              

APRIL 2016 Total Males: 
Total Females: 

 

MAY 2016 Total Males: 
Total Females:  

JUNE 2016 Total Males: 
Total Females: 

 

JULY 2016 Total Males: 
Total Females:  

AUGUST 2016 Total Males: 
Total Females: 

 

SEPTEMBER 2016 Total Males: 
Total Females:  

OCTOBER 2016 Total Males: 
Total Females: 

 

NOVEMBER 2016 Total Males: 
Total Females:  

DECEMBER 2016 Total Males: 
Total Females: 

 

*TOTAL EXAMS 
Jan – Dec 2016 

Males: 
Females:  

 
*Clinical practice must include at least 50 STD examinations annually to meet practice requirements. If the number of 
exams will fall below 50 for the calendar year please contact the Regional Communicable Disease Nurse 
Consultant before the end of that year to discuss options for maintaining credentials. By signing this document, we 
certify that the information above is correct. 

We certify that the information above is correct. 

STD ERRN Signature: __________________________________________ Date: ______________ 

SUPERVISOR Signature: _______________________________________ Date: _______________ 
 


