Tingathe Community Outreach Program		v3: 28 July 2015
HTA WORK PLAN

Name of HTA: ___________________________________________________			Health Facility: _______________________________________

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	7:30-8:00
	
	
	
	
	

	8:00-8:30
	
	
	
	
	

	8:30-9:00
	
	
	
	
	

	9:00-9:30
	
	
	
	
	

	9:30-10:00
	
	
	
	
	

	10:00-10:30
	
	
	
	
	

	10:30-11:00
	
	
	
	
	

	11:00-11:30
	
	
	
	
	

	11:30-12:00
	
	
	
	
	

	12:00-12:30
	
	
	
	
	

	12:30-1:00
	
	
	
	
	

	1:00-1:30
	
	
	
	
	

	1:30-2:00
	
	
	
	
	

	2:00-2:30
	
	
	
	
	

	2:30-3:00
	
	
	
	
	

	3:00-3:30
	
	
	
	
	

	3:30-4:00
	
	
	
	
	

	4:00-4:30
	
	
	
	
	




Monthly/Quarterly Meetings:
[bookmark: _GoBack]Please describe any monthly or quarterly meetings you expect the HTA to attend. Include who the meeting would be with, how often it takes place, where it takes place and who organizes it. 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Agreement and MOH Supervisor Approval: 
I, (HTA NAME) ___________________________________, understand the above weekly work plan I will follow during my first week of work. I understand that this work plan should act as a guide and that it may change depending on the needs and gaps at my facility. 


HTA Name: ______________________________________________          Signature: ________________________          Date: ____________


Supervisor Name: _________________________________________          Signature: ________________________         Date: _______________

