EMPLOYEE QUALITY ASSURANCE

PERFORMANCE EVALUATION

Name
Hospital

Position
Shift
Assignment Dates


NOTE TO EMPLOYER: Please rate employee based on the standards of performance expectations for this unit.

IMPORTANT:
( Use a blue or black ink pen only
INCORRECT MARKS ( (    


( Use White-out to correct marks
    

CORRECT MARKS  (
PERSONAL ATTRIBUTES
Exceptional
Good
Satisfactory
Below Average
Not 






Acceptable


Punctuality and Attendance
(
(
(
(
(





Professional Appearance
(
(
(
(
(



Initiative
(
(
(
(
(
Adaptability
(
(
(
(
(
Accepts direction and is cooperative
(
(
(
(
(
Efficient use of time
(
(
(
(
(
Adheres to policies and procedures
(
(
(
(
(
Contributes to unit continuity
(
(
(
(
(
Maintains orderly work an patient areas
(
(
(
(
(


Efficient and safe use of equipment and supplies
(
(
(
(
(
PATIENT CARE RESPONSIBILITIES

Accepted by patients; satisfies needs
(
(
(
(
(


Rapport with patients and visitors
(
(
(
(
(
Applies and carries through physicians’ orders
(
(
(
(
(
Observes and reports symptoms and behavior
(
(
(
(
(
Records Rx, meds, tests, symptoms, behaviors
(
(
(
(
(
Applies theory and skills appropriately
(
(
(
(
(
Consistent in performance
(
(
(
(
(
Effectively handles routine and emergency situations
(
(
(
(
(
Improves patient health by teaching and directing
(
(
(
(
(
Promotes patient infection control and safety
(
(
(
(
(
EVALUATOR COMMENTS:  (Paper clip separate sheet including counseling if necessary)

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

I______________________________________ have observed this employee to be competent in all aspects of the duties outlined in their job description.

Evaluator’s Signature_________________________________________ Date____________________

Evaluator’s Title/Department___________________________________ Phone___________________

Traveler’s Signature__________________________________________ Date____________________

