EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER, INC.

PERFORMANCE EVALUATION FORM B








            DATE:       
EMPLOYEE NAME:            JOB TITLE:       
SUPERVISOR NAME:         REVIEW PERIOD        TO      
I
PRODUCTIVITY  (Volume of work, accuracy, quality of work, timeliness.)

     

Objectives for Coming Year:

     
II.
KNOWLEDGE OF JOB AND EXERCISE OF JUDGEMENT

     

Objectives for Coming Year:

     
III.
WORKING RELATIONSHIPS

A. Internal:

     
B. External:

     
Objectives for Coming Year:

     
IV:
WORK HABITS

A. Planning and Organizing:

     
B:
Attendance:

     
C. Dependability:

     
D:
Initiative and Flexibility:


     
Objectives for Coming Year:

     
V.
PRIOR YEAR PERFORMANCE COMPARISON

     
VI.
STAFF DEVELOPMENT PLAN

     
VII.
REQUIRED TRAINING

     
VIII.
VALID DRIVER’S LICENSE  (attached) Has your driving status changed within the last year?  No              Yes       If yes, Explain:
_____________________________________________________________________________

Based on the above evaluation, performance is rated:

 FORMCHECKBOX 
Deficient
 FORMCHECKBOX 
Below Average*
 FORMCHECKBOX 
Satisfactory

 FORMCHECKBOX 
Above Average
 FORMCHECKBOX 
Outstanding

*Provide an accompanying statement with recommendation for further action.

______________________________________
____________________________________

Supervisor Signature




Employee Signature

I certify that this evaluation has been discussed with me.  My signature does not necessarily indicate my agreement.

______________________________________________________________________________

CLINICAL PRIVILEGES (please complete): If N/A, check here:      
•
Clinical privileges for       FORMTEXT 

     
 were reviewed on  and no changes were made.

•
Clinical privileges for       were reviewed on       and the Human Resources Department was contacted to obtain an appropriate job description.

JOB DESCRIPTION:  (Please Complete)

· The job description for         was reviewed on         and no changes were made.

· The job description for         was reviewed on         and the Human Resource Department was contacted to obtain an appropriate job description.

EMERGENCY CONTACT:  (please Complete)

· Emergency contact information for         was reviewed on       and changes   FORMCHECKBOX 
were made,     FORMCHECKBOX 
 were not made (check one).

EMPLOYEE SELF EVALUATION:

· The Self Evaluation form for       was completed on      .
______________________________________
_____________________________________

Direct Supervisor Signature



Employee Signature
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