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Work Planning and Performance Evaluation Form
	NAME OF EMPLOYEE:        


	POSITION TITLE:


	EVALUATION PERIOD:
From:  


To:  
	LENGTH OF SERVICE IN THIS POSITION:




	NAME OF SUPERVISOR:   

POSITION TITLE: 
	DIVISION:   

DEPARTMENT/SECTION:  

	SUPERVISOR:
The employee's work performance has been measured according to the job factors identified below:
From:  




To:  

	WORK PLANNING

	JOB FACTOR
	PERFORMANCE STANDARD
	
MEASUREMENT

	Compliance with Joint Commission mandates
	
	

	Compliance with CMS mandates
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Employee:  I agree to the Job Factors and Performance Standard identified above:

_____________________________________________________

EMPLOYEE'S SIGNATURE           

DATE
	Supervisor:  I certify that the above adequately reflects the employee’s duties and responsibilities to be performed during the rating period.
_______________________________________________

SUPERVISOR'S SIGNATURE            
         DATE


	PERFORMANCE EVALUATION
Based on the performance standards determined earlier, select the rating that best describes the employee's performance on each of the job factors.

If "Below Work Performance Standards" or "Exceeds Work Performance Standards" is checked, please give your reasons for this rating.  If "Below", indicate   suggestions made to the employee on how to improve.

	
JOB FACTOR
	
PERFORMANCE LEVEL
	COMMENTS/JUSTIFICATION 

	
	( )  Exceeds Work Performance Standards

( )  Meets Work Performance Standards

( )  Below Work Performance Standards

( )  Exceeds Work Performance Standards

( )  Meets Work Performance Standards

( )  Below Work Performance Standards

( )  Exceeds Work Performance Standards

( )  Meets Work Performance Standards

( )  Below Work Performance Standards

( )  Exceeds Work Performance Standards

( )  Meets Work Performance Standards

( )  Below Work Performance Standards

( )  Exceeds Work Performance Standards

( )  Meets Work Performance Standards

( )  Below Work Performance Standards

( )  Exceeds Work Performance Standards

( )  Meets Work Performance Standards

( )  Below Work Performance Standards

( )  Exceeds Work Performance Standards

( )  Meets Work Performance Standards

( )  Below Work Performance Standards
( )  Exceeds Work Performance Standards

( )  Meets Work Performance Standards

( )  Below Work Performance Standards
( )  Exceeds Work Performance Standards

( )  Meets Work Performance Standards

( )  Below Work Performance Standards
	

	OVERALL RATING:
[  ]  OUTSTANDING

[  ]  SATISFACTORY

[  ]  UNSATISFACTORY

COMMENTS: 























































TO THE EMPLOYEE: 

The summary evaluation shown is the rating assigned by your supervisor and reviewed by your department head. You have a period of five (5) days from the date you acknowledge this report in which to appeal.

I have reviewed this report on the date indicated below and have had the opportunity to discuss it with my rating supervisor.  My signature does not necessarily mean that I agree with the rating.

Employee’s Signature: 







Date: ​



Evaluated By (Immediate Supervisor):




  
Date:



Reviewed By (Department Head): 






Date:



Approved By (Hospital Administrator):  





Date: 





