INITIAL COMPETENCY ASSESSMENT

(Your Facility Name Here): (Your Unit Name Here) 

Patient Population Served:    ( Infants   ( Toddlers   ( Preschool    ( School Age    (  Adolescents    (  Adults    (  Older Adults
(Your Facility Name Here):

      


(Your Unit Name Here)        
	Required Competency or Skill
	* Self Assess
	Orientation (Preceptor initials & date)
	+ Eval Method
	Competency Validated by Supervisor (Signature & date)
	Comments/Additional Resources



Employee Name: ______________________________________ Assessment Start Date: _______________ Completion Date: _______________ 

	Required Competency or Skill
	* Self Assess
	Orientation (Preceptor initials & date)
	+ Eval Method
	Competency Validated by Supervisor (Signature & date)
	Comments/Additional Resources

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Preceptor’s Initials: ___________ Printed Name: __________________________________________ Signature:
____________________________________________

Preceptor’s Initials: ___________ Printed Name: __________________________________________ Signature:
____________________________________________




I understand that of all the topics listed, I will be allowed to perform only those for my skill level/scope of practice and only after I have successfully demonstrated competency.

Employee Signature: _________________________________________________ Date:_________________







* Self Assessment: 
 + Evaluation/Validation Methodologies:
Clinical Skills Reference:

1 = Experience
T = Tests


2 = Needs Practice/Assistance
D = Demonstration/Observation                     


3 = Never Done
V = Verbal


NA = Not Applicable
I = Interactive Class 
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* Self Assessment:
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