University of Rochester



FINAL EVALUATION



Office of Graduate Medical Education

(to be completed by the Program Director)



Trainee Name: __________________________________________





Program:  ______________________________________________
Highest PGY Level Attained: ____________

Training Start Date: ____________________


Training End Date: ____________________

	Based on the level of training completed, the individual has reached the following level of proficiency:

	
	
	
	

	Patient Care:
	Competent
	
	Not Competent



	Medical Knowledge:
	Competent
	
	Not Competent



	Interpersonal and Communication Skills:
	Competent
	
	Not Competent



	Professionalism:
	Competent
	
	Not Competent



	Practice-Based Learning and Improvement:



	Competent
	
	Not Competent




	Systems-Based Practice:
	Competent
	
	Not Competent

	Specifics regarding level of performance for each of the above can be found in departmental records.


To your knowledge has this physician:

1. Ever been on probation during the training program?

NO

YES
2. Any pending professional misconduct proceedings or

NO

YES

    pending malpractice actions?  Judgments or settlements?





3.  Ever been suspended or had his/her privileges


NO

YES
     restricted or terminated?





4.  Ever been denied a certificate of completion of

NO

YES
     training for any reason?





5.  Ever resigned or withdrawn his/her association with

NO

YES

     your program to avoid the imposition of disciplinary





     measures?





6.  Experienced health problems, either physical


NO

YES
     or mental, including substance abuse, which 





     affected his/her performance in patient care?





7.  Ever been convicted of a crime?



NO

YES
 ====================================================================================

A YES to any of the above questions in this section should have an explanation ATTACHED.
This section applies to trainees who have NOT completed a full residency/fellowship program:








This trainee successfully completed ______ years/months of a ________ residency/fellowship.

This section applies to trainees who have completed an ACGME/ABMS/CODA-accredited program:









This trainee successfully completed a(n) _____________________________ residency/fellowship.

In the opinion of the program director and program's faculty, this trainee has demonstrated sufficient competence to enter practice without direct supervision.

NO

YES
Chair/Director Signature: ______________________ 

Date: ______________________



Trainee Signature: ____________________________

Date: ______________________

My signature indicates that I have received a copy of this evaluation and any attachments.
6/1/03; revised 10/1/03, 7/27/07


