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Annual Competency Evaluation
Therapist: ______________________________________
Date: ___________Date of Hire:___________
Evaluator: ___________________________________
Discipline: _____________________________

Professionalism
	Therapist showed up on time for session
	YES                 NO

	Therapist introduced herself/himself and/or clearly communicated their role as a therapist to parent(s) or caregiver(s)
	YES                 NO

	Therapist was dressed appropriately and professionally when working with client
	YES                 NO

	Therapist was well prepared and equipped for session (gathered or set up appropriate therapy materials)
	YES                 NO

	Therapist adhered to safety regulations and used sound judgment in regard to safety of self and others during treatment
	YES                 NO












Score (# of Yes):  ___/5
Policy/Procedures

	Therapist provided treatment within authorized duration (i.e. 30 min/45 min/60 min)
	YES                 NO

	Therapist discussed with parent or caregiver(s) any clinical changes and/or updated information since evaluation (i.e. changes in medical status; changes in concerns)
	YES                 NO

	Therapist discussed with parent(s) or caregiver(s) administrative changes and/or updated information since evaluation (i.e. changes in address; phone number)
	YES                 NO

	Therapist confirmed next appointment before ending the session
	YES                 NO

	Therapist completed Demographic portion of treatment session note before giving it to parent(s) or caregiver(s) to sign (i.e. Clients name/DOB/address/etc.)
	YES                 NO












Score (# of Yes):  ___/5
Treatment Notes

	Treatment note is legible
	YES                 NO

	Treatment note was completed in black or blue ink
	YES                 NO

	Therapist included Date of Session and Start time/End Time
	YES                 NO

	Therapist included Name and Title of provider 
	YES                 NO

	Therapist received signature from parent or caregiver at the end of treatment session
	YES                 NO












Score (# of Yes):  ___/5
Clinical Skills

	Therapist built rapport with client prior to beginning therapy.
	YES                 NO

	Therapist used teaching techniques appropriate to the principles of the discipline
	YES                 NO

	Therapist included parent(s) or caregiver(s) interaction during therapy
	YES                 NO

	Therapist discussed therapy goals and plans with parent(s) or caregiver(s)
	YES                 NO

	Therapist addressed goals outlined in assessment/evaluation
	YES                 NO












Score (# of Yes):  ___/5
Comments:  (please write legibly)

             







             Total # of Yes: _______/20

Overall Percentage Score: ________

The Supervisor provided me with constructive feedback and answered any questions I had about the above evaluation.

Therapist’s Signature: ___________________________________________
Date: ______________________________

Evaluator’s Signature: _______________________________________
Date: ______________________________

