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Clinical Performance Evaluation of Physician Assistant or Anesthesiologist Assistant (If Applicable)

Name: ______________________________________________,       PA        AA  
License:______________________________
 Date:_____________

 
                         Please print
	General & Specific Tasks
	Years of Experience
	
	Medical Treatments  & Diagnostic Procedures
	Years of Experience
	Estimated Number

	Gather Data Base
	
	
	Peripheral  Venous Access
	
	

	Instruct/Counsel Patient
	
	
	Central Venous Access
	
	

	History & Physical
	
	
	Arterial Puncture
	
	

	Mental Status  PANS
	
	
	Arterial Line Insertion 
	
	

	Diagnostic Studies
	
	
	Electrocardiography
	
	

	Differential Diagnosis
	
	
	Paracentesis
	
	

	Assistance/ Drug Therapy
	
	
	Thoracentesis
	
	

	Non-Drug Therapy
	
	
	Pleural Biopsy
	
	

	Clinical Documentation
	
	
	Thoracostomy Tube Insertion
	
	

	Coordination of Therapy
	
	
	Bone Marrow Aspiration & Biopsy
	
	

	Discharge Preparation
	
	
	Bone Marrow Product Administration
	
	

	Research
	
	
	Endotracheal Intubation
	
	

	Teaching
	
	
	Arterial Sheath Removal 
	
	

	Other
	
	
	Simple Wound Closure
	
	

	
	
	
	Suture/Staple Remover
	
	

	Prescriptive Authority
	
	
	Ommaya Reservoir
	
	

	
	
	
	Infant Resuscitation
	
	

	Medical Treatments  & Diagnostic Procedures
	Years of Experience
	Estimated Number
	Holter Monitoring Care
	
	

	Administer Anesthesia
	
	
	Lumbar Puncture
	
	

	Initial CPR
	
	
	Umbilical Vessel Catheterization
	
	

	Direct Art, CVP, PA Pressure Monitor
	
	
	Bladder Tap
	
	

	ABG
	
	
	Infant Exchange Transfusions
	
	

	HCT Monitoring
	
	
	Dressing Changes
	
	

	
	
	
	Una Boot Application
	
	

	
	
	
	Other
	
	


The following should complete this attestation below:  Program Director or previous supervising physician. 

If previous supervising physician: I attest to the competence of this person.   If Program Director: I verify that the training has been provided. 

Name & Title:_________________________________________________________  
Signature: ______________________________________________________

Institution: ___________________________________________________________
            Location:_______________________________________________________
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