Eastern Oregon Head Start



   
Performance Evaluation 90-day

Name___________________________Center_________________Date____________

· Documentation of TB Clearance  
Date:_____/_____/_____

· Physical Exam



Date:_____/_____/_____


· Criminal History Registry

Date:_____/_____/_____

· First Aid Certification


Date:_____/_____/_____

· CPR Certification


Date:_____/_____/_____

· Food Handler’s Card


Date:_____/_____/_____

Employee understands job description and program expectations. (Review job description)


Employee’s perception:

Supervisor’s perception:

Areas for improvement or additional support:

Does employee require additional training/coursework to meet minimum requirements or to upgrade qualifications for current position?  Explain:

Plan of action for next 30 days, depending on assessment of work, current job qualifications and individual desire for professional growth):

Signed: _________________________________________
Date: _____/_____/_____



(Employee)

Signed: _________________________________________
Date: _____/_____/_____



(Supervisor)
Signed: _________________________________________
Date: _____/_____/_____



(Director)
Forms/Administration/Human Resource Management/Performance Evaluation 90-day(Teacher/Home Visitor)                 May 2011

